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CORONERS’ RECOMMENDATIONS  
AND GOVERNMENT RESPONSES 2022 

Made pursuant to section 82 of the Coroners Act 2009 
 
Names of deceased included in this Report (*denotes Aboriginal Australian) 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Tyrone 
ADAMS  
 
2018/297261 
 

Hearing: 3-12 
May 2022 
 
Findings: 9 
December 
2022 
 
Coffs Harbour 
Local Court  
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 
 

Identity:  
 
The person who 
died was 
Tyrone 
Raymond 
Adams. 
 
Date of death:  
 
He died on 27 
September 
2018. 
 
Place of death: 
 
He died on the 
median strip 
separating the 
northbound and 
southbound 
lanes of the M1 
Motorway 
proximate to 
the Kirkwood 
exit, at Tweed 
Heads 
 
Cause of 
death: 
 
He died from 
multiple 

NSW Commissioner of Police  
 
 
 
 
 
 
 
 
 

(1) That the Commissioner of Police:  
(a) Amend the SDP to mandate 

that a pursuit can be 
commenced only if police 
are satisfied that a serious 
risk to the health and safety 
of a person existed before 
the decision to intercept or 
stop the vehicle. 

(b) Make clear in the terms of 
the SDP, and in any relevant 
training, that the above test 
is the threshold test for 
apolice pursuit. 

(c) Amend the SDP to expressly 
provide that upon a pursuit 
being called the relevant 
pursuit supervisor must, as 
soon as practicable, ask the 
pursuing officer to identify 
the serious risk to health or 
safety of a person that 
existed before the decision 
to intercept or stop the 
vehicle, and give 
independent consideration 
to whether that threshold is 
met.  

(d) Ensure that state-wide 
mandatory training be 
provided to all NSWPF 
officers on the threshold 
test for police pursuits.  

By letter received from Karen Webb 
APM (Commissioner of Police) on 14 
July 2023: 
 
Recommendation 1 
 
Traffic and Highway Patrol Command 
is conducting a review of the NSWPF 
Safe Driving Policy and all police 
vehicular pursuit procedures. This 
includes matters relating to the 
commencement, continuation and 
termination of pursuits, 
appropriateness of vehicles, 
communications, technology, 
training, and equipment. 
 
The findings and recommendations 
made arising from the inquest into 
the death of Tyrone Adams will be 
considered as part of the review. 
 
Recommendation 2 
 
Following a review of the Body Worn 
Video Camera SOPs, the NSWPF 
considers that the current Standard 
Operating Procedures (SOPs) (V 2.5) 
contains adequate and appropriate 
guidance for the recording of 
conversations that may have 
evidentiary value. 
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injuries to the 
chest, abdomen 
and limbs. 
 
Manner of 
death: 
 
He died as a 
result of 
injuries 
received when 
he lost control 
of the motor 
vehicle he was 
driving and 
collided with a 
tree. The 
accident 
occurred 
shortly after he 
had been 
involved in a 
police pursuit. 
He was 
affected by 
methylampheta
mine at the 
time. 

(e) Mandate that the serious risk 
to health and safety of a 
person that existed before 
the decision to stop or 
intercept a vehicle be 
recorded for every police 
pursuit.  

(2) That the Commissioner of Police 
give consideration to amending 
the Body Worn Video Camera 
Standard Operating Procedures 
with a view to providing further 
clarity in relation to the recording 
of conversations between police 
officers in circumstances where 
those conversations have 
evidentiary value; for example, 
where a police officer is a 
witness to an incident to be 
investigated by police. 

(3) That the Commissioner of Police 
direct that a notification is made 
via Police Communication and/or 
by Nemesis reminding officers of 
that telephone calls made to and 
from NSWPF sites that are 
declared to be Emergency 
Services Facilities are recorded. 

(4) That the Commissioner of Police 
give consideration to amending 
the practical mock trial training 
exercise for police pursuits in the 
Silver Certification Classification 
Course. The amendment involves 
changing the course so the mock 
example of pursuing a driver who 
fails to stop for a random breath 
test, is replaced by participants 

Recommendation 3 
 
A NEMESIS alert was distributed 
statewide on 28 February 2023 
stating that: “Reminder – telephone 
calls made to and from NSWPF 
Emergency Services Facilities or the 
POC Conference Room are 
recorded”.’   
 
Recommendation 4 
 
Police Driver Training currently uses 
a practical example which involves a 
scenario where an attempt is made to 
pull over a member of the public for a 
random breath test (RBT) and a 
failure to stop, which is a catalyst for 
pursuit. To prevent the risk of 
misapprehension that where a person 
fails to stop for an RBT a pursuit will 
always be justified, NSWPF supports 
the inclusion of a practical training 
scenario that would justify 
engagement in a pursuit of a driver 
who is wanted for offences of a 
violent nature. 
 
Recommendation 5 
 
The NSWPF is undertaking research 
into driving simulators and their 
potential to assist with hazard 
perception, multi-tasking and 
decision-making. 
 
 
Recommendation 6 
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engaging in a pursuit of a 
pursued driver who is wanted for 
offences of a violent nature. 

(5) That the Commissioner of Police 
further investigates the use of 
driver simulators to supplement 
the practical training currently 
provided to NSW Police Officers 
on urgent duty driving and police 
pursuits. 

(6) That the Commissioner of Police 
incorporate within the video 
shown to NSWPF recruits or 
officers undertaking driver 
training at the Goulburn 
Academy, current information on 
the adverse mental health 
impacts that can arise for 
NSWPF officers as a result of 
participating in a police pursuit 
that involves death or serious 
injury. 

 
Refer recommendation 1 response.  
The NSWPF has numerous strategies 
and support networks in place that 
address the risks associated with 
policing. 
 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Robert 
BISCHARD 
 
2017/49625 
 

Hearing: 14 -
17 February 
2022 
 
Findings: 17 
August 2022 
 
Coroners 
Court of New 
South Wales 
at Lidcombe 
 
Magistrate 
Joan Baptie, 
Deputy State 
Coroner 
 

Identity 
 
The person who 
died was 
Robert John 
Bischard. 
 
Date of Death 
 
He died on 15 
February 2017. 
 
Place of Death 
 
Wagga Wagga 
Base Hospital, 
Wagga Wagga. 
 
Cause of Death 
 
Mr Bischard 
died as a result 
of 
multifactorial 
causes on a 
background of 
ischaemic heart 
disease, 
generalised 
vascular risk 
and other 
chronic co-
morbidities. 

Murrumbidgee 
Local Health 
District 

Recommendation 1 
 
That the Murrumbidgee Local Health District give 
consideration to establishing a structured peri-
operative acute shared care model or pathway 
targeted at 
identifying and managing risks during surgical 
admissions in patients with significant co-morbidities 
 
Recommendation 2 
 
That the Murrumbidgee Local Health District audit 
the use of daily fluid balance charts, the standard 
clinical pathway for a total knee replacement, and 
nursing 
compliance with medical requests for the completion 
of additional observations (such as postural blood 
pressure readings) on the Orthopaedic Inpatient Unit. 
 
Recommendation 3 
 
That the Murrumbidgee Local Health District conduct 
further case presentations with staff (that is, 
targeting nursing, medical and surgical staff) using 
Mr Bischard’s case as an anonymised case study to 
prompt discussion around: 
 

a) The need to carefully chart routine 
medications and allergies (given the 
prescribing of MS Contin notwithstanding a 
reported allergy to sulphur and the initial 
prescribing of Metoprolol as a 50mg dose 
each morning rather than 2 x 25mg doses 

By letter received from Brad Hazzard 
MP (Minister for Health) on 2 March 
2023: 
 
Recommendation 1 
 
NSW Health supports this 
recommendation.  
 
The Murrumbidgee Local Health 
District recognises that a structured 
peri-operative acute shared care 
model would identify patients with 
significant co-morbidities and assess 
and manage the risks prior to, and 
during, surgical admissions, leading 
to reduced deterioration of older 
surgical patients and better overall 
care and outcomes. The district is 
progressing work to determine a 
funding model for the most 
appropriate clinical service at Wagga 
Wagga Base Hospital. 
 
Recommendation 2 
 
NSW Health supports this 
recommendation.  
 
An auditing system is in place at 
Wagga Wagga Base Hospital. The 
audit process identifies areas of 
improvement, results of audits are 
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Manner of 
Death 
 
Natural Causes. 

each day.) 
b) Adequate completion of daily fluid balance 

charts and the standard clinical pathway for 
total knee replacement. 

c) Recognising “low urine output persistent for 8 
hours” as a red zone criteria under the NSW 
Health Between the Flags protocol. 

d) The need for post-operative plans to be 
documented in the medical record in a timely 
fashion and for nurses to implement plans for 
additional observations where requested 
(such as recording postural blood pressure 
readings). 

discussed at staff meetings and 
safety huddles, and ongoing 
education is provided to staff. The 
Orthopaedic Inpatient Unit Induction 
Manual is updated annually and given 
to new staff.  
Ongoing monitoring of health care 
record documentation occurs through 
the state-wide Quality Auditing 
Reporting System (QARS). Twice 
yearly audits are undertaken in 
relation to the Adult Sepsis Pathway, 
Between the Flags Deteriorating 
Consumer Yellow Zone, and nursing 
documentation.  
Further monthly fluid balance chart 
education occurred from November 
2022 to January 2023, with a fluid 
balance chart audit to follow in March 
2023. 
 
Recommendation 3 
 
NSW Health supports this 
recommendation.  
 
A de-identified case presentation for 
nursing and medical staff is being 
implemented by the Orthopaedic 
Clinical Nurse Consultant, with 
pharmacy involvement.  
I trust that this response confirms 
NSW Health's commitment to a 
process of continuous improvement 
and delivering safe and high-quality 
care to all patients across the NSW 
health system. 
 



 7 

FUTURE – 
Next 
response 
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TOP 
 
Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Alex  
BRAES 
 
2017/28790
8 
 

Hearing: 19-
22 April 2021; 
14-16 
December 
2021. 
 
Findings: 30 
May 2022 
 
Coroners 
Court sitting 
at Broken Hill 
 
Magistrate 
Elizabeth 
Ryan, Deputy 
State Coroner 

Identity The 
person who 
died is Alex 
Braes.  
 
Date of death 
Alex Braes died 
on 22 
September 
2017.  
 
Place of death 
Alex Braes died 
at Royal Prince 
Alfred Hospital, 
Camperdown 
NSW.  
 
Cause of death 
The cause of 
Alex Braes’ 
death was multi 
organ failure 
due to sepsis 
from a Group A 
streptococcus 
infection.  

To the NSW 
Ministry of Health 
and the 
Department of 
Health and 
Wellbeing (SA) 

Recommendation 1  
 
That as a matter of urgency, the NSW Ministry of 
Health and the Department of Health and Wellbeing 
(SA) continue communication to agree and formalise 
cross-border arrangements for the transfer of critical 
care patients from Broken Hill to Adelaide tertiary 
care facilities, whether in the form of a ‘default 
mechanism’ or other formal agreement. 

Recommendation 1 - Supported  
 
NSW Health supports 
recommendation one. 
 
Following discussions in June 2022 
between the NSW Health Secretary, 
Susan Pearce, and Acting Chief 
Executive, South Australia 
Department of Health, a Schedule 
was agreed which formalises 
arrangements for the transfer of 
critical care patients between the two 
jurisdictions. This Schedule will be 
appended to the Cross Border 
Agreement between South Australia 
and New South Wales.  
 
In July 2022, a Guide to Retrievals and 
Bed-finding for Far West Local Health 
District was finalised and circulated. 
It provides advice about referral 
pathways for Far West critical care 
and trauma patients, including 
retrievals into South Australia, 
referral pathways within NSW, and 
appropriate escalation points. 
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Manner of 
death Alex 
Braes died as a 
result of 
natural causes. 

To the Secretary, 
NSW Health  

Recommendation 2 
 
That the matter be escalated to the Secretary, NSW 
Health, if the discussions referred to in 
Recommendation 1 do not lead to the establishment 
of formalised arrangements, as envisaged in 
Recommendation 1, within 12 months from the date of 
these findings. 

Recommendation 2 – Supported  
 
NSW Health supports 
recommendation two.  
 
Formalised principles and 
arrangements are necessary to 
maintain an effective cross­border 
relationship between South Australia 
and New South Wales. The NSW 
Ministry of Health's Government 
Relations Branch will escalate 
matters to the Secretary if a full 
cross-border agreement is not signed 
by May 2023.  
 
I trust that this response confirms 
NSW Health's commitment to a 
process of continuous improvement 
and delivering safe and high-quality 
care to all patients across the NSW 
health system. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Kevin Francis  
BUGMY 
 
2019/120612 
 

Hearing: 7-9, 
11 February 
2022 
 
Findings: 6 
July 2022 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 

Identity:  
 
The person who 
died was Kevin 
Francis Bugmy.  
 
Date of death: 
 
Kevin died on 
13 April 2019.  
 
Place of death: 
 
Kevin died at 
Cessnock 
Correctional 
Centre, 
Cessnock NSW.  
 
Cause of 
death: 
 
Kevin died of 
severe 
coronary artery 
disease. It is 
likely that 
Kevin’s use of 
inhalants in 
custody, 
including on 
about 13 April 
2019, 

Corrective Services 
NSW 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(a) That CSNSW introduce a system or process that 
allows CSNSW staff who are assessing the 
suitability of inmates for employment in business 
units in correctional centres to determine, from a 
single source of information that is readily 
accessible and comprehensive in the information 
it contains, whether there is any health or medical 
issue that might be an impediment to the inmate 
being allocated to a particular business unit. The 
system of ‘Alerts’ in the OIMS was not effective in 
the case of Kevin’s death to inform the relevant 
CSNSW staff at Cessnock Correctional Centre 
that he should not be employed in an area where 
chemicals and solvents were available due to his 
history of inhalational drug use. No relevant, 
current information or warning was contained 
within ‘Alerts’, notwithstanding such information 
was contained in other CSNSW records, including 
within OIMS. As inmates are transferred between 
correctional centres, the system adopted should 
incorporate relevant health or medical alerts from 
across correctional centres pertaining to a 
particular inmate and apply statewide. 
 

(b) To support implementation of the above 
recommendation: that CSNSW adopt a policy, 
procedure or guideline to guide staff whose task 
is to assess the suitability of inmates for 
employment in business units in correctional 
centres about the system or process they should 
follow when doing so. 

 
(c) That CSNSW should review its policies, 

a) Completed 
 
Inmates have a right to privacy of 
their medical information and Justice 
Health and Forensic Mental Health 
Network do not share inmate medical 
information with Corrective Sevices 
NSW (CSNSW). CSNSW has 
developed an Inmate employment 
request form that askes inmates to 
self report medical issues that may 
affect the safety or capability of the 
inmate to undertake certain work. 
Staff will also check inmate alerts to 
assess assess suitability for certain 
types of employment. Petrol based 
chemicals are locked away. 
 
b) Completed 
 
Inmates have a right to privacy of 
their medical inormation and Justice 
Health and Forensic Mental Health 
Network do not share inmate 
medical information with Corrective 
Sevices NSW (CSNSW). CSNSW has 
developed an Inmate employment 
request form that askes inmates to 
self report medical issues that may 
affect the safety or capability of the 
inmate to undertake certain work. 
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contributed to 
an ischaemic 
event resulting 
in a sudden 
cardiac death.  
 
Manner of 
death:  
 
Kevin died in 
custody. The 
care he 
received for 
chronic 
substance use 
over many 
years was 
grossly 
inadequate. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

procedures or guidelines applying to inter-
correctional centre prisoner movements with an 
eye to the case of Kevin who was moved over 50 
times in 19 years with a view to reducing prisoner 
movements in the system. CSNSW should 
consider in this review the impact of prisoner 
movements on continuity of health and other care 
and management issues. The rights of long term 
prisoners should be specifically considered. 

 
(d) That CSNSW should introduce a system or 

process that allows CSNSW to monitor the 
number of inter-correctional centre prisoner 
movements an individual inmate has undergone to 
avoid an individual inmate enduring an excessive 
number of transfers. Excessive interfacility 
transfers may be inhumane and, in the case of 
Aboriginal inmates, it may exacerbate social and 
family dislocation, health issues and cultural 
disconnection. 

 
(e) That CSNSW should conduct and evaluate a pilot 

or trial of an Aboriginal-specific drug and alcohol 
program, being a program that includes culturally 
appropriate content and integrates Aboriginal 
perspectives in facilitator training and delivery. 

 
(f) That CSNSW should consider options for 

increasing the availability of Aboriginal case 
managers to Aboriginal inmates, particularly to 
those who need additional support to participate 
in drug and alcohol programs, such as Kevin did. 
CSNSW should seek to increase the cultural 
competency and cultural safety of its workforce 
and support this with ongoing training, 
supervision and leadership. 
 
 

Staff will also check inmate alerts to 
assess assess suitability for certain 
types of employment. 
Petrol based chemicals are locked 
away. 
 
c) Supported – In Progress 
 
Corrective Services NSW (CSNSW) is 
implementing changes to placement 
and transfers which will contribute to 
the reduction in movements between 
correctional centres. There will be a 
phased roll out of the reform. 
 
d) Supported – In Progress 
 
Corrective Services NSW (CSNSW) is 
implementing changes to placement 
and transfers which will contribute to 
the reduction in movements between 
correctional centres. There will be a 
phased roll out of the reform. 
 
e) Not Supported – Completed 
 
This is not supported as CSNSW is 
currently progressing work to 
improve these programs. 
 
f) Supported – Completed 
 
CSNSW is focused on employing 
more Aboriginal and Torres Strait 
Islander staff in our organisation, 
particularly in frontline roles , 
including in case manager roles. 
CSNSW encourages all staff to 
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undertake cultural competency 
training and has held, and will 
continue to hold, workshops to 
achieve this. There is an Aboriginal 
advisory group consisting of 
Aboriginal staff who are promoting 
this competence. Aboriginal Cultural 
Awareness training is provided to all 
case management staff during their 
initial training. It is a full day training 
session facilitated by the Aboriginal 
Strategy & Policy Unit within CSNSW. 
The new Cultural Strengthening Case 
Management Intervention assist staff 
and incarcerated people to deal with 
cultural issues. In the Intensive Drug 
and Alcohol Treatment Program 
(IDATP), all staff will participate in the 
Aboriginal Cultural Strengthening 
Program and Cultural Awareness 
training to support and strengthen 
engagement of Aboriginal inmates 
through the provision of alternative, 
culturally appropriate, therapeutic 
activities. This will also support to 
place an Aboriginal lens over the 
content of the IDATP program. IDATP 
staff engage with Justice Health 
forensic Mental Health (JHFMH) to 
complete referrals to support 
services post release such as the 
Aboriginal Community Support 
Officer within Community 
Corrections, the RAPO in custody and 
relevant external agencies. Where 
available IDATP engages an 
Aboriginal elder or peer support 
person to support Aboriginal 
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participants. IDATP is having a 
Yarning Circle built within the 
confines of the community so our 
Aboriginal participants have a place 
that they can have a yarn together, 
build on respectful relationships and 
enrich their learning experiences 
within IDATP. High Intensity Program 
Units also offer 2 locations with a 
specific focus on Aboriginal 
Offenders (Wellington CC and Mid 
North Coast CC) in these locations, 
Aboriginal Cultural support and 
activities (including Yarning Circles 
and Cultural Gardens) to provide a 
culturally safe space, and to increase 
engagement in AOD and other 
criminogenic programs to address 
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Justice Health and 
Forensic Mental 
Health Network 

(g) That Justice Health and Forensic Mental Health 
Network (JHFMHN) should continue to explore 
and promote partnerships with Aboriginal 
Community Controlled Health Organisations to 
support the provision of culturally safe primary 
health care to Aboriginal patients and, in this 
context, should explore options for developing 
funding models that enable partnerships of this 
kind to be developed and sustained in the long 
term. 
 

(h) That JHFMHN should continue to explore and 
promote partnerships with Aboriginal Community 
Controlled Health Organisations to support the 
provision of culturally safe primary health care to 
Aboriginal patients and, in this context, should 
explore options for developing funding models 
that enable partnerships of this kind to be 
developed and sustained in the long term. 

Recommendation (h) – Supported 
 
By letter dated 22 December 2022, 
the NSW Minister for Health, Brad 
Hazzard MP, advised the Attorney 
General that that Justice Health has a 
memorandum of understanding and 
positive working relationship with 
Waminda South Coast Women’s 
Health and Welfare Aboriginal 
Corporation. As part of its Aboriginal 
Mental Health and Wellbeing 
Implementation Plan 2020-2025, 
Justice Health Plans to expand its 
partnerships with Aboriginal 
Community Controlled Health 
Organisations across NSW. Justice 
Health is Considering a Centralised 
approach to engagement and is 
developing a Partnership Framework 
that will highlight priority goals.  
 
The NSW Ministry of Health’s Centre 
for Aboriginal Health and Justice 
Health have had discussions 
regarding how to strengthen 
partnerships and embed key 
performance indicators into funding 
models.  
 
Justice Health has also held 
discussions with Link-Up Aboriginal 
Corporation to develop culturally safe 
in-reach services that focus on 
trauma informed care for people from 
the Stolen Generation.  

Corrective Services 
NSW and Justice 

(i) That CSNSW and JHFMHN consider convening a 
high level meeting to discuss how to better 

Recommendation (i) – Completed 
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Health and 
Forensic Mental 
Health Network 

manage chronic inhalant use in custody, as a 
health issue. Consideration should be given to 
developing a coordinated therapeutic approach 
from both services. 

Corrective Sevices NSW (CSNSW) 
and Justice Health and Forensic 
Mental Health Network (JH&FMHN) 
have jointly considered this issue. 
Inmates have a right to privacy of 
their medical inormation and 
JH&FMHN do not share inmate 
medical information with CSNSW. 
CSNSW has developed an Inmate 
employment request form that askes 
inmates to self report medical issues 
that may affect the safety or 
capability of the inmate to undertake 
certain work. Staff will also check 
inmate alerts to assess assess 
suitability for certain types of 
employment. 
Petrol based chemicals are locked 
away. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

‘CD’ 
 
2019/003061
13 
 

Hearing: 11, 12 
and 13 
September 
2022 
 
Findings: 16 
September 
2022 
 
Coroners 
Court of New 
South Wales 
at Lidcombe 
 
Magistrate 
Erin Kennedy, 
Deputy State 
Coroner 

Identity of the 
deceased: 
The person who 
died is CD. 
 
Date of Death: 
On or after 17 
June 2019. 
 
Place of Death: 
Based on the 
evidence place 
of death cannot 
be ascertained. 
 
Cause of Death: 
Based on the 
evidence, cause 
of death cannot 
be determined. 
 
Manner of 
Death: 
Based on the 
evidence, 
manner of 
death cannot 
be determined. 

The Commissioner 
of the NSW Police 
Force 

That the Commissioner of Police of the NSW Police 
Force review the Missing Persons Standard Operating 
Procedures 2022 (Version 3.0) to clarify, state or 
otherwise include reference to the following matters: 
 
a. That the first 24 to 72 hours of a missing person 
investigation are usually the most critical, particularly 
so for missing persons in the high-risk category; 
during this period, continuity and intensity in the 
investigation are important; 
 
b. For high-risk missing person investigations, 
consideration should be given to immediate allocation 
of the investigation to an investigator (a designated 
Detective) with capacity to provide continuity and 
expertise for the critical 24 to 72 hour period (rather 
than General Duties officers); 
 
c. In relation to triangulation procedure (Chapter 17.0): 
 
i. Requests for triangulation should be made by a 
Duty Officer or Supervisor (except in remote areas); 
and 
 
ii. If a request for triangulation is declined - there is a 
review procedure pursuant to which the Duty Officer 
or Supervisor can escalate the matter (and specify 
that procedure); 
 
d. In Annexure A – ‘Initial Response – Missing Persons 
Checklist’, reference to canvassing the area/last 
place the missing person was seen for witnesses (for 
example, street neighbours). 

a. Supported 
 
Appropriate wording has been 
incorporated into the revised Missing 
Persons, Unidentified Bodies & 
Human Remains 2023.   
 
b. Supported 
 
Appropriate wording has been 
incorporated into the revised Missing 
Persons, Unidentified Bodies & 
Human Remains 2023. 
 
c.  
 

i. Supported 
 
Included in the 2022 Missing Persons, 
Unidentified Bodies & Human 
Remains (version 3.0) 
 

ii. Supported 
 
On 21 January 2022 the Triangulation 
Procedures and S.287 Request for 
the State Coordination Unit, version 
1.7 was updated to include a review 
process whereby a decision to decline 
a triangulation request can be 
reviewed and overturned. 
 
d. Supported 
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Appropriate wording has been 
included in the Checklist. 

The Minister of 
Communications 
(Cth) 

That the Minister for Communications (Cth) be 
provided with the findings from this inquest and the 
evidence of Chief Inspector Gary Charlesworth, 
together with the findings in the Inquest into the 
death of Thomas James Hunt (dated 4 September 
2020) regarding issues as to the interpretation and 
practical operation of s 287 the Telecommunications 
Act 1997 in relation to missing person investigations, 
with a view to considering urgent reform of that 
provision, including as to whether to: 
 
a. Remove the qualifier of an “imminent” threat 
(consistent with the Australian Law Reform 
Commission Report 108 (2010), Recommendation  
72-7); and 
 
b. Change the requirement of ‘belief’ to ‘suspicion’. 

This is a matter for the 
Commonwealth. 

The Commissioner 
of the NSW Police 
Force 

That the Commissioner of Police of the NSW Police 
Force: 
 
a. be provided with the transcript of the evidence of CI 
Charlesworth in this inquest; and 
 
b. give consideration to obtaining an urgent advice to 
provide authoritative guidance to the NSW Police 
Force as to the construction of s 287 of the 
Telecommunications Act 1997 (including for example 
from an appropriate senior counsel or from the Crown 
Solicitor’s Office), in light of the remedial purpose of 
that provision and noting evidence that the decision 
whether to triangulate can be a matter of life and 
death. 

a. A copy of CI Charlesworth’s 
transcript of evidence has been 
provided to the Commissioner.   

 
Amendments to the 
Telecommunications Act 1997 (Cth) 
commenced on 12 April 2023. The 
practical effect of the amendment to 
s.287(b) is that it lowers the former 
threshold from “serious and imminent 
threat” to “serious threat” in the 
context of making, and considering, 
triangulation requests.  
The proposed amendments will assist 
police in applying the test in s. 287 of 
the Telecommunications Act 1997.   
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b. Refer to 3a above. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

‘CS’ 
 
2017/69591 
 

Hearing: 17 to 
27 May 2021 
 
Findings: 15 
July 2022 
 
Coroners 
Court of 
NSW, 
Lidcombe 
 
State 
Coroner, 
Magistrate 
Teresa 
O’Sullivan 
 
 

Identity: 
The deceased 
person was CS. 
 
Date of death: 
CS died at 
approximately 
18:15 on 2 
March 2017. 
 
Place of death: 
CS died in the 
waters of the 
Murray River in 
Moama, NSW. 
 
Cause of death: 
The cause of 
death was 
presumed 
drowning. 
 
Manner of 
death: 
CS died as a 
consequence of 
the acts of his 
mother, LS. 
 
 

NSW Commissioner 
of Police: 
 

1. Consider the addition of the following features to 
the Apprehended Violence Order application system 
within COPS: 
 
a. An alert which identifies to an adjudicating NSWPF 
officer his or her obligations pursuant to s. 38 of the 
Crimes (Domestic and Personal Violence) Act 2007 
(“CDPV Act”) (including a reference to the potential 
existence of indirect violence); and 
 
b. A mandatory field requiring that any reasons as 
required by s. 38 of the CDPV Act be recorded in 
writing. 
 
2. Review of the Domestic Violence Standard 
Operating Procedures (“DV SOPs”) and associated 
training to ensure that the significance of listing 
children as Persons In Need of Protection (“PINOPs”) 
is well understood; 
 
3. Give consideration to the extent to which the tragic 
circumstances of CS’ death, in de-identified form, 
might form the basis for ‘case studies’ emphasising 
the significance of listing children as PINOPs, 
including as regards the availability of police 
responses; 
 
4. Ensure greater emphasis on ‘critical analysis’ of 
reports made to the NSWPF for concerns for welfare 
relating to missing persons reports including: 
 
a. Making prompt and suitable inquiries to inform any 
risk assessment for the purpose of determining 

Recommendation 1 - Supported  
 
Proposed enhancements of 
WebCOPS (COPS) in relation to s38 
include:  
 
“An alert will appear for both the OIC 
and Senior Officer to remind them of 
their obligations to include children 
on an ADVO application as individual 
protected persons in need of 
protection (PINOPs). If they are not 
included in the application, the OIC 
will be asked to record the reason/s in 
WebCOPS for their decision.” 
 
Recommendation 2 - Supported 
 
Amendments are being considered by 
the Domestic Violence Reform 
Project team and are expected to be 
finalised in 2023. 
 
Recommendation 3 – Supported 
 
Listing children as PINOPs is 
currently referred to in the D&FV 
Fundamentals – Online Module – 
Apprehended Domestic Violence 
Orders & Applications to Vary.  
 
The DV Fundamentals course is 
currently under review. A case study, 
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whether or not a missing persons report is warranted, 
including consideration of the following avenues of 
inquiry; 
i. Personal knowledge of the people involved; 
ii. Information provided by the person reporting; 
iii. Information provided by any other person at the 
scene or elsewhere; 
iv. Interrogation of the COPS system, including 
intelligence reports via MobiPol; 
v. Criminal histories; and 
vi. Other environmental factors. 
 
b. Ensuring that consideration is given to the 
following risk factors by officers when assessing 
whether a missing persons report should be taken: 
 
i. Mental Health; 
ii. Health (drugs and/or alcohol); 
iii. Care and Protection Orders; 
iv. Domestic Violence related; 
v. Employment/Education issues; 
vi. Significant family conflict/abuse related; and 
vii. Unusual behaviour. 
 
c. Giving clear guidance as to when the taking of a 
child from a parent could constitute an abduction, and 
when there is the need to investigate circumstances, 
even where orders have not yet been made; 
 
d. Performing and documenting a risk assessment 
when a child is removed from their usual residence 
without the consent of their usual carer, to determine 
whether a missing persons report should be made; 
 
e. Utilising procedures to ensure all known 
information that could be relevant to a risk 
assessment is accessed for the purpose outlined in 
(d) above; and 

in de-identified form, is to be 
considered in the review process in 
February 2023. 
 
Recommendation 4 – Supported 
 
The current NSW Police Force 2022 
Missing Persons, Unidentified Bodies 
& Human Remains Standard 
Operating Procedures contain the 
proposed wording of the Coronial 
Recommendation. 
 
Recommendation 5 – Supported 
 
The Detective Education Program, 
includes presentations from the State 
Crime Command Missing Persons 
Registry (MPR) on the following 
topics: 
 
1. Missing Persons. (Missing Persons 
SOPS – investigations). 
2. Victimology. 
 
MPR to consider including this 
inquest findings as a case study in 
their presentations. The DV 
Fundamentals course is currently 
under review. A case study, in de-
identified form is to be considered in 
the review process in February 2023. 
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f. Adopting a ‘cautious’ approach where vulnerable 
persons (such as children) are involved, and 
associated policy and training as to this aspect. 
 
5. Consider the extent to which the tragic 
circumstances of CS’ death, in de-identified form, 
might form the basis for ‘case studies’ emphasizing 
the importance of a cumulative and holistic 
consideration of information held by agencies. 
 

the Victorian Chief 
Commissioner of 
Police: 

6. Give consideration to improving policies and 
practices so as to ensure clear guidance as to: 
 
a. The need for active consideration of the missing 
persons policy when a child is removed from their 
usual residence without the consent of their usual 
carer, including the performance and documentation 
of a risk assessment to 
determine whether a missing persons report should 
be made; 
 
b. Procedures to ensure all known information that 
could be relevant to a risk assessment is accessed for 
the purpose of determining whether a missing 
persons report should be made; and 
 
c. The need for a ‘cautious’ approach where police 
are called to conduct a welfare check on 
vulnerable persons (such as children), and associated 
policy and training as to this aspect. 
 
7. Consider the extent to which the tragic 
circumstances of CS’ death, in de-identified form, 
might form the basis 
for ‘case studies’ emphasizing the importance of a 
cumulative and holistic consideration of information 
held by agencies. 

Awaited. 
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ESTA 8. Consider the circumstances of this incident (as 
appropriately anonymised) as the basis for a training 
module or case study, highlighting the importance of 
accurate reference to the content of a Computer 
Assisted Dispatch (“CAD”) event. 
 

Awaited. 

DCJ 10. Ensure that DCJ officers and employees receive 
training 
as to: 
 
a. The significance of whether orders in relation to 
care and custody are in place in the event that a 
child or children are removed from their usual carer; 
 
b. The significance of whether an ADVO naming a 
child or children as a PINOP is in place in the event 
that a child or children are removed from their usual 
carer; 
 
c. The importance of assessing the risk that a child 
may be removed from their usual carer when 
information suggesting a possibility of that is 
received by DCJ. 
 
11. Prepare  a  simple  fact  sheet  along  the  lines  of  
that prepared in 2017 in respect of  health and 
education to be  used  by  DCJ  employees,  and  upon  
which  DCJ employees should be  
trained. 
 
12. Ensure that DCJ officers receive training in relation 
to steps  that  can  be  taken  in  the  event  that  a  
child  is removed from their usual place of residence, 
including: 
 
a.   Appropriate   means   of   communicating   that 
information, and updating information, to  
police; 

Awaited 
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b.  What information is of particular relevance for the    
purpose    of    000    calls    and    other 
communications with police; 
 
c.   Interstate communication of information; 
 
d.  The  need  for  risk  assessment  on  an  ongoing 
basis in such circumstances, and the appropriate 
sources of information that should be accessed, 
including from other agencies; 
 
e.   The need for ongoing communication with police 
to inform them of any relevant information and any 
risk assessment; 
 
f.   The  range  of  orders  and  warrants  that  are 
available,   and   the  circumstances   in which 
employees of DCJ should seek or should provide input  
for  the  purpose  of  others  seeking  those orders or 
warrants. 
 

the MLHD That the MLHD: 
 
13. Prepare a local written protocol or procedure 
concerning the transfer of information between 
Corrective Services NSW (“CSNSW”) and MLHD in 
relation to persons released from custody; 
 
 
 
 
 
 
 
 
 
 

Recommendation 13 – Supported  
 
By letter dated 13 January 2023, the 
NSW Minister for Health, Brad 
Hazzard MP, advised the Attorney 
General that the MLHD is developing 
a referral template for CSNSW, 
Justice Health and MLHD Mental 
Health Drug and Alcohol (‘MHDA’) 
teams, which is due for 
implementation by July 2023.  
 
The MHDA Clinical Diretor has 
determined which referral 
information is required. The draft 
information was sent to regional 
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14. Provide the Ministry of Health with a copy of the: 
 
a. Submissions of Counsel Assisting dated 17 
September 2021; 
 
b. Submissions of MLHD dated 29 October 2021; 
identifying the issues raised by this inquest 
concerning 
a potential protocol or procedure for the transfer of 
information between CSNSW and Local Health 
Districts in relation to persons released from custody, 
for 
consideration of the appropriate officer within the 
Ministry of Health. 
 
15. Review applicable policies and procedures to 
ensure: 
 
a. Emphasis upon the need for practitioners to obtain 
collaborative/corroborative background 
information regarding consumers; 
 
b. Relevant sources of such information (for example, 
general practitioners, family members) are set out. 
 
 
 
 

contacts at CSNSW and Justice 
Health for comment. When finalised, 
MLHD will then write to these 
agencies with a template of required 
referral information and distribute the 
same information to their MHDA 
teams. This approach is to ensure a 
shared understanding of 
expectations.  
 
Recommendation 14 – Supported  
 
By letter dated 13 January 2023, the 
NSW Minister for Health, Brad 
Hazzard MP, advised the Attorney 
General that the MLHD has provided 
the specified submissions to the 
Ministry of Health for its 
consideration.  
 
 
 
 
 
Recommendation 3 – Supported  
 
By letter dated 13 January 2023, the 
NSW Minister for Health, Brad 
Hazzard MP, advised the Attorney 
General that the MLHD governance 
team will review all ‘Mental Health 
Drug and Alcohol’ procedures by July 
2023 to ensure relevant governance 
documents include appropriate 
information for care planning which is 
collaborative and patient focused. 
The information developed to address 
the first recommendation will be 
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16. Introduce a fact sheet regarding the operation of 
s. 16A, Children and Young Person (Care and 
Protection) Act 1998 (NSW) (“CYP Act”) and the 
exchange of information between agencies with 
responsibility for the 
safety, welfare or wellbeing or children or young 
people. 
 

included in the governance team 
review.  
 
Recommendation 16 – Supported  
 
By letter dated 13 January 2023, the 
NSW Minister for Health, Brad 
Hazzard MP, advised the Attorney 
General that the MLHD has 
developed a guide titled ‘How do I 
request Information under Chapter 
16A Children and Young Persons 
(Care and Protection) Act 1988?’ and 
a flowchart titled ‘Information 
Exchange (Chapter 16A): Process for 
responding to requests for 
Information’. Both resources have 
been in use since October 2021. They 
were promoted across MLHD in Child 
Protection Week in September 2022, 
and are available to staff on the 
MLHD Intranet.  

FUTURE – 
Next 
response 
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TOP 
 
Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Seth and 
Stacey 
DOCHERTY 
 
2017/78718 
(Seth 
Docherty) 
 
2017/78755 
(Stacey 
Docherty) 

Hearing: 21-
24 February 
2022 
 
Findings: 30 
March 2022 
 
NSW State 
Coroner’s 
Court,  
Lidcombe  
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 

Inquest into 
the death of 
Stacey Helen 
Docherty 
 
The person who 
died was 
Stacey Helen 
Docherty. 
 
Stacey 
Docherty died 
on 13 March 
2017. 
 
She died at 
Hillsdale, NSW. 
 
She died of 
hanging.  
 
The manner of 
her death was 
intentionally 
self-inflicted.  
 
Inquest into 
the death of 
Seth Bonn 
Docherty 
 
The person who 
died was Seth 

The Secretary, 
Department of 
Communities and 
Justice (DCJ) 

1. That practice advice for DCJ staff, including but not 
limited to the Mental Health Practice Kit, and any 
relevant guidance for funded providers, be reviewed 
by DCJ in consultation with DCJ’s Psychological 
Services with a view to enhancing practitioners’ skills 
to collaborate with mental health providers. 
 
2. That DCJ give consideration to a standardised 
after-hours voicemail message being recorded on 
caseworkers’ mobile phones 
 
3. That DCJ incorporate practice guidance about the 
use of mobile phones into the orientation of new 
caseworkers, including the use of any standardised 
after-hours voicemail message. 
 
4. That DCJ give consideration to reviewing the 
existing mandate for transfer of cases between 
teams with a view to enhancing best practice 
principles for transfer of cases within teams. The 
review should consider the most urgent and high risk 
concerns and expectations about timescale for the 
new caseworker meeting the family. 

Response to recommendation 1: 
 
In response to the recommendation 
DCJ Office of the Senior Practitioner 
reviewed the Mental Health Practice 
Kit and other advice on casework 
practice (DCJ internal child 
protection advice site) and identified: 
 
• within the Mental Health Practice 

Kit, there are a number of 
sections dedicated to working 
with other services to support 
children, young people and 
parents experiencing mental 
health problems, including 
working with people who are 
reluctant to get help; and 

• a new chapter was recently added 
to the practice kit that focusses 
on suicide and self-harm. It has a 
section dedicated to 
collaborating with specialist and 
mental health services for 
children and young people at risk 
of suicide and/or self-harm. 

 
Additional work to improve advice on 
purposeful partnerships and 
collaboration 
 
DCJ Office of the Senior Practitioner 
is currently revising 
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Bonn Docherty. 
 
Seth Docherty 
died on 12 
March 2017. 
 
He died at 
Hillsdale, NSW. 
 
He died of 
undetermined 
causes. 
 
The manner of 
his death was a 
homicide, the 
context of his 
mother’s 
mental illness.   
 

practice advice to support 
practitioners build meaningful 
partnerships with a child’s network; 
including agency 
partners and other services. 
 
The advice will informed by 
contemporary practice advice, 
lessons taken from a number of 
serious case reviews and the 
coroner’s findings in this case. 
 
Of particular note, the revised advice 
will clarify: 
 
• Partnering with others including, 

but not limited to, DCJ 
psychologists and other service 
providers who have expertise in 
issues that the family is 
experiencing (including poor 
mental health) 

• How to bring treating 
psychiatrists or psychologists into 
case planning meetings 

• Remaining focused on the safety 
and wellbeing of children when 
sharing and receiving information 
about mental health treatment or 
medication with medical 
practitioners, 

• Encouraging practitioners to draw 
on the expertise of others, while 
also exercising their own 
expertise in assessing safety and 
risk for children who may be 
experiencing their own mental 
health problems or living with a 
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parent who is struggling with 
their mental health. 

• The revised content will be 
published of DCJ Casework 
Practice before December 2022. 
Change Together Program 
Change Together is a learning 
program that aims to provide 
contemporary learning 
opportunities for DCJ funded 
nongovernment organisations 
that are providing Targeted 
Earlier Intervention, Family 
Connect and Support or Family 
Preservation services in NSW. 
Launched in October 2021, the 
program contains two specific 
modules about working with 
families where there are mental 
health concerns. One module - 
‘Understanding and responding to 
commonly co-existing issues in 
child protection’ supports NGO 
staff to develop strategies, skills 
and knowledge in working with 
families where there are mental 
health and problematic substance 
use issues. This module takes a 
child-centred and social justice 
drivenapproach to working with 
children and their families. It 
supports participants to 
challenge common 
misconceptions and biases about 
mental health and substance use, 
to see children and parents as 
partners in assessment and case 

management and shares tools to 
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support practice. 
 
Response to recommendations 2 and 
3: 
 
On 26 August 2022 the Deputy 
Secretary Child Protection and 
Permanency, District and Youth 
Justice Services issued a direction, 
requiring all child protection staff to 
record a standardised message onto 
their desk phones and mobile phones. 
 
The standardised message includes: 
 

a) an alternative number for the 
caller to contact during 
business hours, when the 
caseworker is unavailable to 
take the call; 

b) the Child Protection Helpline 
number (132111); should the 
caller be concerned about a 
child’s safety; and 

c) Emergency Services’ number 
(000) should the caller is 
worried about an emergency. 

 
Child protection staff are guided in 
how and what to record in their 
messages by an IT knowledge article 
and the information has also been 
included in 
induction manuals and guides for new 
staff at Community Services Centres 
across NSW. 
 
Response to recommendation 4: 
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On 23 September 2022 DCJ published 
its revised mandate for the Transfer 
of a child or family between 
teams, Community Services Centres, 
Interstate Out of Home Care and the 
Joint Child Protection Response 
Program. 
 
The revised mandate explicitly 
addresses the Coroner’s 
recommendation, requiring the 
following matters to be considered 
when transferring a child 
and family’s case between 
caseworkers: 
 
When transferring a family to another 
caseworker in your CSC: 
 
• Ensure all case notes are up to date 
and create a transfer record that 
clearly captures mosturgent and high 
safety and risk concerns for the 
family, as well as strengths that the 
new caseworker can harness when 
engaging with the family. 
• Participate in a handover meeting 
with your 
manager casework and the receiving 
caseworker (and their manager if 
applicable) to 
ensure the identified urgent and high 
risk concerns are discussed and the 
family’s case plan goals are shared. 
During this conversation agreements 
around timeframes for making 
contact with the family should be 
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made. 
• Where practicable the outgoing and 
receiving caseworkers should meet 
with the family together (prior to the 
receiving caseworker taking on case 
management responsibility) for 
introductions and discussions about 
case plan goals. 
 
An all-staff communication, to alert 
staff to the changes to the revised 
mandate was issued on the same 
date. 
 

FUTURE – 
Next 
response 
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TOP 
 
Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Diane 
EASTCOTT 
 

Hearing: 7 & 8 
April 2022 
 
Findings: 6 
May 2022 
 
NSW State 
Coroner’s 
Court,  
Lidcombe  
 
Magistrate 
Derek Lee, 
Deputy State 
Coroner 

Diane Eastcott 
died on 10 July 
2018 at 
Macquarie 
Hospital, North 
Ryde NSW 2113 
where she was 
an involuntary 
patient, having 
been 
detained in 
accordance 
with the Mental 
Health Act 
2007. 
In the 17 days 
preceding her 
death, Diane 
had been 
inadvertently 
prescribed two 
medications, 
metoprolol and 
verapamil, 
concurrently 
which was not 
clinically 
indicated and 
which, when 
taken together, 
can be 
dangerous and 
lead to severe 

To the Chief 
Executive, 
Northern Sydney 
Local Health 
District 

I recommend that a review be conducted of the 
circumstances relating to the re-admission of Diane 
Eastcott to Macquarie Hospital following her 
discharge from Ryde Hospital on 28 June 2018 in 
circumstances where Diane's discharge summary 
from Ryde Hospital was not sent to, or not received 
by, Diane's usual general practitioner, in order to 
ensure that appropriate mechanisms exist 
to allow for a discharge summary to be received by a 
discharged patient's general practitioner as intended. 

Recommendation – Supported 
 
By letter to the Attorney General 
(from Brad Hazzard, Minister for 
Health) on 22 December 2022: 
 
The Northern Sydney Local Health 
District ('NSLHD') supports this 
recommendation.  
The NSLHD notes that the discharge 
summary from Ryde Hospital was 
electronically sent to Ms Eastcott's 
General Practitioner (GP); however, it 
was sent to their main place of 
practice instead of the Macquarie 
Hospital GP Clinic.  
 
The NSLHD will review and improve 
how discharge summaries for 
Macquarie Hospital inpatients are 
addressed and communicated and 
ensure a reliable follow up processfor 
medical referrals to specialists 
following transfer of care for acute 
physical health conditions.  
 
The NSLHD completed a 
multidisciplinary case review and 
made recommendations regarding 
medical models for physical health 
care of mental health patients and 
strengthening communication 
practices within and between 
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heart block. 
Whilst the 
possibility that 
the concurrent 
administration 
of these 
two 
medications 
contributed to 
Diane's death 
cannot be 
entirely 
excluded, it is 
more probable 
than not that 
the significant 
coronary 
artery disease 
identified at 
autopsy 
resulted in 
Diane's death. 
The 
cause of 
Diane's death 
was, therefore, 
ischaemic 
cardiovascular 
disease. Diane 
died of natural 
causes. 

facilities. 
 
The District updated and published 
their Transfer of Care Discharge 
Planning Guideline that 
operationalises the requirement to 
provide discharge summaries to GPs 
within 48 hours of discharge. An audit 
program has been embedded across 
the District's Mental Health Drug and 
Alcohol Service for completion of 
discharge summaries within 48 hours.  
 
Additionally, the District is reviewing 
discharge summary communications 
to GPs and other service providers. A 
project may be commissioned if the 
results indicate improvement is 
needed. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Gavin  
ELLIS 
 
2017/99958 

Hearing: 24-
28 May 2021, 
27 October 
2021 
 
Findings: 2 
September 
2022 
 
NSW State 
Coroner's 
Court, 
Lidcombe 
 
Magistrate C 
Forbes, 
Deputy State 
Coroner 
 

Mr Gavin Ellis 
died on 2 April 
2017 at the 
Metropolitan 
Remand and 
Reception 
Centre, 
Silverwater 
Correctional 
Centre, Holker 
Street, 
Silverwater. 
 
Mr Ellis died as 
a result of 
hanging. He 
died as a result 
of actions 
taken by him 
with the 
intention of 
ending his life. 
 

the Commissioner 
of Corrective 
Services New 
South Wales 
 

1.I recommend allocating funding as a priority, to the 
removal of ligature points in all Darcy Unit cells at the 
MRRC; and 
 
2.I recommend consideration be given to adding a 
requirement for additional random patrols of the 
Darcy cells in the roles and responsibilities of officers 
on the B watch at MRRC. 

1. Supported – In Progress 
 
Refurbishment of the original cells at 
the Metropolitan Remand and 
Reception Centre (MRRC) is occurring 
and cell refurbishment works have 
been completed for Darcy 3. 
Refurbishment of Darcy 1, Darcy 2 
and Darcy 4 are next priority works. 
Corrective Services NSW (CSNSW) 
has submitted a Reducing Deaths in 
Custody Anti-Ligature Program New 
Policy Proposal (NPP) for 
consideration in the NSW 2024-25 
Budget. 
2. Supported – Completed 
 
Consultation has occurred with MRRC 
management and this requirement 
has been added to the role 
descriptions. 

the Commissioner 
of Corrective 
Services NSW and 
the Chief Executive 
Officer, Justice 
Health and 
Forensic Mental 
Health Network 

3. I recommend that consideration be given to what 
steps could be made to deliver better support and 
care to inmates who are placed in safe cells, and to 
inmates who have recently been released from safe 
cells, including the provision of multidisciplinary 
services such as occupational therapists, social 
workers, and psychologists, in order to minimise the 
likelihood of deterioration of their mental health. 

1. This recommendation is supported 
by NSW Health 
 
The Justice Health and Forensic 
Mental Health Network ('Justice 
Health') acknowledges that improving 
care to patients with higher risk of 
suicidality is a priority that requires a 
strong partnership with Corrective 
Services NSW to enable better 
patient outcomes. 
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A joint Justice Health and Corrective 
Services NSW Suicide Prevention 
Working Group has been set up to 
review suicide prevention strategies 
in the custodial environment. The 
working group will review care to 
inmates who are placed in safe cells 
and who have recently been released 
from safe cells.  
 
A comprehensive review will be 
undertaken of strategies and 
practices to improve outcomes for 
patients with mental health issues. 
The working group will meet monthly 
and held their first meeting in 
November 2022.  
 
Justice Health has a suicide 
prevention position paper and related 
action plan, which was developed by a 
Suicide Prevention Project Officer. 
The position paper and resources 
have been introduced to guide staff 
and committees to align best practice 
in suicide prevention. In addition, 
Justice Health is currently recruiting 
to a Suicide Prevention Outreach 
Clinician position. This new role 
involves the provision of support to 
inmates who are identified as at risk 
of suicide and working with the 
multidisciplinary team to identify, and 
facilitate access to, appropriate 
services. 
Further response on 14 August 2024 
from Corrective Services NSW  – in 
progress  
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In February 2024 the new custodial 
staffing model was implemented 
where multidisciplinary teams are 
now brougt together under Service 
Integration Managers who are 
responsible for coordinating person-
centred care. Service Integration 
Managers will be responsible for 
leading work with people in safe cells. 
Corrective Services NSW will be 
reviewing and updating procedures in 
July 2024. 
 

the Chief Executive 
Officer, Justice 
Health and 
Forensic Mental 
Health Network 

1. I recommend that further training and education be 
given to Justice Health staff in completing the Health 
Problem Notification Form in relation to inmates who 
have been subject to a RIT, for the purpose of 
assisting Corrective Services NSW offices identify 
relevant signs that may indicate! risk of self-harm. 

1. This recommendation is supported 
by NSW Health.  
 
The Justice Health and Forensic 
Mental Health Network (‘Justice 
Health’) recognises the significant 
harms related to self-harm and 
suicides in custody and continue to 
collaborate with Corrective Services 
NSW to improve service delivery and 
prevention strategies.  
Justice Health understands the 
importance of education and training 
in relation to the recognition of 
mental health deterioration and the 
risks of self-harm and suicide.  
Current education and training on the 
Health Problem Notification Form as 
part of the Risk Intervention Team 
(RIT) process includes: 
 
• The Mental Health Endorsed In-
Service on RIT supports staff involved 
in RIT coordination, including in 
relation to how to complete the 
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Health Problem Notification Form;  
 
• Introduction to Mental Health 
training for Custodial Health 
Graduate Nurses commencing in 
Justice Health; 
 
• Suicide in Custody Workshop 
(Course Code 40056907); 
 
• Health Problem Notification Form 
(Course Code 344801209). 
 
Justice Health will evaluate the 
training and education to ensure it 
meets staff needs and continues to 
reflect best practice. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

William 
EPERE 
 
2019/10495 

Hearing: 7-8 
June 2022; 2 
& 24 
November 
2022, 
 
Findings: 24 
November 
2022 
 
Coroners 
Court of New 
South Wales 
at Lidcombe 
 
Magistrate 
Erin Kennedy, 
Deputy State 
Coroner 
 
 

 Identity: The 
person who 
died was 
William Epere 
 
Date of death: 
He died on 10 
January 2019. 
 
Place of death: 
Dawn de Loas 
Correctional 
Centre, 
Silverwater 
NSW 2128 
 
Cause of death: 
Hanging 
 
Manner of 
death: 
Intentionally 
self-inflicted 

Corrective Services NSW 
 
 

 
a. That Corrective Services NSW give 
consideration to the provisions of 
ongoing specific practical training on 
hanging response, and audit 
individual participation rates annually 
to ensure attendance. 

 
a. Awaited – TBC 
 
 
 
 

Dawn De Loas Correctional Centre 
 

b. That Dawn De Loas Correctional 
Centre give consideration to ensuring 
compliance with the requirement to 
carry the 911 tool in accordance with 
Policy 5.3 Musters, Let-go and Lock 
in, through specific targeted 
education and random compliance 
checks. 

b. Awaited - TBC 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

‘EW’ 
 
2019/002171
02 
 

Hearing: 25 to 
29 July 2022 
 
Findings: 4 
November 
2022 
 
Coroner’s 
Court of New 
South Wales 
at Cessnock 
 
Magistrate 
Robert Stone, 
Deputy State 
Coroner 

Identity: 
 
The person who 
died was EW (a 
pseudonym). 
 
Date of death: 
 
EW died 
between 11 and 
12 July 2019. 
 
Place of death: 
 
W died in 
Stockton, NSW. 
 
Manner and 
cause of death: 
 
EW’s death was 
caused by 
actions of a 
person known 
with the 
intention of 
ending life. 

The First Assistant 
Secretary of the 
Australian 
Government 
Department of 
Health and Aged 
Care, Home and 
Residential Division 
 

Recommendation 1 
 
That consideration be given to reviewing and 
updating its My Aged Care policy and procedure and 
other related manuals and guideline documents, with 
a particular focus on the “My Aged Care Assessment 
Manual: For Regional Assessment Services and Aged 
Care Assessment Teams” (and associated 
documents), with a view to providing for guidance in 
relation to: 
 

a. knowledge and detection of “possible” 
cognitive impairment and dementia 

b. assessment of mental capacity to make 
decisions, including decisions to consent or 
refuse to consent to further assessment or 
investigations, including further assessment 
by a medical practitioner; and 

c. operational expectations of RAS and ACAT 
assessors in relation to “Delivering Linking 
Support/Care Coordination to Vulnerable 
Clients”, particularly in relation to: 

 
i. clarifying the circumstances when assessors 

ought to provide Linking Support to clients; 
and 

d) clarifying the operation of Linking Support 
once implemented, including the ongoing role 
of the assessor. 

 
Recommendation 2 
 
That consideration be given to reviewing and 

Awaited. 
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updating its My Aged Care policy and procedure and 
other related manuals and guideline documents, with 
a particular focus on the “My Aged Care Assessment 
Manual: For Regional Assessment Services and Aged 
Care Assessment Teams” (and associated 
documents), with a view to providing for: 
 

a. the collection of information during ACAT 
assessments that would allow for the 
calculation of a “possible” cognitive 
impairment and dementia variable; and 

b. a pathway by which ACAT assessors and 
delegates may (if considered appropriate) 
refer clients, and their carers, to appropriate 
dementia care and support services for clients 
and their carers with “possible” cognitive 
impairment and dementia in circumstances 
where the client does not have a formal 
diagnosis of dementia. 

 
Recommendation 3 
 
The Australian Government Department of Health 
and Aged Care be provided with copies of the 
following documents (redacted as necessary to 
enable distribution beyond parties): 
 

a. Report of Associate Professor Ryan 
b. Report of Conjoint Professor Large 
c. Transcript of 28 July 2022 expert evidence 
d. Supplementary statement of Maryanne 

Matthews dated 28 July 2022; and 
e.  Copy of these findings. 

 
and to consult with the Hunter New England Local 
Health District on issues of concern raised by the 
professors and RN Matthews, including whether it is 
appropriate that both entities agree on whether 
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clients without a formal diagnosis of dementia may be 
referred to dementia care and support services. 

The Chief Executive 
of Hunter New 
England Local 
Health District 

Recommendation 1   
 
That consideration be given to providing RAS and 
ACAT assessors and delegates with training and 
education in the following areas: 
 

a. knowledge and detection of “possible” 
cognitive impairment and dementia 

b. assessment of mental capacity to make 
decisions, including decisions to consent or 
refuse to consent to further assessment or 
investigations, including further assessment 
by a medical practitioner; 

c. implications of a finding of a lack of mental 
capacity in NSW: 
i. need to obtain consent from 

substitute decision maker, who will 
make decisions in assessed persons 
best interests; and 

ii. how to identify substitute decision 
maker via Enduring Guardianship 
appointment or through application 
for appointment of Guardian through 
NCAT or the Supreme Court of NSW, 
or where relevant, through 
determination of Person Responsible 
under NSW Guardianship laws. 

 
d. perational expectations of RAS and ACAT 

assessors in relation to “Delivering Linking 
Support/Care Coordination to Vulnerable 
Clients”, particularly in relation to: 

e.  
i. clarifying the circumstances when 

assessors ought to provide Linking 
Support to clients; and 

Awaited, 
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ii. clarifying the operation of Linking 

Support once implemented, including 
the ongoing role of the assessor. 

 
 
The training and education contemplated by 
Recommendations (1) (a), (b) and (d) should reflect any 
update(s) in Departmental policy and procedure, and 
other related manuals and guideline documents as 
contemplated in Recommendations 1 & 2 directed to 
the First Assistant Secretary (see above).   
 
Recommendation 2  
 
That consideration be given to providing education 
and training to ensure that RAS and ACAT assessors 
and delegates are aware of, and have access to 
advice, mentorship and supervision, in the following 
circumstances: 
 

a. evidence of “possible” cognitive impairment 
or dementia (such as reports of decline in 
cognition or behaviour from the assessed 
person, their carer and family, or impaired 
performance on cognitive testing), but there is 
no formal diagnosis of dementia, and where 
the assessed person refuses further 
assessment and investigation to enable 
diagnosis; exercise of discretion when 
selecting “appropriate” Supplementary 
Assessment Tools (SATs) as set out in the 
relevant guideline documents concerning 
same i.e. IQCODE/assessment in relation to 
carer/family member in conjunction with 
assessment of the client (under the 
circumstances), as opposed to reliance on 
“core” SATs 
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b. complex and unusual circumstances, such as 

where a religious or cultural belief appears to 
be a barrier to acceptance of recommended 
mainstream aged support or care; and 

 
c. the breadth of available Linking Support / 

Care Coordination to vulnerable clients. 
 
 
The training and education contemplated by 
Recommendations 2 (a) – (c) should reflect any 
update(s) in Departmental policy and procedure, and 
other related manuals and guideline documents as 
contemplated in Recommendations 1 & 2 directed to 
the First Assistant Secretary (see above).   
 
Recommendation 3 
 
That consideration be given to making available the 
education and training recommended for RAS and 
ACAT assessors and delegates at Recommendation 1 
and 2 to health professionals who work in Community 
Occupational Therapy and Community Physiotherapy 
Services who are providing assessment, care and 
treatment to older clients.  
The training and education contemplated by 
Recommendation 3 should reflect any update(s) in 
Departmental policy and procedure, and other related 
manuals and guideline documents as contemplated in 
Recommendations 1 & 2 directed to the First 
Assistant Secretary (see above). 
 
Recommendation 4  
 
The LHD be provided with copies of the following 
documents (redacted as necessary to enable 
distribution beyond parties): 
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a. Report of Associate Professor Ryan 
b. Report of Conjoint Professor Large 
c. Transcript of 28 July 2022 expert evidence 
d. Supplementary statement of Maryanne 

Matthews dated 28 July 2022; and 
e. Copy of these findings. 

 
and to consult with the Department on issues of 
concern raised by the professors and RN Matthews, 
including whether it is appropriate that both entities 
agree on whether clients without a formal diagnosis 
of dementia may be referred to dementia care and 
support services. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Austin  
FACER 
 
2019/03303
36 
 

Hearing: 29 
August – 5 
September 
2022 
 
Findings: 8 
December 
2022 
 
Coroners 
Court of NSW, 
Lidcombe 
 
Deputy State 
Coroner 
Elizabeth 
Ryan  
 

Identity of 
deceased  
The person who 
died is Austin 
Facer.  
 
Date of death  
Austin Facer 
died on 22 
October 2019. 
  
Place of death  
Austin Facer 
died at Broken 
Hill Base 
Hospital.  
 
Cause of death  
Austin Facer 
died as a result 
of 
cardiopulmonar
y arrest on a 
background of 
earlier cardiac 
arrests and 
resuscitations.  
 
Manner of 
death  
The manner of 
Austin Facer’s 
death is natural 

SCHN, NETS, MedSTAR, the 
Women’s and Children’s Hospital 
Adelaide and the Far West Local 
Health District 
 
 
 
 
 

Recommendation 1  
To the SCHN, NETS, MedSTAR, the 
Women’s and Children’s Hospital 
Adelaide and the Far West Local 
Health District:  

A. In relation to urgent/critically 
ill paediatric patient retrieval 
from Broken Hill Base 
Hospital to WCHA, that a 
mutually agreed Guideline be 
settled between the parties 
as soon as possible, covering 
operational and clinical 
processes for paediatric 
patient retrieval, including 
clinical consultation, 
logistics, bed availability and 
communication requirements.  

B. That the Guideline 
acknowledge the 
responsibility of NETS to 
remain involved and informed 
in the retrieval process, 
including up to the point 
where the relevant MedSTAR 
retrieval team collects the 
patient from Broken Hill Base 
Hospital.  

 
  
 

By letter received from The Hon 
Ryan Park MP (Minister for Health) 
on 18 July 2023: 
 
Recommendation 1 
 
The Newborn and Paediatric 
Emergency Transport Service 
assumes responsibility for support of 
patients needing retrieval from 
Broken Hill Base Hospital. NETS is a 
statewide service of NSW Health 
hosted by SCHN. It operates 24 
hours a day, 7 days a week and 
provides expert clinical advice, 
clinical co-ordination, emergency 
treatment and stablilisation and 
inter-hospital for very sick or injured 
babies and children up to the age of 
16 years.   
 
SCHN has developed a Guideline 
entitled “Guideline – NETS and 
FWLHD – Retrieval of children from 
FWLHD” in consultation with FWLHD 
and MedSTAR. The guideline is being 
finalised for endorsement. 
 
In August 2022, the Ministry 
published the Information Bulletin 
1B2022_025 Guide to Retrievals and 
Bed-finding for Far West Local 
Health District Patients. The guide 
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causes.  provides information on referral 
pathways for critical care and trauma 
patients from the FWLHD, and 
appropriate points for escalation. 
 
A cross border agreement wss 
agreed between New South Wa!es 
and South Australia. The agreernent 
has a schedule appended regarding 
the facilitation ot cross border 
transfers. 

NETS and SCHN Recommendation 2  
To NETS and SCHN:  
That work continue on developing a 
secure method for exchanging a 
patient’s clinical information 
(including relevant imaging and 
traces) with involved receiving 
clinicians, consulting clinicians, and 
MedSTAR, through the E-referral 
form and any other appropriate 
mechanism.  

Recommendation 2 
 
SCHN is currently working on a 
clinical referral process for NETS 
and will engage eHealth NSVV to 
ensure any interirn system is secure 
and maintains patient privacy. 
Additionally, eHealth MSW is 
working with NETS to modernise 
their ICT infrastructure.  
 
eHealth NSW will liaise with Legal 
and Regulatory Services, Ministry of 
Health, to investigate options to 
amend regulatory. policy and 
consent frameworks to support 
cross-border inforrnation flows for 
hospitals such as Broken Hill Base 
Hospital. that transfer patients to 
other states for critical or emergency 
care.  
 
NSW is in contract negotiations to 
implement the Single Digital Patient 
Record. This new 'next­generation' 
statewide electronic medical record 
system will allow all NSW Health 
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care teams, no matter their location, 
to access the same information about 
a patient. The Single Digital Patient 
Record will be implemented in all 
NSW Health publ.ic hospitals and it is 
recognised that METS must be within 
the scope of work. 

SCHN, NETS and the Far West Local 
Health District 

Recommendation 3  
To SCHN, NETS and the Far West 
Local Health District:  
That the ‘Model of Care for 
Paediatric Patients in Far West LHD’ 
continues to be revised, including to 
incorporate guidance on the 
responsibilities and role of NETS 
medical and nurse consultants and 
any other matters of concern. 

Recommendation 3 
 
SCHN is cornrnitted to the 
continuous refinernent of the Model 
of Care/Guideline in respect of the 
guidance on the responsibilities and 
role of NETS medical and nurse 
consultants and other rnatters of 
concern. SCHN advises FWLHD and 
MedSTAR and Adelaide destination 
hospitals are supportive of 
continuous development and 
improvement of the Guideline. 
 
A Guideline entitled "Guideline - 
NETS and FWLHD - Retrieval of 
children from FV\/LHD" is to be 
published in SCHN and FWLHD 
following Chief Executive 
endorsernent It incorporates the 
Model of Care for Paedriatric 
Patients in Fare West LHD". The 
Guideliine will be reviewed within the 
first ·12 months of irnplementation to 
ensure it rneets the needs of FWLHD 
patients and families. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Ian 
FACKENDER 
 
2017/00264
782 
 
 

Hearing: 16 
December 
2020; 8-12, 
15-17 and 19 
February 2021 
 
Findings: 13 
September 
2022 
 
Coroners 
Court of NSW, 
Lidcombe 
 
State 
Coroner, 
Magistrate 
Teresa 
O’Sullivan 
 
 

Identity of 
deceased:  
The deceased 
person was Ian 
Fackender  
 
Date of death:  
He died on 30 
August 2017  
 
Place of death:  
He died at his 
home in View 
St, Kelso, 
Bathurst, New 
South Wales.  
 
Manner of 
death:  
He died from 
the effects of 
gunshot 
wounds after 
he was shot 
four times by a 
police officer.  
 
Mr Fackender 
had 
longstanding 
schizophrenia 
that was at 
least partially 

the NSW Police Force (“NSWPF”) 
 
 

(1) Careful consideration is given to 
re-introducing the section from the 
Memorandum of Understanding 
between NSW Health, Ambulance 
Service of NSW and NSWPF in respect 
of “Mental Health Emergency 
Response” (July 2007) (“the 2007 
MOU”) on the “MARIA” guidelines 
into the current version of the MOU, 
or otherwise providing express 
guidance to officers within it, on 
assessing risk, specifically directed 
to police assisting in the execution of 
CTO breach orders. This guidance 
should take into account the limited 
availability of mental health services 
after hours and how information 
specific to a community treatment 
order (“CTO”) patient may be 
obtained after hours.  
 
(2) If a risk assessment section is 
introduced to the MOU as above, 
consider how practical guidance can 
be given to general duties NSWPF 
officers as to how that section is to 
interact with the ANZPAA guidelines 
and the overarching search warrant 
procedures.  
 
 
 
 

Recommendation 1 – Supported 
 
An Expert Advisory Group has been 
formed as part of the review of the 
MOU with the first meeting held in 
2023. The review of the MoU is an 
opportunity to refresh identified 
areas of responsibility and current 
processes between the agencies. 
This recommendation will be 
considered in line with each agency’s 
operational risk management 
process, and experience in the 
enforcement of Community 
Treatment Orders, as well as 
incorporating any lessons learned 
from the existing MoU. 
 
 
 
 
Recommendation 2 – Supported 
 
NSWPF is in the process of drafting 
training to be delivered in the 
2023/24 training year regarding 
mental health related communication 
and de-escalation. It is expected this 
will address the stated 
recommendation and will form part 
of the integrated training approach 
across the previously listed 
Commands. 
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resistant to 
treatment. At 
the time he was 
shot, Mr 
Fackender was 
acutely 
psychotic.  
 
Mr Fackender 
was moving 
towards 
officers with a 
large sword 
when he was 
shot by the 
police officer, 
who acted in 
defence of 
himself and 
another police 
officer.  
 
Cause of 
death:  
The medical 
cause of the 
death was 
multiple 
gunshot 
wounds.  

(3) An experienced forensic 
psychiatrist be engaged as a matter 
of priority, i.e. within 6 months, to 
review the NSWPF Weapons and 
Tactics training curriculum and 
advise on how mental health 
considerations be effectively 
integrated into that training.  
 
 
 
(4) The Chifley Police Area Command 
(“PAC”) introduce a system to ensure 
that officers with four-day MHIT  
training are prioritized as responders 
to “mental health incidents”.  
 
 
 
 
 
 
 
 
(5) The Chifley PAC introduce 
operational SOPs for the use of radio 
(if not already in existence) or 
reinforce the need for radio as the 
primary communication device 
between officers.  
 

Recommendation 3 – Supported 
 
NSWPF Operational Safety Training 
and Governance in collaboration with 
the Negotiation Unit and a qualified 
forensic psychiatrist, are currently 
developing a tactical 
communications package which will 
form part of future mandatory 
training. 
 
Recommendation 4 
 
The Chifley PD identified all MHIT 
trained officers, along with any other 
staff with associated relevant 
training to ensure supervisors and 
Officers in Charge maintain 
knowledge of those officers, and in 
all circumstances where possible, 
those Officers are tasked with 
leading any response to a mental 
health incident. 
 
Recommendation 5 -  Supported 
 
Police Radio/VKG remains the 
primary method of communication 
for Police in the field (per the NSWPF 
Operational Communications Model). 
This has been reinforced with all 
staff, along with more detail 
regarding proper standards and 
protocols for the use of mobile 
phones, Internet/web-based 
messaging platforms and social 
media platforms for communications 
between Police. 
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NSW Health, NSW Ambulance and 
the NSW Police Force 
 

(1) The current (2018) Memorandum 
of Understanding between NSW 
Health, Ambulance Service of NSW 
and NSWPF in respect of “Mental 
Health Emergency Response” be 
comprehensively reviewed and 
revised so that:  
 
(a) there is a section on CTOs and 
breach orders which provides clear 
guidance to all signatory parties as 
to:  
 
(i) the required contents of a 
handover between NSW Health staff 
and NSW Police Force officers where 
police are requested to assist in a 
CTO breach order (see further 
below); 
  
(ii) the agency which has 
responsibility for locating a person 
subject to a CTO breach order;  
 
(iii) when an ambulance should 
usually be contacted, i.e. prior to or 
after locating a person;  
 
(iv) the applicable legislative 
provisions and the NSW Police Force 
and NSW Health policies relevant to 
CTO breach orders including the 
relevant provisions of the Mental 
Health Act 2007, NSW Police Force 
policies on uninvited entry and other 
risk assessment policies and tools;  
 
(v) the use of firearms at CTO breach 

(1) NSW Health supports this 
recommendation.  

 
The Ministry of Health's Mental 
Health Branch has liaised with NSW 
Ambulance (NSWA) and the NSW 
Police Force (NSWPF) in relation to 
this recommendation and has 
advised there is support by all 
parties. 
 
The NSW Ministry of Health will lead 
a comprehensive review and update 
of the Memorandum of 
Understanding (MOU). An 
interagency steering committee is 
being established to oversee the 
review, which will include 
representatives from NSW Health, 
NSWA, and the NSWPF.  
 
These coronial recommendations will 
inform the review of the section that 
deals with police assistance with 
breaches of Community Treatment 
Orders to strengthen guidance for 
agency staff. Guidance woven 
throughout the current MOU, such as 
information sharing and collaborative 
risk assessment, will be more 
explicitly stepped out, linked to, and 
strengthened within the MOU section 
regarding police assistance involving 
breaches of CTOs. 
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order executions involving NSW 
Police;  
 
(vi) the availability of mental health 
resources out of business hours; and  
 
(vii) the use of PACER, MHIT trained 
officers and other resources when 
executing a CTO breach order.  
 
(b) A section or appendix of the MOU 
be drafted on the handover or 
information exchange between 
police and mental health staff where 
police assistance is requested for a 
CTO breach. The section should 
outline appropriate practices 
including:  
 
i. the handover to be arranged in 
advance and take place in a setting 
where patient confidentiality can be 
maintained;  
ii. the exchange be performed (where 
practicable) by the case worker with 
carriage of the client or, if not 
practicable, by a person with some 
knowledge or awareness of the client 
and their history;  
iii. the police and case workers 
should have reference to a risk 
assessment tool or ‘ready reckoner’ 
of relevant considerations including:  
 
1. risk considerations, i.e. any history 
of self-harm, threats, impulsive or 
aggressive behaviour; any history of 
use of a weapon, the presence and 

NSW Police Force supports this 
recommendation.  
 
Consultation with NSW Health and 
NSW Ambulance regarding the 
training program has commenced, 
with further opportunities for 
interagency collaboration as to the 
current MOU procedures, information 
sharing and leadership co-delivered 
training to be discussed. 
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nature of delusions, the level of 
compliance or cooperation at the 
time at which the operation will occur 
and known drugs and alcohol use; 
  
2. the personnel intended to attend 
at the scene;  
 
3. level of urgency and expected 
time frames for service of the 
notice/order, whether or not an 
afterhours approach should be 
attempted, and the number for the 
1800 24/7 Mental Health Hotline;  
 
4. the particular profile of the patient 
including their condition, medication, 
perception of emergency services 
workers and likely attitude towards 
them, and techniques that may be 
effective for de-escalation; and 
 
5. resources for that patient 
including a photograph and contact 
details of helpful family or friends 
[the ‘Contact MHS bubble’ in 
Appendix B provides a helpful 
summary of relevant information]; 
 
iv. How documentation of that 
information exchange should take 
place and the method for ongoing 
communication between police and 
health workers including the contact 
details of a nominated person from 
NSW Health and NSW Police Force. 

NSW Health  
 

(1) That there be a review of the 
nature and layout of a “Breach 

(1) NSW Health supports this 
recommendation.  
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Order” issued pursuant to s. 58 of the 
Mental Health Act to ensure that it 
provides relevant guidance including 
as to the relevant MOU.  
 
(2) That consideration be given to the 
need for a review of the pro forma 
terms of a CTO Treatment Plan.  
 

 
NSW Health is undertaking a review 
of the Breach of Community 
Treatment Order form (Breach Order) 
as part of a review which commenced 
in October 2022 of non-prescribed 
Mental Health Act forms to ensure 
they are current, consistent, and fit 
for purpose.  
A broad range of stakeholders were 
sent the Community Treatment Order 
forms for comment. Stakeholder 
feedback is being reviewed to 
determine what changes should be 
made to the forms, including the 
Breach Order form. Amendments will 
be finalised in 2023 and amended 
forms will be progressed to the 
formal approval process. 
 
 
 
(2) NSW Health supports this 

recommendation.  
 
The Ministry of Health's Mental 
Health Branch has advised that the 
Mental Health Review Tribunal 
(MHRT) is currently reviewing all 
Mental Health Review Tribunal forms 
and the website with a view to 
updating them. This includes the 
Community Treatment Order 
Treatment Plan template form.  
 
The Mental Health Branch further 
advises that the MHRT will prioritise 
a review of the CTO Treatment Plan 
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template, so any changes to the 
template will be complete by 30 June 
2023. 

the NSW Attorney General  
  
 

(1) Consideration be given to 
modifying the terms of s. 58 of the 
Mental Health Act 2007 to provide for 
more flexible means of service 
where:  
 
(a) a non-complying patient is not 
contactable and reasonable attempts 
have been made to contact them and 
inform them of the need to comply 
with a CTO and the possible 
consequences of failure to comply; 
and  
 
(b) there is some clinical 
urgency/immediacy or issues of 
public safety that necessitate 
conveying the person for treatment 
quickly once they are located; and  
 
(c) police assistance is necessary to 
locate and transport the person.  
  
(2) For the avoidance of doubt, 
consideration of any reform should 
include how principles relating to the 
rights and dignity of mentally ill 
people and restraint as a last resort 
can be safeguarded if service 
requirements are modified or 
removed. 
  
(3) Consideration be given to 
removing the use of the word 
“apprehend” from the terms of s. 59 

(1)  NSW Health supports this 
recommendation. 

 
The Ministry of Health's Mental 
Health Branch notes that the current 
section 58 of the Mental Health Act 
2007 respects individual rights by 
providing, in all but high-risk 
situations, for a period of time 
between the service of the notice of 
breach, and any breach action/order, 
to allow the individual time to comply 
with the notice and thereby avoid the 
issue of a breach order.  
 
NSW Health will consider the merit 
of amending section 58 of the Mental 
Health Act 2007 and will consult 
with stakeholders on this potential 
amendment. The consultation will 
occur by the end of July 2023 and 
will include whether legislative 
amendments are required or if 
alternative policy documentation 
should be developed.  
 
The consultation findings will be 
reviewed by NSW Health to 
determine the merit of an 
amendment to section 58 of the 
Mental Health Act 2007. The review 
will occur by 30 November 2023. 
 
(2) NSW Health supports this 

recommendation. 
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of the Mental Health Act.  
NSW Health supports safeguarding 
the rights and dignity of people with 
a mental illness and safeguarding 
the principle that restraint should be 
used as a last resort. NSW Health 
notes that maintaining the rights and 
dignity of people with a mental 
illness, and minimising restrictions on 
the liberty of patients, are key 
principles outlined in the principles 
of care and treatment in section 68 
of the Mental Health Act 2007.  
 
If any amendments are made to the 
Mental Health Act 2007 that modify 
or remove service requirements, 
NSW Health will consider how to 
safeguard these principles. 
 
 
 
(3) NSW Health supports this 

recommendation. 
NSW Health will consider the merits 
of removing the word "apprehend" 
from section 59 of the Mental Health 
Act 2007.  
 
The Ministry of Health's Mental 
Health Branch notes that the word 
"apprehend" connotes a criminal 
arrest and therefore is not 
completely consistent with taking a 
mental health patient to a facility for 
treatment. However, the word is used 
in both the Mental Health Act 2007 
and the Mental Health and Cognitive 
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Impairment Forensic Provisions Act 
2020 to refer to situations where 
police or other parties are 
empowered to take a person to a 
facility.  
 
Relevant stakeholders will be 
consulted about the implications of 
removing "apprehend" from section 
59 of the Mental Health Act 2007 
and whether this may impact on 
police exercising their powers, to 
ensure there are no unintended 
consequences. This consultation will 
occur by end of July 2023. NSW 
Health will review the key findings 
from the consultation process by the 
end of November 2023. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Kelvin 
FORREST 
 
2018/23305 

Hearing: 1 
November 
2021- 5 
November 
2021 (Ballina 
Local Court) 
 
Findings: 11 
March 2022 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 

Identity:  
 
The person who 
died was Kelvin 
James Forrest.  
 
Date of death: 
  
He died on 28 
July 2018. 
 
Place of death: 
  
He died at 
Byron Bay 
Hospital, 
Ewingsdale 
Road, Byron 
Bay NSW.  
 
Cause of death: 
  
He died of 
multiple 
injuries. 
  
Manner of 
death: 
  
Kelvin 
accidently fell 
from the first 
floor at the 

To Northern NSW Local Health 
District 
 
 
 

Recommendation 1 
 
That NNSWLHD give consideration to 
implementing an admission process 
whereby explicit consideration is 
given and recorded as to whether the 
patient experiences a disability 
and/or is a NDIS participant. Further, 
that explicit consideration is given 
(and recorded) to identifying any 
barriers to care that may be 
associated with the disability so that 
the necessary service adjustments 
can be made. The process should 
explicitly record whether 
consideration has been given to a 
referral to the Health Disability 
Inclusion Manager in the first 
instance.   
 
Recommendation 2 
 
That NNSWLHD give consideration to 
the Revised Algase Wandering Scale 
(RAWS) – Long-Term Care Version 
for implementation and/or adaption 
for those patients who present with a 
history of wandering or who engage 
in wandering whilst admitted. 
 
 
 

By letter to the Attorney General 
(from Brad Hazzard, Minister for 
Health) on 22 December 2022: 
 
Recommendation 1 – Supported 
 
The NNSWLHD has reviewed the 
admissions process to determine 
ways to better identify and support 
clients with a disability and further 
enhance patient centred healthcare. 
Key stakeholder consultations are 
progressing in relation to existing 
admission and risk assessment 
screening tools, and how best to 
embed an additional screening tool 
for persons utilising the National 
Disability Insurance Scheme (NDIS).  
 
All Northern NSW Local Health 
District sites and services may 
access allied health and care 
coordination staff to assist with 
assessing, planning, and 
implementing the care needs of 
persons with a disability and the 
NDIS. In addition, the NNSWLHD will 
incorporate a process to refer 
appropriate high needs NDIS 
recipients to the Health Disability 
Inclusion Manager. 
 
Recommendation 2 - The Northern 
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Byron Central 
Hospital, in 
circumstances 
where the 
Hospital failed 
to adequately 
manage his 
wandering 
behaviour. 
Kelvin was an 
inpatient while 
waiting for 
increased 
funding 
pursuant to the 
NDIS 

NSW Local Health District 
(NNSWLHD) notes this 
recommendation and proposes 
alternative action. 
 
The NNSWLHD is actively promoting 
the Top 5 Admission to Discharge 
planning tool to help people with 
disabilities, their families and their 
support providers communicate with 
health staff regarding the 
individual's specific needs. The Top 5 
focuses on communication needs, 
behaviours that can be challenging 
to manage and the risk of wandering. 
 
The NNSWLHD uses a health 
communication toolkit developed to 
assist staff to identify patients with 
communication needs and how best 
to support those needs, as well as 
bedside risk indicator icons, designed 
to identify patient risks to clinical 
and non-clinical staff. 
 
The current admission process 
includes the Adult Admission 
Assessment (AAA), which is 
completed within the electronic 
medical record. The AAA includes 
questions about activity of daily 
living exercises, social history, 
cognitive functioning, and current 
service providers to enable staff to 
develop a comprehensive treatment 
plan. The NNSWLHD is reviewing 
local comprehensive care 
procedures, including recommended 
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screening tools when caring for 
patients at risk of wandering. 

To United Disability and NDIA That all staff engaged in casework, 
Team and Support Coordinator roles 
and managerial roles at United 
Disability (ACCnet21) complete 
mandatory training in consultation 
with an NDIA representative in 
 
a. the requirements under NDIS act 
regarding the approval, review and 
increasing funding for a participant; 
 
b. training regarding the terms of the 
“Determining Need - Identifying 
Suitable Housing Solutions guideline; 
and 
 
c. training regarding the evidence 
required in completion of all forms 
submitted to the NDIA, including but 
not limited to “Plan Review Report”; 
Change of Circumstance Form; 
Review of a Reviewable Decision 
form; Support Coordination End of 
service Report and advice form. 

Awaited.  

FUTURE – 
Next 
response 
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TOP 
 
Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

‘GH’ 
 
2017/127266 
 

Hearing: 14, 
15 & 17 March 
2022 
 
Findings: 27 
May 2022 
 
Coroner’s 
Court of New 
South Wales 
 
Magistrate 
Carolyn 
Huntsman, 
Deputy State 
Coroner 

Identity: Akbar 
Gholami. 
 
Date of death: 
26 April 2017 
 
Place: St 
Mary’s Indoor 
Shooting 
Centre, 30 
Power Street, 
St Marys, NSW. 
 
Cause of death: 
Gunshot wound 
to the head. 
 
Manner of 
death: suicide. 
 

The Commissioner 
of Police 
 

Recommendation 1: 
 
That the Proposed Recommendations of this inquest, 
being Proposed Recommendation 1a, 1b and 2, as set 
out below, in addition to the Reasons for Decision of 
this Inquest, be referred to the Review of the Firearms 
Registry being conducted by former NSW Assistant 
Commissioner Geoff McKechnie, for consideration by 
that Review.  It is noted that the Review was 
announced by the NSW Deputy Premier and Minister 
for Police on 3 May 2022, to ensure that processes 
around licencing of firearms are robust timely and 
efficient. 
 
Proposed recommendations for consideration by 
Review 
 
Proposed Recommendation 1a: 
 
That the Commissioner of Police give consideration to 
developing, and maintaining at the Firearms Registry, 
an alert system linking pieces of intelligence received 
by shooting clubs; and 
 
Proposed Recommendation 1b: 
 
That the Commissioner of Police in its consideration 
of whether an alert system be developed and 
maintained, also consider whether amendments to 
clause 101 and 104 of the Firearms Regulation 2017 
may be required, particularly in relation to unlicenced 
persons who are not club members or proposed club 
members, who are applying to use club firearms for 

By letter received from Mal Lanyon 
APM A/Commissioner of Police on 12 
October 2022: 
 
I can advise the recommendations in 
the coronial inquiry to refer 
subsequent and relevant 
recommendations to the Firearms 
Registry Review being conducted by 
Mr Geoff McKechnie are supported 
by the NSW Police Force, and these 
matters are under further 
consideration as part of the 
Independent Review. 
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try shooting courses.   
  
It is noted that recommendations 22a and 22b in the 
Edwards Inquest proposed certain changes to cl101. 
 
Proposed Recommendation 2: 
 
The Commissioner of Police give consideration to 
imposing the following condition on all approved 
shooting ranges that permit unlicensed persons to 
handle or use firearms pursuant to s. 6B of the 
Firearms Act 1996: 
 
(a) Unlicensed possession and use of pistols pursuant 
to section 6B(1)(a) of the Firearms Act 1996 and 
clause 129 of the Firearms Regulation 2017 is not 
permitted at the shooting range unless the pistol is 
securely tethered in such a manner that prevents the 
pistol from being turned to the rear or any direction 
other than towards the designated target area. 
 
(b) Compliance with condition (a) above may be 
dispensed with in circumstances where the range 
official is satisfied that the unlicensed shooter is a 
member of an approved pistol club and has 
successfully completed an approved firearms (pistol) 
safety training course conducted by an approved 
pistol club. 
 
It is noted that given the Recommendation 20 made in 
the Edwards Inquest, no further recommendation is 
made in the current matter in relation to P650 forms. 
 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Marcus 
Stokes 
Gwynne 
HARRISON 
 
2010/43480
2 
 

Hearing: 18 
January 2022, 
8 April 2022 
 
Findings: 8 
April 2022 
 
Coroner’s 
Court of New 
South Wales 
at Lidcombe 
 
Magistrate 
Joan Baptie, 
Deputy State 
Coroner 

Identity: 
 
The person who 
died was 
Marcus Stokes 
Gwynne 
HARRISON. 
 
Date of Death: 
 
Marcus died 
sometime 
between 31 
August and 11 
October 1997. 
 
Place of Death: 
 
Sydney 
Harbour, 
Sydney in New 
South Wales. 
 
Cause of Death: 
 
Multiple 
injuries due to a 
fall from a 
height. 
 
Manner of 
Death: 
 

The Unsolved 
Homicide Unit of 
the NSW Police 
Homicide Squad for 
further 
investigation and 
referral to the 
forthcoming NSW 
Judicial Inquiry. 

That the death of Marcus Stokes Gwynne Harrison be 
referred to the Unsolved Homicide Unit of the NSW 
Police Homicide Squad for further investigation and 
referral to the forthcoming NSW Judicial Inquiry. I 
further recommend that a copy of the brief of 
evidence and transcript of the Inquest into the death 
of Marcus Stokes Gwynne Harrison be provided to the 
Unsolved Homicide Team for this purpose. 

By letter received from Mal Lanyon 
APM A/Commissioner of Police on 
25 October 2022: 
 
In response to the Deputy State 
Coroner’s recommendation, I can 
advise that this matter has been 
referred to the NSW Police Force 
Unsolved Homicide Team for further 
review and evaluation. 
Further, I understand that the Deputy 
State Coroner’s Office has since 
forwarded this aspect of the findings 
to your office for notification to the 
Special Commission of Inquiry into 
LGBTIQ Hate Crimes. 
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An open finding 
is recorded. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Theo Jean 
HAYEZ 
 
2019/002818
50 
 

Hearing: 30 
November 
2021 to 10 
December 
2021; 23 
February 
2022 to 25 
February 
2022  
 
Findings: 21 
October 2022 
 
Coroner’s 
Court of New 
South Wales 
at Byron Bay 
 
State 
Coroner, 
Magistrate 
Teresa 
O’Sullivan 
 

Identity  
The person who 
died was Theo 
Hayez.  
 
Date of death  
While I am 
unable to 
determine the 
exact date of 
death, I find 
that Theo is 
likely to have 
died on, or 
shortly after, 1 
June 2019.  
 
Place of death  
I find that Theo 
is likely to have 
died in Byron 
Bay, NSW.  
 
Manner and 
cause of death  
I am unable to 
determine the 
cause or 
manner of 
Theo’s death.  

The NSW Law 
Reform 
Commission and 
the Australian Law 
Reform Commiss 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Recommendation 1  
 
That the NSW Law Reform Commission and the 
Australian Law Reform Commission conduct a joint 
reference into the available legislative powers (and 
absence thereof) in the investigation of missing 
persons cases and make any appropriate 
recommendation. Without limiting the scope of the 
inquiry, the reference should include examination of:  

(a) powers available to coronial investigators 
under the Coroners Act 2009 (NSW) including 
but not limited to:  
(i) the applicability and availability of 

existing coronial powers to obtain 
information from modern technology 
such as smart phones, computers, 
tablets and laptops, tele-
communications data and information 
contained on the “The Cloud”; and  

(ii) the absence of available powers under 
the Coroners Act where there is little or 
no evidence to suggest that a missing 
person is deceased.  

(b) powers available to NSW Police where there 
is little or no evidence that a person is missing 
due to the commission of a crime, or a serious 
crime, including the availability or otherwise 
of powers to:  
(i) enter property without consent;  

(ii) search persons or property without 
consent;  

(iii) access computer or social media data of 
the missing person;  

By letter received from Attorney 
General of Australia (Hon Mark 
Dreyus KC MP) on 23 October 2024: 
 
Recommendation 1(c)  

I acknowledge recommendation 
l(c) of the Coroner's findings, 
regarding the perceived difficulties 
encountered with the mutual legal 
assistance process in missing 
persons investigations, specifically 
where law enforcement seeks to 
obtain relevant information from 
offshore communication service 
providers or foreign authorities. The 
existing mutual legal assistance 
framework is consistent with 
longstanding domestic and 
international arrangements, which 
stipulate that it is to be utilised in 
matters where there is a clear link 
to a criminal offence. These 
considerations also relate to foreign 
countries' domestic legal 
frameworks. In missing persons 
cases where a person may be in 
serious physical danger, it is open 
to law enforcement agencies to 
request material from ce1iain 
communication service providers 
via emergency disclosure 
arrangements. 



 65 

(iv) compel the assistance of tele-
communications carriers including 
accessing and interpreting 
telecommunications data, preserving 
phone numbers and conducting number 
re-allocation inquiries;  

(v) compel a service provider to alert 
authorities when a person uses a service, 
for example a bank account, phone or 
SIM card; and  

(vi) seize or compel the production of 
information, documents or things 
including password protected phone and 
computer data and CCTV footage.  

(c) the difficulties encountered by missing 
persons investigators (in criminal and coronial 
investigations) with the Mutual Legal 
Assistance Treaty (MLAT) process when 
seeking to:  
(i) promptly obtain relevant information from 

multi-national companies such Google, 
Uber, Facebook and Apple (including 
personal data, location data and “geo-
fence” information); and  

(ii) promptly obtain investigative product from 
investigative agencies and police forces 
outside Australia.  

I acknowledge recommendation 
l(c) of the Coroner's findings, 
regarding the perceived difficulties 
encountered with the mutual legal 
assistance process in missing 
persons investigations, specifically 
where law enforcement seeks to 
obtain relevant information from 
offshore communication service 
providers or foreign authorities. The 
existing mutual legal assistance 
framework is consistent with 
longstanding domestic and 
international arrangements, which 
stipulate that it is to be utilised in 
matters where there is a clear link 
to a criminal offence. These 
considerations also relate to foreign 
countries' domestic legal 
frameworks. In missing persons 
cases where a person may be in 
serious physical danger, it is open 
to law enforcement agencies to 
request material from ce1iain 
communication service providers 
via emergency disclosure 
arrangements. 

 
I note the Coroner's observations 
regarding the timeframe associated 
with the mutual legal assistance 
process. While still requiring a 
connection to a criminal matter, the 
Australia-United States Data 
Access Agreement, which entered 
into force in January 2024, 
provides a more streamlined and 
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expedient way for Australian law 
enforcement agencies to seek 
information from communications 
service providers in the United 
States (US) via an International 
Production Order (IPO). 
Commonwealth agencies are now 
drawing on this process to secure 
such information from US 
companies. I welcome the NSW 
Police Force's recent certification 
that will now allow it to use the IPO 
framework. I am committed to 
ensuring that this new capability is 
used by as many Australian law 
enforcement agencies as possible, 
and would appreciate your support 
in encouraging other NSW 
agencies to make use of this 
imp01iant scheme. 

 
The Commissioner 
of the NSW Police 
Force  

Recommendation 2  
 
The NSW Police Force develop a pilot “CCTV 
Register” in the Byron Bay region (the boundary to be 
determined by the Crime Manager) which identifies 
on a map the location of all known private and public 
CCTV cameras and has recorded:  

(a) the contact details of the owners of the CCTV 
footage;  

(b) the period after which footage is stored or 
over-written; and  

(c) software details and any relevant details 
about how to easily download the footage or 
issues which may be encountered.  

The purpose of the Register is to enable Police to 
identify relevant cameras and quickly obtain footage 

By letter received from NSWPF 
(Commissioner of Police) on 2 May 
2023: 
 
Recommendation 2  
 
The NSWPF maintains a CCTV 
database (the Register) that records 
the location of CCTV installations 
statewide. Business owners and 
residents are encouraged to register 
their CCTV capability via the NSWPF 
public website. The Register is 
supported by an internal program 
called ‘CAM-FIND’ which allows 
Officers to search for CCTV contained 
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for review. The Register should be updated on a 
regular basis, and at least annually.  
 
 
 
 
 
 
 
Recommendation 3 
 
NSW Police continue to investigate mechanisms, 
including commercial software platforms, to facilitate 
efficient downloading and effective viewing of CCTV 
footage across a variety of software and formats.  
 
 
 
 
 
 
Recommendation 4 
 
NSW Police consider developing a single point of 
contact service available on a 24-hour, 7 days a week 
basis to facilitate requests for data and information 
from multi-national technology corporations, such as 
Google and Facebook, to assist missing persons 
investigations.  
 
 
 
 
 
 
 
 
Recommendation 5  

within the register.  
 
The NSWPF has no legislative power 
to demand CCTV information from 
business owners or residents in order 
to record these details on the 
Register. 
 
 
Recommendation 3 
 
The NSWPF is currently trialling a 
new platform as part of its Integrated 
Policing Operating System (IPOS), 
which will streamline existing 
systems and information sharing.  
 
The new platform will enable CCTV to 
be uploaded, viewed and managed 
from sites across the state.   
 
Recommendation 4 
 
In the event of an emergency, the 
NSWPF requests information from 
technology and social media 
platforms via the iAsk information 
request management system. These 
procedures are available 24 hours a 
day, 7 days a week and is available for 
all sworn and unsworn NSWPF staff.   
 
Investigating Officers can also 
contact the NSWPF Real Time 
Intelligence Centre (RTIC) for 
assistance with urgent requests. 
 
Recommendation 5  
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That NSW Police give close and active consideration 
to the further development and appropriate 
resourcing of in-house technical expertise within the 
NSW Police Force so that missing persons 
investigations can adapt promptly to developments in 
modern technology. 
 
 
Recommendation 6  
 
That the investigative review component of the 
Missing Persons Registry (“MPR”) be supported with 
adequate resourcing to continue their current review 
into the disappearance of Théo Jean Hayez and 
otherwise allow the MPR to continue providing their 
current level of assistance to the coronial system.  
 
 
 
Recommendation 7 
 
The following amendments be considered in the next 
revision to the Missing Persons Standard Operating 
Procedures:  

(a) That the first missing person report (9.1, p23 
and Annexure A, p92) include questions as to:  
• the missing person’s email accounts;  
• their telephone and internet service 

provider;  
• any relevant social media apps with a 

focus on those apps known to collect 
location data for example Garmin, Apple 
watch, Uber, Tinder; and  

• any known passwords for those accounts.  
(b) The officer who takes the first report to 

submit an iAsk request for Mobile Internet 
Records (internet activity and location data) 

 
The NSWPF has a range of technical 
experts specialising in a variety of 
fields. A new operating and 
governance model is currently being 
implemented that will streamline the 
analysis and capabilities of new and 
emerging technology and innovation.   
 
Recommendation 6  
 
The Missing Persons Registry (MPR) 
provides specialist assistance to 
NSWPF Commands with additional 
resources made available as required. 
The review of a missing person case is 
considered on an individual basis and 
assigned to the relevant area for 
reinvestigation as appropriate. 
 
Recommendation 7 
 
The 2023 Missing Persons, 
Unidentified Bodies & Human 
Remains SOPS have been amended to 
reflect this recommendation. 
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within 72 hours of the first report (and 24 
hours in high risk cases).  

(c) That the references to the EDR process (p70-
73) clarify that not all service providers have a 
time limit of 48 hours, for example Google has 
no time limit.  

(d) That in high-risk cases (per the risk 
assessment process) the MPR will assess 
within 24 hours if the case is suitable for 
requests to be made for:  
(i) number and data preservation 

requests to telecoms and/or multi-
national data companies; and  

(ii) location and account information 
through the Fast Track/Emergency 
Disclosure pathways.  

 
Recommendation 8  
 
That active consideration is given to conducting a 
CCTV canvas around the area of a missing person’s 
“last ping” within 72 hours. That NSW Police consider 
if revisions are necessary to the Missing Persons 
Standard Operating Procedures and/or any applicable 
LANDSAR protocols and training to ensure that:  

(a) there is documentation of (at least) daily 
briefings between investigators and land 
search coordinators; and  

(b) adequate continuity between land search 
coordinators and oversight of searches for 
missing persons.  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Recommendation 8  
 
Refer to the response in 
recommendation 7. 
 

Youth Tourism 
NSW  

Recommendation 9  
 
That Youth Tourism NSW (previously the Backpacker 
Operators Association NSW Inc) be provided with a 
copy of the State Coroner’s findings and implement a 
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written policy, applicable to accommodation 
providers, regarding guests who fail to check out 
without a reasonable explanation. Whereby:  

(a) if a guest does not check out at the expected 
time, attempts should be made to contact the 
guest by phone and email, and their room 
should be checked for personal belongings 
within 24 hours; and  

(b) inform the police if a guest who cannot be 
contacted leaves behind a passport (or any 
other valuable possession).  

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

ISRAELI 
CONSULATE 
AND 
HAKOAH 
CLUB 
FIRE/EXPLO
SION 
 
2017/236116 
and 
2017/237149 

Hearing: 5-6 
and 8 
December 
2022 
 
Findings: 23 
December 
2022 
 
Coroners 
Court of NSW, 
Lidcombe 
 
State 
Coroner, 
Magistrate 
Teresa 
O’Sullivan 

In relation to 
the fire and 
explosion at 
the Israeli 
Consulate: 
 
a. The fire and 
explosion 
occurred at 
approximately 
1:55pm on 23 
December 
1982. 
 
b.The fire and 
explosion 
occurred at the 
Israeli 
Consulate 
which was then 
located on the 
seventh floor of 
100 William 
Street, Sydney. 
 
c. The fire and 
explosion were 
caused by a 
gas-powered 
explosive 
device, which 
detonated in 
the stairwell 

The Commissioner of the NSW Police 
Force 
 
 
 
 
 
 
 
 
 
 
 

That the NSW Police Force liaise with 
the Forensic & Analytical Science 
Service (FASS) to consider the 
appropriateness and timing of 
retesting exhibits having regard to 
developments in DNA technology 
available at FASS and other 
laboratories. 

By letter received from NSWPF 
(Karen Webb APM) on 13 June 2023: 
 
“I can advise that the NSW Police 
Force in liaison with FASS, reviewed 
all available exhibit DNA samples for 
suitability for DNA testing using 
advanced technologies.  
 
One sample was identified as 
suitable for the Forensic 
Investigative Genetic Genealogy 
(F/IGG) approach to identify possible 
relatives of the unknown DNA profile. 
  
The DNA sample was sent to an 
approved United States laboratory 
for specialised DNA testing with 
assistance from the Australian 
Federal Police National Missing 
Persons Program.  
 
This genealogy work is being 
progressed by the Forensic Evidence 
and Technical Services (FETS) 
Command that aims to establish 
relationships that can identify any 
family related links.  
 
FASS and FETS will continue to 
monitor the progress of this matter 
and further testing through the 
Forensic Evidence Operations 



 72 

adjacent to the 
fire exit door of 
the Israeli 
Consulate. 
 
d. The 
explosion 
caused a hole 
approximately 
38cm by 25cm 
in the 
reinforced 
concrete at the 
top of the fire 
stairs. 
 
e. The device 
had been 
placed at the 
location 
subsequently 
evidenced by 
the hole in the 
stairwell. 
 
f. The bomb 
was initiated by 
a time-delay 
mechanism 
(which allowed 
the person who 
placed it to 
escape). 
 
In relation to 
the fire and 
explosion at 
the Hakoah 

Committee.   
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Club: 
 
a. The fire and 
explosion 
occurred at 
approximately 
6:45pm on 23 
December 
1982. 
 
b. The fire and 
explosion 
occurred in the 
car park of the 
Hakoah Club 
which was then 
located at 61-
67 Hall Street, 
Bondi. 
 
c. The source of 
the explosion 
came from the 
boot of a green 
1971 Chrysler 
Valiant sedan, 
which was 
parked on the 
middle level of 
the car park. 
 
d. The bomb 
created a large 
fireball that 
caused 
significant 
damage to both 
the Hakoah 
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Club building 
and other cars 
in the area. 
 
e. The device 
malfunctioned 
and, although it 
exploded, it did 
not detonate in 
the way 
intended. 
 
f. The bomb 
had included 
two LPG 
cylinders and 
plastic drums 
filled with 
petrol. This 
additional 
component was 
apparently 
intended to 
accelerate the 
fragmentation 
and fireball 
effect of the 
explosive to 
make it larger 
and cause more 
damage. 
 
g. As the device 
did not 
detonate 
properly, parts 
of the bomb 
were recovered 
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from the scene, 
including two 
electric 
detonators, 
insulated 
wiring, two LPG 
cylinders, metal 
drums and AAA 
batteries, and 
these parts 
were able to be 
forensically 
examined. 
 
Further, it was 
found that both 
explosions 
were an act of 
international 
terrorism 
perpetrated by 
the May 15 
terrorist 
organisation 
with the 
assistance of 
one or more 
local 
supporters.  
 
It was found 
that the two 
bombs were 
constructed 
outside 
Australia by 
May 15’s leader 
and founder, 
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Hussayn Al-
Umari (also 
known as Abu 
Ibrahim), and 
that he directed 
that the attacks 
take place. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Chatchaya 
ITTIVITHCHA
I 
 

Hearing: 19 
January 2022 
 
Findings: 7 
February 
2022 
 
NSW State 
Coroner’s 
Court, 
Lidcombe 
 
Magistrate C 
Forbes, 
Deputy State 
Coroner 

Chatchaya 
Ittiveithchai 
died on 16 
February 2019 
at Prince Alfred 
Hospital, NSW, 
as result of a 
blunt force 
injury of the 
head she 
sustained when 
she fell from a 
third-floor 
window which 
did not have a 
safety lock. 

The Minister for 
Planning and 
Homes and to the 
Minister for Fair 
Trading 
 
 

That amendments be made to the Environmental 
Planning and Assessment Act 1979 (NSW) and 
Environmental Planning and Assessment 
(Development Certification and Fire Safety) 
Regulation 2000 (NSW) (and/or any other legislation 
considered appropriate) to ensure that child window 
safety devices (as defined in cl. 30 of the Strata 
Schemes Management Regulation 2016 (NSW) are 
required to be installed in all Class 2 buildings (as 
defined in the Building Code of Australia). 
 

Awaited 

To the Minister for 
the Department of 
Planning, Industry 
and Environment 

That there be consultation with the property industry 
and broader community by the Department of 
Planning, Industry and Environment regarding 
expanding the scope of the requirement for the 
installation of child window safety devices from 
residential apartments (Class 2 buildings as defined 
in the National Construction Code) to incorporate all 
residential dwellings such as houses, townhouses or 
terraces (Class 1a buildings as defined in the National 
Construction Code) 
 

Awaited 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Kerry 
KNIGHT 
 
2021/64779 

Hearing: 4-7 
April 2022,19 
May 2022 
 
Findings: 28 
September 
2022 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 

Identity: 
 
The person who 
died was Kerry 
Knight. 
 
Date of death: 
 
She died on 5 
March 2021. 
 
Place of death: 
 
She died at 
Silverwater 
Women’s 
Correctional 
Centre, 
Silverwater 
NSW. 
 
Cause of 
death: 
 
She died from 
hanging. 
 
Manner of 
death: 
 
Kerry was 
alone and 
locked in her 

To Corrective Services NSW 
(CSNSW) 
 
 
 
 
 

1. That immediate consideration is 
given to piloting and supporting a 
Peer Support Program (such as 
the Listeners Program) aimed at 
improving mental health support 
in custody. Further I recommend 
that the pilot commence at a 
womens’ prison as soon as 
possible and progresses only 
with full consultation with 
JHFMHN in the planning, 
development and operation of 
the program. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
2. That Cell 5 and other like cells in 

F Wing of Silverwater Women’s 
Correctional Centre be refitted to 
remove hanging points or 
decommissioned as soon as 
practicable. 

1. Support the principle of program 
to reduce self-harm – In Progress 
 
JH&FMHN and CSNSW have worked 
on an options paper outlining 
different models as there is currently 
no formal peer support program for 
men or women. As such, further 
meetings will be held with JH&FMHN 
and CSNSW to discuss the 
progression of the recommendation. 
 
Further response on 14 August 2024 
– in progress  
A successful Justice Health 
&Forensic Mental Health Network 
(JH&FMHN) led peer support 
program has been rolled out at the 
Metropolitan Reception and Remand 
Centre and John Morony Correctional 
Centre. Corrective Services NSW 
(CSNSW) and JH&FMHN are having 
preliminary discussions with a view to 
rolling out a peer support program in 
a women’s correctional centre in 
greater Sydney. 
 
2. Not supported – Completed 
 
There is limited utility in refitting or 
decommissioning Cell 05 and others 
in F Wing at Silverwater Women’s 
Correctional Centre. The majority of 
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cell when she 
placed a sheet 
around her 
neck and 
attached it to a 
shower rail, 
which was a 
prominent 
hanging point 
in her cell. 
Kerry had only 
been in custody 
for a short 
period and was 
subject to 
COVID-19 
quarantine 
protocols. Her 
death was 
intentionally 
self-inflicted. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

‘normal discipline’ cells across all 
areas of the correctional centre are 
of similar design to F wing where 
inmates have free access to an 
outdoor area. This unusual cell 
design was considered contemporary 
at the time of construction and 
refitting these cells to be anti-
ligature would be extremely difficult, 
or impossible to achieve whilst 
retaining unregulated access to the 
open-air balconies that allow female 
inmates to maintain verbal and visual 
contact with other inmates. Normal 
discipline cells including F Wing, are 
designed to house female inmates 
who have not been assessed at risk 
of suicide or self-harm. CSNSW’s 
focus is on having sound risk 
management protocols and removing 
the inmate from the normal cell 
environment if they present a risk to 
themselves. Had Ms Knight been 
identified as at risk during the time of 
her incarceration, she would have 
been immediately relocated to a 
camera or assessment cell. Cells 
housing inmates who may be at 
higher risk of suicide or self-harm are 
being prioritised by CSNSW for 
refitting for the removal of hanging 
points and in FY2022/23 $6M was 
allocated in the NSW State Budget 
for this purpose. The induction cells 
at Silverwater Women’s have been 
prioritised for refitting as part of this 
program and are planned to 
commence November and December 
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3. That further consideration is 

given to initiatives that would 
alleviate boredom and isolation 
for inmates kept in COVID-19 
quarantine, including but not 
limited to allowing immediate 
access to telephone services 
(irrespective of financial issues), 
increased time out of cells and 
recreational activities. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

2022. Furthermore, CSNSW is 
currently preparing its future 
infrastructure strategy for Greater 
Sydney which will be finalised in 
2023. The strategy will include 
consideration of the redevelopment 
of the Silverwater correctional 
complex including Silverwater 
Women’s Correctional Centre. 
 
 
 
 
3. Partially Supported – Completed 
 
Response from OMP 17/11/22 -In-Cell 
Activities are a collection of activity 
workbooks, activity sheets and 
activity packs that have been 
designed to provide inmates with 
tools to explore their individual risk 
factors. The In-Cell Activities are 
self-directed and tie into the process 
and language of the various suite of 
offender programs and reinforce 
and/or supplement program and case 
management activities. 
Getting EQUIP’d Activity Books help 
inmates to explore their thoughts 
and feelings and encourage self-
reflection. The activity books are 
comprised of self-reflective activities 
drawn from the EQUIPS suite of 
programs. The Getting EQUIP’d 
Activity Books are not offence-
specific. The activity books introduce 
the notion of change and the 
difficulties associated with change, 
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whilst asking inmates to think about 
the individual pathways they have 
taken. They encourage the inmate to 
identify goals and any barriers that 
might need to be addressed to 
achieve their goals. Each of the five 
activity books contains an estimated 
one week’s worth of activities. All 
inmates (sentenced and remand) are 
eligible to receive these activity 
packs. Getting EQUIP’d Addiction 
and Getting EQUIP’d Domestic & 
Family Violence Activity Sheets are 
needs specific and are suitable for 
provision to inmates who have been 
assessed as needing assistance with 
addiction issues and/or who have 
need of domestic and/or family 
violence intervention. This may 
include current or previous charges 
or sentences. The Getting EQUIP’d 
Addictions suite is comprised of 21 
activity sheets. The Getting EQUIP’d 
Domestic & Family Violence suite is 
comprised of seven activity sheets. 
The Getting EQUIP’d Addiction and 
Getting EQUIP’d Domestic & Family 
Violence Activity Sheets support 
inmate’s needs in the following areas: 
 
1. Addiction 
2. Adjustment and coping/wellbeing 
3. DFV and relationships, 
4. Communication; and 
5. Reintegration 
 
Psychology information packs are 
available for provision to inmates 
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4. That CSNSW review its 

processes to ensure that a record 
is made when there is a knock up 
call that requires attendance at a 
cell by CSNSW, and/or a request 
to be made for the attendance by 
JHFMHN. 
 

who are deemed in need of specific 
non-urgent Psychology services. 
Psychology activity packs will align 
with a psychological wellness need 
 
4. Completed 
 
This recommendation is considered 
complete by Corrective Services 
NSW (CSNSW). The Custodial 
Operations Policy and Procedures 
(COPP) 5.5 Cell security alarms 
amendments were published on 11 
March 2024, with the inclusion of the 
response and recording of cell call 
alarms by CSNSW staff. 
 

To Justice Health and Forensic 
Mental Health Network (JHFMHN) 
 
 
 
 

1. That consideration is given to 
making it a requirement to scan 
and upload any patient self-
referral form (PSRF) into the 
patient’s electronic medical 
record. 

 
 
 
 
 
 
 
 
 
 
 
2. That consideration is given to 

amending Justice Health Policy 
1.225 “Health Assessments in 
Male and Female Adult 

Recommendation 1 
 
NSW Health supports this 
recommendation.  
 
The Justice Health Forensic Mental 
Health Network has advised that 
placing all patient records in one 
location helps to optimise quality 
care delivery and enhance patient 
outcomes. Once implemented, 
Justice Health will remind clinicians 
that the form is located on their 
intranet and will ensure the Justice 
Health patient self-referral policy is 
updated accordingly. 
 
Recommendation 2 
 
NSW Health supports this 
recommendation.  
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Correctional Centres and Police 
Cells” to include at 3.2.1 a 
requirement for the nurse 
conducting the RSA to undertake 
a review of the medical records. 
The following wording could be 
considered: 

 
Where possible, the RN or EN 
should undertake a review of any 
recent medical records held by 
Justice Health in relation to the 
patient, particularly in 
circumstances where the patient 
is not responding or 
communicative or where 
information received during the 
assessment is inconsistent with 
any active or inactive PAS alerts or 
health conditions. 

 
3. That JHFMHN review its 

processes for recording verbal 
requests received from CSNSW 
for attendance on an inmate in 
relation to a medical issue. 

 

 
Improvements in reception screening 
will support patient safety through 
better clinical communication 
sharing and goal setting. The Justice 
Health Forensic Mental Health 
Network will progress the 
recommended amendments to the 
Justice Health Policy 1.225 Health 
Assessments in Male and Female 
Adult Correctional Centres and 
Police Cells. 
 
 
 
 
 
 
 
 
 
Recommendation 3 
 
NSW Health supports this 
recommendation.  
 
A structured communication process 
between the Justice Health Forensic 
Mental Health Network and 
Corrective Services NSW regarding 
attendance on an inmate in relation 
to a medical issue is essential to 
meeting patient care needs. Justice 
Health will continue to progress the 
review of communication processes, 
documentation, and policy 
documents relevant to verbal 
requests from Corrective Services 
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NSW. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

‘LAK’  
 
2018/00276
778 

Hearing: 23 – 
26 May 2022 
 
Findings: 26 
August 2022 
 
Coroner’s 
Court of New 
South Wales 
 
Magistrate 
Carolyn 
Huntsman, 
Deputy State 
Coroner 

Identity: LAK 
 
Date: 9 
September 
2018 
 
Place: GROW 
Community 
Residential 
Rehabilitation 
Centre at West 
Hoxton in 
Sydney. 
 
Cause of death: 
Hanging. 
 
Manner of 
death: Suicide. 
 

NSW Ministry of Health 
 
 
 

That the Minister for Health forward 
these Reasons for Decision to those 
in government who are responsible 
for considering the government 
response to the Special Commission 
of Inquiry into Crystal 
Methamphetamine and other 
Amphetamine-type Stimulants (the 
ICE inquiry) – to further inform the 
consideration of the 
recommendations of the ICE Inquiry, 
and specifically recommendations 
58 and 63 of that Inquiry:. 
 
Recommendation 58 That the NSW 
Government partner with Aboriginal 
communities and Aboriginal 
community controlled health 
services to urgently develop and to 
significantly increase the availability 
of local specialist drug treatment 
services that are culturally 
respectful, culturally competent and 
culturally safe to meet the unique 
needs of Aboriginal people.  
 
Recommendation 63 That the NSW 
Government provide new specific 
funding and support to primary care 
Aboriginal community-controlled 
health services to build service 
capacity and staff skills to meet the 
needs of clients and communities 

NSW Health supports this 
recommendation.  
 
The Deputy State Coroner's Reasons 
for Decision can be considered in the 
implementation of the NSW 
Government's response to the 
Special Commission of Inquiry into 
the Drug Ice ('Ice Inquiry'), which was 
published on 21 September 2022.  
 
The importance of providing 
culturally safe alcohol and other 
drug (AOD) services was highlighted 
in the Ice Inquiry report and its 
recommendations. Culturally safe 
AOD services will be provided as part 
of the implementation of the NSW 
Government's response to the Ice 
Inquiry. Aboriginal people were 
identified as a key priority population 
in the recommendations of the Ice 
Inquiry and in the NSW Government's 
response.  
 
The Deputy State Coroner 
specifically refers to 
recommendations 58, 59, 63, 64 and 
65 of the Ice Inquiry as relevant to 
the findings of the Inquest. These 
recommendations relate to 
increasing the availability of local 
specialist services that are culturally 
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affected by drug use. 
 
The findings of this inquest are 
relevant to recommendations 59, 64 
and 65 of the ICE Inquiry: 
 
Recommendation 59 That in 
implementing Recommendation 2 
from the 2018 report of the NSW 
Parliamentary Inquiry into the 
provision of drug rehabilitation 
services in regional, rural and remote 
NSW, which recommends in part that 
the NSW Government significantly 
increase funding to drug and alcohol-
related health services, the NSW 
Government ensure that the 
provision of specific services for 
Aboriginal people meets the unique 
needs of Aboriginal people.  
 
Recommendation 64 That the NSW 
Government enhance existing 
strategies to increase and retain the 
number of Aboriginal people working 
in agencies and organisations that 
provide support and treatment to 
Aboriginal people affected by AOD 
[alcohol and other drugs], including 
by implementing the following: 
• scholarships for Aboriginal Health 
Workers to train in AOD treatment 
• Recommendation 11 of the 2017 
NSW Parliamentary Inquiry into the 
provision of drug rehabilitation 
services in regional, rural and remote 
NSW, that ‘the NSW Government 
investigate the efficacy of 

safe; increasing funding for 
community-controlled health 
services; increasing and retaining 
Aboriginal people working in 
organisations (including traineeship 
programs); and enhancing cultural 
competency across agencies.  
 
All the recommendations cited were 
supported by the NSW Government.  
The NSW Government's response 
also includes a focus on improving 
staff and service capacity to respond 
more effectively to the needs of 
people with co-occurring AOD and 
mental health issues, including clear 
referral pathways and more 
integrated models of care. 
 
As part of the NSW Government's 
response to the Ice Inquiry, $500 
million over four years has been 
allocated for both Health and Justice 
initiatives. Support for Aboriginal 
people includes:  
 
• $163.8 million to increase and 
enhance access to evidence-based 
prevention, treatment, support and 
early intervention services, especially 
in rural and regional areas, for 
Aboriginal people and people with 
co-occurring mental health issues.  
$96.2 million to provide more 
integrated and coordinated 
approaches to care, creating a more 
connected service system, including 
partnerships with Aboriginal 
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establishing a scheme to establish a 
full-time local Aboriginal trainee 
position alongside every skilled 
position recruited in areas with a 
significant Aboriginal population’. 
 
Recommendation 65 That the NSW 
Government ensure that staff of all 
agencies provide services and care to 
Aboriginal people that are culturally 
respectful, culturally competent and 
culturally safe. 
 
 

Community Controlled Health 
Services and mental health services.  
• $11.7 million to enhance digital 
capability and virtual healthcare 
(prioritising improving access in 
regional/rural).  
$66 million to expand the alcohol 
and other drug workforce, including 
prioritising the Aboriginal workforce 
and establishing traineeship 
positions. 
• $20.2 million to improve the use of 
data (including Aboriginal specific 
research/data development). 
$141.1 million to expand justice 
initiatives including funding for: the 
Magistrates Early Referral Into 
Treatment program ($35.1 M); Circle 
Sentencing ($4.2M); Justice 
Reinvestment ($9.8M); the Youth 
Koori Court ($5.8M); and the Drug 
Court, including the use of an 
Aboriginal list ($82M). 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Andrea 
LESTER  
 
2018/0019064
7 

Hearing: 14-18 
November 
2022  
 
Findings: 21 
December 
2022 
 
Coroners 
Court of NSW, 
Lidcombe 
 
Deputy State 
Coroner 
Magistrate 
Kennedy   
 

Identity of 
deceased  
The person who 
died is Andrea 
Lester  
 
Date of death  
Andrea Lester 
on 19 June 2018  
  
Place of death  
Andrea Lester 
died at 
Wollongong 
Hospital, 
Wollongong 
NSW 
 
Cause of death  
Andrea Lester 
died as a result 
of a hypoxic 
brain injury 
related to 
tracheostomy 
complications 
in form of 
airway 
occlusion from 
sputum 
plugging 
and/or tube 
dislodgment 

Illawarra Shoalhaven Local Health 
District (LSLHD) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Recommendation 1  
That the role of the Intensive Care 
Unit (ICU) Consultants (or 
representatives of ICU on the 
Tracheostomy Review Team) – as set 
out in the ‘ISLHD Tracheostomy 
Review Team – Terms of Reference’ 
(November 2022) – must include a 
requirement to attend a bedside 
Multi-Disciplinary Team review on 
patients who have tracheostomies on 
outlying wards (such as Ward C4 
West - Neurological and 
Neurosciences Ward) (Ward C4 
West) as necessary. 
 
Recommendation 2  
That the role of Ear, Nose and Throat 
(ENT)/Head & Neck (ENT/H&N) 
Clinical Nurse Specialist (CNS) 2 
role, in the ISLHD be increased from 
a part-time to a full-time position 
(ongoing). 
 
Recommendation 3  
That the Executive Director of 
Nursing and Midwifery Services will 
ensure that the nursing staff who are 
available to provide care for patients 
with a tracheostomy in Ward A5, 
Ward C4 West, and any other wards 
within the Wollongong Hospital 
(other than ICU) who have 

By letter received by The Hon Ryan 
Park MP (Minister for Health) on 21 
June 2023: 
 
Recommendation 1  
 
ICU Consultants and Ear, Nose and 
Throat Registrars attend weekly 
Tracheostomy Review Team 
meetings where all patients with 
tracheostomies are reviewed and 
discussed as required. The Terms of 
Reference stipulate the 
Tracheostomy Review Team is to 
identify and discuss all inpatients 
with a tracheostomy and decide if a 
bedside Multi-Disciplinary Team 
review is required to guide 
management of the tracheostomy.  
 
If the Tracheostomy Review Team 
confirm a bedside Multi-Disciplinary 
Team (MDT) is warranted the 
Tracheostomy Review Team attends 
the patient's bedside as an MDT to 
clinically assess the patient and to 
provide a plan for the management 
and weaning of the tracheostomy 
tube.  
 
Additionally, the Clinical Nurse 
Specialist (CNS 2) Head & Neck is 
the lead coordinator-of patient care 
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Manner of 
death  
The manner of 
Andrea Lester’s 
death was 
complications 
of 
tracheostomy 
care.   

tracheostomy patients, are 
competent in tracheostomy 
management and, in doing so, will 
have regard to competency 
assessments undertaken by the 
ENT/H&N CNS 2. 
 
Recommendation 4  
That the Executive Director of 
Nursing and Midwifery Services will 
ensure the Nurse Unit Managers are 
aware of the obligation to ensure 
that the nursing staff rostered and 
allocated to care for patients with a 
tracheostomy in Ward A5, Ward C4 
West and any other wards within the 
Wollongong Hospital (other than ICU) 
who have tracheostomy patients are 
competent in tracheostomy 
management. 
 
Recommendation 5  
That recommendations (1) to (4) be 
actioned as a matter of urgency, 
given the significant clinical risk 
associated with tracheostomy 
management on outlying wards (such 
as Ward C4 West) that do not 
frequently have such patients. 
 
Recommendation 6 
That the Chief Executive of the 
Illawarra Shoalhaven Local Health 
District give consideration to the use 
of appropriate equipment for 
constant monitoring of oxygen levels 
with alarm systems when weaning 
tracheostomy patients who have 

for tracheostomy management to 
ensure timely escalation as needed 
and communication with all teams of 
changes in patient management 
plans. On weekdays during business 
hours the CNS 2 Head & Neck 
monitors all airway and major flap 
patients across the hospital and 
undertakes daily bedside reviews for 
patients on Ward C3 West (formerly 
A5) and daily or second daily reviews 
for patients on Ward C4 West, 
depending on patient acuity. The 
CNS 2 Head & Neck provides 
information to afterhours Managers 
and the hospital Executive on call 
regarding tracheostomy patients to 
ensure their awareness of these 
patients after hours and on 
weekends.  
 
Further, the ICU Liaison Clinical 
Nurse Consultant is aware of all 
anterior neck airway patients in the 
general wards. After hours and 
weekend escalation is directed to the 
ICU Liaison Clinical Nurse Consultant 
and after hours Clinical Nurse 
Educators.   
 
Recommendation 2 
 
The Wollongong Hospital CNS 2 
Head & Neck position is confirmed as 
a full-time appointment. 
 
Recommendation 3 
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decreased levels of consciousness or 
cognitive impairment. 

Staff in Wards C4 West and C3 West 
(formerly A5) completed an 
education package and an annual 
competency assessment facilitated 
by both the Clinical Nurse Educator 
and CNS 2 Head & Neck. 
 
Compliance rates are monitored for 
C4 West and C3 West staff, with 
plans in place to onboard new staff. 
To ensure relevant staff in other 
wards are competent, a Nursing and 
Midwifery district-wide skills 
competency framework, education 
and training package have been 
developed. 
 
Recommendation 4 
 
ISLHD advises patients requiring 
tracheostomy management outside 
of ICU are prioritised to be cared for 
in C3 West (formerly A5} and C4 
West/Neuro High Intensity Unit. Staff 
on these wards have undergone 
training. Nurse Unit Managers are 
aware of their obligation and roster 
staff who have completed their 
competency assessment to care for 
tracheostomy patients.  
 
If a patient with a tracheostomy 
needs to be cared for in an 
alternative ward/ specialty, the 
competency assessed nursing teams, 
clinical nurse educators, Clinical 
Nurse Specialist and allied health 
teams would support the hosting 
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ward teams, with the priority plan to 
safely transfer the patient to C3 
West or C4 West as soon as possible. 
Hospital after hours management 
teams are aware of the clinical risk 
requirements for tracheostomy 
patients and the priority of 
transferring to C3 West and C4 West. 
 
Recommendation 5 
 
ISLHD advises implementation of 
recommendations 1 to 4 has been 
prioritised. 
 
Recommendation 6 
 
Wards C4 West/ Neuro High Intensity 
Unit and C3 West (formerly A5} have 
portable Pulse Oximetry available to 
monitor of oxygen levels for patients.  
 
In addition, a review of Ward C3 West 
physical infrastructure is in progress 
to determine modifications needed to 
mirror the layout of C4 West/NHIU. 
The proposed modifications include 
creating a 6-bed surgical special 
care area. It is intended that the 
surgical special care area would be 
staffed with a nursing ratio of 1:3 
providing closer clinical supervision 
and management of higher acuity 
surgical patients, including patients 
with airway concerns. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Rachel 
MARTIN 
 
2017/00336
274 
 

Hearing: 19- 
29 April 2022 
 
Findings: 21 
October 2022 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 
 
 

Identity: 
 
The person who 
died was 
Rachel Anne 
Martin. 
 
Date of death: 
 
She died on 5 
November 
2017. 
 
Place of death: 
 
She died at M1 
Pacific 
Motorway near 
Cameron Park. 
 
Cause of 
death: 
 
She died from 
multiple 
injuries 
sustained when 
she was hit by a 
truck on the M1 
Pacific 
Motorway. 
 
Manner of 

SNAP Programs 
Ltd 

It is recommended that SNAP: 
 

1. Review, amend, or draft a staffing policy 
addressing hours an employee may work. It is 
recommended that the policy prevent any 
employee being rostered on for a period in 
excess of a double shift. A double shift 
represents two 8 hour shifts or in the 
alternative, a sleep over shift (where the sleep 
hour shift is not more than 4hrs + 8hrs sleep + 
4hrs) plus a further 8 hour shift, without a 10 
hour break between the double shift and the 
next shift, or as recommended by an expert in 
the area. It is understood that such a review 
would take into account the particular 
circumstances of staffing levels at camps and 
allow for exceptional circumstances. 

 
2. To support a comprehensive understanding of 

any relevant regulations and the above 
developed staff rostering policy, it is 
recommended SNAP seek the support of an 
independent third-party advisor to: 

 
a) Deliver a session to the senior executive 

to understand broader risk implications in 
relation to staffing levels and related 
policies, legislative and regulatory 
requirements; 

b) Assess the appropriateness of the policy 
drafted in response to recommendation 
(1); and 

a) Deliver a workshop to staff and management 

Awaited.  
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death: 
 
Rachel’s death 
occurred while 
attempting to 
prevent harm to 
Riley Shortland. 
At the time of 
her death 
Rachel was an 
employee of 
SNAP, an 
organisation 
which was 
providing Riley 
with respite 
care. Rachel 
ran onto the 
motorway in an 
attempt to 
catch Riley who 
had exited their 
vehicle. 

to understand the risks around the associated 
policies and the failure to adhere to them. 

 
3. Develop a policy to address a process for 

staff to elevate concerns regarding staffing 
challenges, with such process to be 
independent of executives and managers; 

4. Ensure that training in the character of PART, 
or similar training, become a part of a cyclic 
refresher training program delivered by SNAP 
to staff and to new employees as soon as 
practicable after completing their probation 
period. 

 
5. Update its transport policy to include the 

following: 
 

a) The transport driver should be provided 
with the details of an available contact 
person (hereafter referred to as ‘support 
person’) who can attend on the vehicle 
during that period of transport; 

b) Save for emergencies, a driver 
transporting a child or young person alone 
should not exit the vehicle whilst on a 
motorway, highway, or major public 
transport corridor. Where there is a need 
to pull over, such as where a child or 
young person is presenting a risk to safe 
driving or is a risk to other persons in the 
vehicle or themselves, emergency 
services or a support person should be 
contacted to assist in the safe access of 
the child or young person; 

c) Save for emergencies, whilst on a 
motorway, highway, or major public 
transport corridor, a driver transporting a 
child or young person alone should not 
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open the vehicle’s door to access the child 
or young person. Where there is a need to 
pull over and obtain access to the child in 
the vehicle, such as where a child or 
young person is presenting a risk to safe 
driving or is a risk to other persons in the 
vehicle or themselves, emergency 
services or a support person should be 
contacted to assist in providing safe 
access the child or young person. 

d) Where there is a need to pull over and 
obtain access to the child in the vehicle, 
such as where a child or young person is 
presenting a risk to the safe driving, or a 
risk to other persons in the vehicle or 
themselves, emergency services or a 
support person should be contacted to 
assist in providing safe access the child or 
young person. 

FUTURE – 
Next 
response 
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TOP 
 
Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Carley 
METCALFE 
 
2017/36242
4 

Hearing: 16 to 
18 March 
2020, 14 to 15 
July 2020 and 
22, 24 and 
26 March 
2021. 
 
Findings: 25 
February 
2022 
 
Byron Bay 
Local Court 
 
State 
Coroner, 
Magistrate 
Teresa 
O’Sullivan 

Carley 
Metcalfe died 
between 3 
November 2017 
and 29 
November 
2017.  
 
The cause of 
Carley’s death 
is unable to be 
determined.  
 
While the exact 
date of death 
cannot be 
determined, the 
findings are 
that Carley was 
alive for a 
number of 
weeks after she 
disappeared on 
3 November 
2017.  
 
The place of 
death was in or 
around 
Mullumbimby, 
NSW. 
 
The cause and 

The Commissioner 
of Police, NSW 
Police Force 

(1) That the Missing Persons Registry (“MPR”) 
consider 
amending the definition of “missing person” in the 
Missing Persons Standard Operating Procedures (“MP 
SOPs”) to make it clear that no particular form of 
words need be used by an informant when reporting a 
missing person. If it is communicated to police that a 
person cannot be located and there are concerns for 
their safety and welfare, that person is a missing 
person. 
 
(2) That the MPR consider amending the MP SOPs to: 
 
(a) Require that police attempt to identify, and obtain 
and safely store the last known CCTV footage of a 
missing person as a matter of course within the first 
48 hours of a missing persons investigation. 
 
(b) Make clear that CCTV footage is a valuable 
resource 
in a missing persons investigation, even if its forensic 
significance is not immediately apparent and/or 
there may not be human resources to view the 
footage immediately. 
 
(c) Include “identify any obtain any potentially 
relevant 
CCTV footage” in the mandatory maximum 
investigation timeframes for the Officer in Charge of 
an investigation, ideally within 48 hours. 

Recommendation 1 – Supported  
 
The NSW Police Force has addressed 
this recommendation in the 2022 
version of the Missing Persons, 
Unidentified Bodies & Human 
Remains SOPS which was updated 
and contains a new chapter that 
expands on the current definition, 
clarifying what a missing person is 
and when a report should be taken.  
 
Recommendation 2(a) – Supported in 
principle 
 
The updated SOPs include a new 
chapter which addresses the 
recommendation for collection and 
review of CCTV at the earliest 
opportunity, as a primary objective to 
establish the last known movements 
of any missing person.  
While the CCTV review may happen 
within the first 48 hours, in many 
circumstances police may not have 
relevant or immediate information to 
locate and review CCTV footage, such 
as when the locations frequented by 
the person before they went missing 
are unknown, or where there is a 
difficulty in obtaining the CCTV from 
various sources.  
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manner of 
Carley’s death 
Is unable to be 
determined.  
 

Recommendation 2(b) – Supported  
 
This recommendation has been 
adopted.  
 
Recommendation 2(c) – Supported in 
principle 
 
The current (2022) SOPS place 
significant emphasis on the capture 
and review of CCTV evidence for 
missing person investigations with 
the CCTV footage to be collected at 
the earliest opportunity.  
However, imposing a maximum 48 
hour timeframe may be impractical in 
some circumstances, for example 
when the such as when the  
locations frequented by the person 
before they went missing are 
unknown, or where there is a 
difficulty in obtaining the CCTV from 
various sources.  

The Northern NSW 
Local Health 
District 

(1) That the Northern NSW Local Health District 
(“NNSW LHD”) ensure that the summary document 
page on HealtheNet includes information that easily 
identifies a mental health patient’s past admissions, 
any psychiatric diagnoses, any mental health-related 
incidents (including incidents of violence, or self-
harm/suicide attempts), and any other relevant 
information that may be significant for an assessing 
clinician to know when undertaking an assessment 
within the Emergency Department or elsewhere. 
 

By letter from Brad Hazzard, 
Minister for Health, received on 20 
October 2022. 
 
Four recommendations are 
supported and the District has put in 
place alternate actions in relation to 
one recommendation. 
 
Recommendation 1 
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(2) That the NNSW LHD consider expanding the 
scanning project within NNSW LHD to cover all 
hospitals and medical centres in the LHD, so that 
paper records for mental health patients so that they 
are available as part of the Electronic Medical 
Records System. 
 
(3) That the NNSW LHD: 
 
(a) formalise, whether by way of a written procedure 
or 
similar, the practice of inpatient mental health units 
and community mental health services obtaining 
medical records and any assessment reports from 
the Justice Health and Forensic Mental Health 
Network and where appropriate from any other 
available source (including a court or legal 
practitioner) in circumstances where a 
consumer/patient has been psychiatrically assessed 
whilst in custody, and the medical records and 
assessment reports are likely to be of clinical 
relevance; and 
 
(b) take measures to press for those records to be 
scanned or otherwise made easily available 
electronically to clinicians. 
 
(4) That the NNSW LHD introduce the use of instant 
saliva based testing for the detection of illicit drug 
use by mental health clinicians within NNSW LHD 
emergency departments and elsewhere as required. 
 
(5) That the NNSW LHD assess and determine the 
need for a Psychiatric Emergency Care Centre at 
Lismore Base Hospital. 

The District Mental Health Alcohol 
and Other Drugs (MHAOD) service 
consulted with the District Chief 
Information Officer in relation to 
Recommendation 1. Relevant 
information is accessible on 
HealtheNet, if it has been 
documented and made available in 
the electronic systems from which 
HealtheNet draws its information.  
 
MHAOD Services will ensure training 
is provided to clinicians on the use of 
HealtheNet. Local processes will be 
implemented to ensure HealtheNet is 
accessed for all new mental health 
admissions. MHAOD Services will 
audit the summary document page on 
HealtheNet in May 2023 to determine 
effectiveness of training and use of 
HealtheNet. 
 
Recommendation 2  
 
To date, the Tweed Hospital has 
implemented their scanning project, 
with a view to extend to all sites in 
NNSWLHD. The Executive Directors 
have given in principle approval for a 
proposed brief to expand scanning 
across the district, and Mental Health 
Alcohol and Other Drug (MHAOD) 
supports this proposal.  
 
A gap analysis of clinical forms is 
being undertaken at Lismore to 
understand which State and district 
or local forms are being used. The 



 98 

work is being led by a scanning 
project team. An audit will determine 
all clinical forms currently in use. 
Lismore MHAOD Services, working 
with the scanning project team, has 
commenced an initial review of paper 
forms. 
 
Recommendation 3 
 
The MHAOD Services Director 
engaged Justice Health and Forensic 
Mental Health Network (JHFMHN) on 
24 June 2022 in relation to 
Recommendation 3. MHAOD will work 
with JHFMHN to formalise Mental 
Health Services obtaining JHFMHN 
records where a patient/consumer 
has been assessed as having a 
serious/enduring mental illness and 
consequently psychiatrically 
assessed in custody, and that the 
records may be of clinical relevance.  
 
MHAOD will review their quarterly 
meetings between senior members of 
the Mental Health Service and 
JHFMHN to use that forum to 
enhance collaboration to engage 
leaders and support implementation 
of this recommendation. 
 
Recommendation 4 
 
NNSWLHD acknowledges the 
recommendation to introduce saliva 
based testing, although NNSWLHD 
proposes alternate action. NNSWLHD 
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will ensure that appropriate and 
timely use of urine drug screening is 
embedded and will raise awareness 
of, and access to the NSW Health 
Mental Health for Emergency 
Departments: A Reference Guide to 
guide clinicians.  
The NSW Health Mental Health for 
Emergency Departments: A 
Reference Guide states that relevant 
investigations to exclude organic 
causes or co-morbidities are 
essential.  
 
NNSWLHD has advised that urine 
drug screening is the test of choice 
requested by Medical Officers when 
seeking to confirm use of substances 
by a patient when being assessed in 
the Emergency Department. 
NNSWLHD is of the view that it is 
safer for patients to ensure that the 
existing Reference Guide regarding 
urine drug screening is 
comprehensively implemented and 
monitored, than to introduce an 
additional method of drug screening. 
 
Recommendation 5 
 
NNSWLHD is undertaking a Health 
Care Services Planning process. A 
MHAOD working party will consult 
with a Senior Health Service Planner 
from May to December 2022 to 
assess service requirements for the 
next 5 years. The need for a PECC at 
Lismore Base Hospital will be 
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reviewed as part of this process. 
Considerations will include consumer 
demand and suitability for PECC 
admission, how a PECC model could 
improve access to assessment and/ or 
treatment, physical infrastructure 
and workforce capacity. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Mervyn 
Douglas 
MORGAN 
 
2020/00004 
795 
 

Hearing: 11-12 
October 2021 
 
Findings: 24 
November 
2022 
 
NSW State 
Coroner's 
Court, 
Lidcombe 
 
Magistrate C 
Forbes, 
Deputy State 
Coroner 

Mr Mervyn 
Douglas 
MORGAN died 
on 5 January 
2020 at the 
Prince of Wales 
Hospital, NSW 
from 
complications 
of viral liver 
cirrhosis.  
 
He died as a 
result of 
natural causes 
while in the 
lawful custody 
of Corrective 
Services NSW. 

the Chief Executive Officer, Justice 
Health and Forensic Mental Health 
Network 

Recommendation 1 
 
that the standard paperwork utilised 
when transferring patients, 
incorporate a specific check for 
indicating whether a patient has an 
advance care directive or 
resuscitation plan in place. 

Recommendation – Supported 
 
Justice Health NSW has reviewed the 
current transfer process and 
identified an opportunity to improve 
documented communication for 
advance care directives or 
resuscitation plans.  
 
The Justice Health NSW transfer 
procedure eForm was updated on 5 
April 2023 to include 
acknowledgement of when a patient 
has an advance care directive or 
resuscitation plan in place.  
 
On 2 March 2023, prior to the change 
to the eForm, Justice Health NSW 
reminded all staff of their obligations 
in relation to advance care directive 
or resuscitation plans. 
Communications to Justice Health 
staff in March and April are attached. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Mark 
MURPHY 
 
2015/52737 

Hearing: 31 
January 2022, 
1 to 4 
February 
2022 
 
Findings: 1 
July 2022 
 
Coroners 
Court of New 
South Wales, 
Lidcombe 
 
Magistrate 
Derek Lee, 
Deputy State 
Coroner 

Mark Murphy 
died on 20 May 
2015 at Albury 
Base Hospital, 
East Albury 
NSW 2640.  
 
The cause of 
Mark’s death 
was global 
cerebral 
hypoxia due to 
cardiac arrest 
and drowning, 
with bilateral 
bronchopneum
onia being a 
significant 
condition 
contributing to 
Mark’s death 
but not relating 
to the condition 
causing it.  
 
Whilst 
attempting to 
perform an 
underwater 
diving task of 
righting an 
overturned 
workbench it is 

the Executive 
Director, Australian 
Divers 
Accreditation 
Scheme (ADAS) 

1. That ADAS review how the structure and 
operation of the ADAS Occupational SCUBA 
to 30m (Part 1) Course by Professional Divers 
Training Academy verifies that a trainee diver 
has obtained any necessary medical 
certificate prior to commencing any diving 
(including any chamber dive) during a course. 

 
2. That ADAS give consideration to whether 

applicants for the ADAS Occupational SCUBA 
to 30m (Part 1) Course should be required to 
provide the contact details for their treating 
medical practitioner (if any) when completing 
any medical questionnaire for the purpose of 
seeking certification of fitness to dive. 

 
3. That ADAS review how the structure and 

operation of the ADAS Occupational SCUBA 
to 30m (Part 1) Course by Professional Divers 
Training Academy (a) provides for daily risk 
assessments to be performed prior to every 
dive; and (b) ensures that trainee divers fully 
understand all the steps to perform a dive 
task safely. 

 
4. That ADAS review how the structure and 

operation of the ADAS Occupational SCUBA 
to 30m (Part 1) Course by Professional Divers 
Training Academy ensures that documented 
risk assessments are conducted to determine 
whether a standby diver can effectively and 
safely provide cover for a particular number 
of trainees at once, under the circumstances 

Awaited.  
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most likely that 
Mark’s full face 
mask 
accidentally 
became 
dislodged 
(although the 
precise 
mechanism of 
dislodgement is 
not clear) 
resulting in 
sudden facial 
exposure to 
cold water 
causing 
physiological 
stress and 
triggering a 
diving reflex, 
followed by 
hypoxia leading 
to drowning 
(respiratory 
impairment due 
to submersion) 
and cardiac 
arrest. 

pertaining at a particular dive site. 
 

5. That ADAS review how the structure and 
operation of the ADAS Occupational SCUBA 
to 30m (Part 1) Course by Professional Divers 
Training Academy ensures that (a) accurate 
records are kept in relation to the number of 
dives performed by trainee divers; (b) 
minimum surface intervals between dives are 
accurately recorded; and (c) trainee divers are 
given repeated exposure to the full dive 
experience, in accordance with the ADAS 
Course Requirements Manual. 

 
6. That ADAS give consideration as to whether 

the ADAS Administration and Operation 
Procedures Manual should be amended to 
explicitly require that prior to a standby diver 
being used for the first time in any course, a 
standby diver simulated rescue drill is to be 
conducted so that the standby diver’s current 
fitness to perform the role can be assessed 
and verified. 

 
7. That ADAS review how the structure and 

operation of the ADAS Occupational SCUBA 
to 30m (Part 1) Course by Professional Divers 
Training Academy ensures that a diver’s 
attendant is not assigned or performing any 
other task which would interfere with the 
duties of the diver’s attendant. 

 
8. That ADAS review how the structure and 

operation of the ADAS Occupational SCUBA 
to 30m (Part 1) Course by Professional Divers 
Training Academy appropriately assesses the 
degree of task loading for a trainee diver prior 
to the trainee driver performing a task which 
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introduces new competencies and/or 
requirements. 

 
9. That ADAS ensure that the changes made in 

its 29 July 2015 notification are reflected in 
any updates to the ADAS Training 
Management System if such updates have not 
already occurred. 

 
10. That ADAS give consideration as to whether 

the change made it its 29 July 2015 
notification requiring that each diver 
undertaking in-water training must have their 
own and dedicated life line tender/attendant 
requires clarification that the attendant 
should only attend upon one trainee diver at a 
time. 

the Chief Executive 
Officer, Standards 
Australia 

1. That a copy of the findings in the Inquest into 
the death of Mark Murphy be provided to 
Standards Australia for consideration as to 
whether AS2815.1 ought to be amended to 
provide that (a) all standby divers are to carry 
an additional second stage regulator that can 
be deployed in the water to a diver in distress; 
and (b) every scuba diver undertaking in-
water training is to have an alternative second 
stage regulator that can be deployed should 
the primary breathing stage be lost or fail. 

 

Awaited.  

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Lucas 
PEYRET 
 
2019/001765
28 

Hearing: 26, 
27, 28 and 29 
September 
2022 
 
Findings: 26 
October 2022 
 
Coroner’s 
Court of New 
South Wales 
 
Deputy State 
Coroner Erin 
Kennedy 

That Lucas 
Peyret died on 
5 June 2019 of 
hypoxic brain 
injury arising 
from severe 
anaphylactic 
shock due to 
the 
administration 
of 
Sugammadex 
following 
surgery at 
Prince of Wales 
Hospital 
Randwick, 
NSW. 

the Australian and 
New Zealand 
College of 
Anaesthetists 

That the findings of this inquest be referred to both 
the Australian and New Zealand College of 
Anaesthetists to consider further the incidence of 
anaphylaxis from the use of Sugammadex and risk 
management of the same in light of the facts of the 
death of Lucas Peyret. 

Awaited. 

the Therapeutic 
Goods 
Administration 

That the findings of this inquest be referred to the 
Therapeutic Goods Administration to consider further 
the incidence of anaphylaxis from the use of 
Sugammadex and risk management of the same in 
light of the facts of the death of Lucas Peyret. 

 
Awited.  

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Charli 
POWELL 
 
2019/45593 
 
 
 

Hearing: 1-4 
March 2022 
 
Findings: 7 
October 2022 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 

Identity: 
 
The person who 
died was Charli 
Powell.  
 
Date of death: 
  
She died on 11 
February 2019. 
  
Place of death:  
 
She died at 
Freebody Oval, 
Crestwood, 
NSW.  
 
Cause of death:  
 
She died of 
hanging.  
 
 
Manner of 
death:  
Charli’s death 
was 
intentionally 
self-inflicted, in 
the context of 
domestic 
violence. 

NSW Domestic 
Violence Review 
Team (NSWDVRT) 
 

That a copy of these findings be sent to the NSW 
Domestic Violence Review Team (NSWDVRT). 

Awaited. 
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FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Morgan RAE 
 
2020/00783
09 
 

Hearing: 20, 
22, 23 June 
2022 
 
Findings: 4 
November 
2022 
 
Coroners 
Court of New 
South Wales 
at Lidcombe 
 
Magistrate 
Erin Kennedy, 
Deputy State 
Coroner 
 

Identity: The 
person who 
died was 
Morgan Albert 
Rae. 
 
Date of death: 
He died on or 
after 31 January 
2020. 
 
Place of death: 
He died in the 
Bundeena area. 
 
Cause of death: 
Cannot be 
ascertained on 
the available 
evidence. 
 
Manner of 
death: Cannot 
be ascertained 
on the available 
evidence. 

the Commissioner 
of Police 

1.Ensure that the Missing Persons, Unidentified 
Bodies & Human Remains Standard Operating 
Procedures (SOPs) clearly require the following: 
 
a. That for the first five days after a missing person 
investigation commences, one designated officer on 
each shift holds responsibility for the investigation 
and is nominated as the contact officer for family and 
friends of the missing person; 
 
b. That the name and telephone number(s) of the 
contact officer is provided to family or friends of the 
missing person as soon as possible and, if the contact 
officer changes, at the beginning of next relevant 
shift. 

1. Completed  
 
In a letter delivered by email on 13 
April 2023, The NSW Commissioner 
of Police advised that the 2023 
Standard Operating Procedures have 
been updated to reflect the 
recommendations made by Deputy 
State Coroner Kennedy.  

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Alex Jeremy 
RAICHMAN  
 
2018/12778 

Hearing: 19-
29 April 2022  
 
Findings: 21 
October 2021 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 

Alex Jeremy 
Riachman died 
on Sunday 22 
April 2018 on 
train tracks 
near Oatley 
Railway 
Station, NSW.  
 
The cause of 
Alex’s death 
was multiple 
injuries 
sustained when 
he was struck 
by a train on 22 
April 2018.  
 
Alex’s death 
occurred 
because he was 
able to abscond 
through an 
unlocked 
window and 
climb over an 
inadequate 
fence whilst he 
was in respite 
care being 
provided by 
Civic Disability 
Services 

Office of the Children’s Guardian  
 
 

It is recommended that the Office of 
the Children’s Guardian:  
 

a) Consider whether an 
amendment to the definition 
of “substitute residential 
care” (SRC) to capture 
entities providing respite 
care for more than one night 
in any 7-day period would be 
appropriate;  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

a) The OCG is committed to 
ensuring the SSRC regime 
captures all SSRC providers 
to enable far-reaching 
oversight of the sector. The 
OCG intends to propose 
amendments to the Children’s 
Guardian Act 2019 (items [5] 
and [6] of Schedule 5) to 
bring all providers of 
overnight accommodation for 
children, including providers 
of overnight camps, within 
the Children's Guardian’s 
regulatory remit. By 
broadening the scope of 
entities captured, these 
provisions would obviate the 
requirement for the care and 
accommodation to be 
provided for more than 2 
nights in any period of 7 days. 
These proposed amendments 
also honour the 
Government’s in principle 
commitment to implement 
recommendation 7.12 of the 
Royal Commission into 
Institutional Responses to 
Child Sexual Abuse.  
 
If these reform 
recommendations are 
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(“Civic”) at a 
respite home it 
operated, 
located at 46 
Oatley Parade, 
Oatley. He was 
struck by a 
train around 
half an our 
after running 
from the 
property.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

supported, consequential 
amendments will be made to 
ensure that entities providing 
overnight accommodation to 
children:  
• for the purposes of 

respte services or 
behaviour support  

• funded by the National 
Disability Insurance 
Scheme of the 
Commonwealth under the 
National Disability 
Insurance Scheme Act 
2013 

will come into the definition 
of “specialised substitute 
entailntial care” where those 
entities are not the child’s 
parents or relatives and are 
providing food, care and 
other support of a type 
ordinarily provided to 
children in a home 
environment.  
 
In addition, entities providing 
overnight “specialised 
substitute residential care” 
will be captured by the Child 
Safe Scheme and Reportable 
Conduct Scheme. These 
entities will also be captured 
by additional prescriptive 
requirements imposed on 
entities providing specialised 
susbstitute residential care 
to secure compliance with 
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b) Take steps to ensure that 

Civic does not provide SRC or 
“specialised substitute 
residential care” (SSRC) to 
persons under the age of 16 
years.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

the Child Safe Standards. 
These additional regulatory 
requirements are set out in 
the Act and the Children’s 
Guardian Regulation 2022 and 
include a requirement to 
comply with the SSRC Code 
of Practice.  
 
Furthermore, the OGC is 
committed to continuous 
improvement and intends to 
review the effectivements of 
the new SSRC regime, 
including its overarching 
legislation and regulation, in 
due course.  

 
b) My Office have met with Civic 

and an agreement was 
reached that Civic will inform 
the OCG if they intend to 
recommence providing SSRC 
services in the future. Should 
Civic advise the OCG of this, 
it would trigger a 
comprehensive risk 
assessment by the SSRC 
team. Specifically, the OCG 
would undertake a robust 
review of Civic’s policies and 
procedures, an onsite 
monitoring visit if required, 
and ongoing monitoring at an 
appropriate level of risk 
management. In such 
circumstances, Civic’s 
historical failure in its duties 
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and responsibilities as a 
registered VOOHC provider is 
a matter which would inform 
OCG’s monitoring activity – 
including by elevating its risk 
profile and warranting 
increased oversight.  
 
In addition, the OCG is 
considering amendments to 
expand the Children’s 
Guardian’s enforcement 
regime under Part 9A of the 
Children’s Guardian 
Amendment (Child Safe 
Scheme) Act 2021, which 
commenced 1 February 2023. 
This includes amendments to:  
• enable the Children’s 

Guardian to issue a 
compliance notice to a 
child safe organisation 
that is identified requiring 
an unsafe organisation to 
cease providing services 
to children until action is 
taken to reduce identified 
risks to children  

• provide an external right 
of review to a child safe 
organisation that has 
been issued with a 
compliance notice in the 
circumstances set out 
above.  

 
The OCG will seek to exercise 
its enforcement powers in a 
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c) In circumstances where Civic 
seeks to be authorised for 
Statutory Out of Home Care 
as a designated agency, 
consider any findings of this 
inquest and any deficiencies 
in Civic’s provision of past 
VOOHC when making that 
decision; and  
 
 
 
 
 

manner consistent with the 
objects and principles of the 
overarching legislation, which 
begins with capability 
building before escalating to 
coercive action. The OCG’s 
regulatory effort for most 
organisations will be light 
touch, focused on education 
and building on the strengths 
of individual organisations. 
However, the best interests 
of children and their 
protection from harm is 
paramount. In cases of an 
inability of, or refusal by, 
organisations to comply with 
the Child Safe Scheme, the 
Children's Guardian will be 
required to take enforcement 
action to ensure the safety, 
welfare, and well-being of 
children.  

 
c) The purpose of the 

accreditation scheme in NSW 
is to ensure that the rights of 
children and young people 
are upheld, and that children 
and young people will receive 
quality services, regardless 
of where they are placed. To 
be accredited by the OCG, 
the organisation must 
demonstrate that they meet 
the NSW Child Safe 
Standards for Permanent 
Care. 
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At this time, Civic has not 
informed the OCG of any 
intention to apply to be 
accredited to provide 
statutory OOHC. Should Civic 
apply for accreditation, the 
OCG would assess the 
organisation and its 
operations in accordance 
with the accreditation 
scheme. Assessment by the 
OCG would include a review 
of Civic’s policies, procedures 
and records, discussions with 
Civic staff at all levels 
including the board or 
governing authority, and a 
comprehensive on-site 
assessment. It would also 
include consideration by the 
OCG of the findings of this 
Inquest, any deficiencies in 
Civic’s provision of past 
VOOHC and any actions 
taken in response by Civic, in 
determining whether to 
accredit Civic as a designated 
agency. 
 
Furthermore, as 
recommended by the Royal 
Commission into Institutional 
Responses to Child Sexual 
Abuse, the OOHC sector is 
transitioning to the Child 
Safe Scheme. The OCG is 
currently undertaking 
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d) Provide to the appropriate 
Minister a copy of the 
findings of this Inquest. 

consultation with the OOHC 
sector to inform the 
development of new 
regulation requirements. 
Transitioning to the Child 
Safe Scheme is an 
opportunity to further 
strengthen the OCG’s 
regulatory oversight of the 
OOHC sector and align OOHC 
agencies with the best 
practice framework for 
preventing abuse, improving 
responses to abuse, and 
responding to child safety 
risks. 
 

d) A copy of the findings was 
provided to the Minister for 
Families and Communities, 
the Hon. Natasha Maclaren-
Jones MCL, on 21 December 
2022. The OCG will continue 
to keep the Minister informed 
with respect to our work in 
implementing the Coroner’s 
recommendations.  

Civic Disability Services It is recommended to Civic Disability 
Services:  
 

b) That it agrees to a restriction 
that it does not provide SRC 
or SSRC to children and 
young persons under the age 
of 16 years;  
 

c) Devise and roll out a training 
program for staff addressing 

Response awaited 
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the processes available for 
alerting all levels of 
management in Civic of risks 
within the Civic environment, 
including direct contact with 
the CEO.  

FUTURE – 
Next 
response 
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TOP 
 
Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

James Edwin 
ROBERTS 
 
2019/47091 
 

Hearing: 1 
April 2022 
 
Findings: 16 
May 2022 
 
Coroners 
Court of NSW, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 
 

The person who 
died was James 
Edwin Roberts. 
 
He died on 11 
February 2019. 
 
He died at St 
George Public 
Hospital, 
Kogarah NSW. 
 
He died of a 
head injury 
caused by 
falling from his 
bicycle at 
speed. 

Transport NSW 
(TfNSW) 

That Transport for NSW give immediate consideration 
to working with stakeholders and relevant experts to 
conduct a feasibility study to assess the need for a 
star rating system with respect to bicycle helmets. 
Any feasibility study should include an audit of the 
current conformity of bicycle helmets to AS/NZS 
2063 in NSW. 
 

Recommendation - Accepted 
 
By letter received from Tara 
McCarthy, Deputy Secretary,  
Safety Environment and Regulation  
(Transport for NSW) on 7 November 
2022: 
 
“I am advised that TfNSW accepts the 
coroner’s recommendation. TfNSW 
has prepared a desktop feasibility 
study (considered to be a preliminary 
technical feasibility study).  
 
TfNSW has identified that further 
work is required, and is ongoing, to 
assess the overall feasibility of the 
program in consultation with relevant 
stakeholders. 
 
 A subsequent decision on the 
feasibility of the Program is expected 
to be possible within the next 12 
months.” 
 
 
 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Trevor 
SAMUEL 
 
2021/60334 

Hearing: 28 
February – 3 
March 2022 
 
Findings: 21 
September 
2022 
 
NSW 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Elizabeth 
Ryan, Deputy 
State Coroner 

Identity: 
 
The person who 
died is Trevor 
Samuel. 
 
Date of death: 
 
Trevor Samuel 
died on 2 March 
2021. 
 
Place of death: 
 
Trevor Samuel 
died at Long 
Bay Hospital, 
Malabar NSW. 
 
Cause of 
death: 
 
Trevor Samuel 
died as a result 
of 
hyponatraemia 
due to 
excessive 
consumption of 

To the Minister of Health NSW: 
 
 
 
 
 

Recommendation 1 
 
That the Minister of Health NSW 
have regard to these findings, and 
the statement of Associate Professor 
Ellis (attached), in considering 
allocation of funding to ensure that 
prisoners who require a secure 
mental health bed are treated in a 
forensic hospital, rather than in 
prison cells. 
 

Supported 
 
The Justice Health and Forensic 
Mental Health Network (Justice 
Health) recognises that 
patients in custody requiring mental 
health care should be afforded the 
opportunity to access 
treatment as correctional patients in 
health facilities within the forensic 
hospital. 
 
Funding was allocated as part of the 
State-wide Mental Health 
Infrastructure Program to build the 
Freshwater Unit, located within the 
forensic hospital at Malabar, which 
will be the first purpose built high 
secure Mental Health Intensive Care 
Unit in NSW. It will form part of the 
state’s Mental Health Intensive Care 
Unit system and will cater to both 
correctional patients requiring 
involuntary treatment and civil 
patients who cannot be safely 
managed in the state’s existing 
Mental Health Intensive Care Units. 
The Freshwater Unit is expected to 
be commissioned in June 2023. 
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water, against a 
background of 
psychogenic 
polydipsia and 
treatment 
resistant 
schizophrenia. 
 
Manner of 
death: 
 
Trevor Samuel 
died of natural 
causes, at a 
time when he 
was an 
involuntary 
patient at Long 
Bay 
Correctional 
Centre 
Hospital. 

To the Commissioner of Corrective 
Services, NSW: 
 
 
 

Recommendation 2 
 
That the Commissioner consider 
implementing appropriate and 
continuing mental health training for 
correctional officers working in Long 
Bay Hospital. 

Completed 
 
This recommendation is considered 
complete by Corrective Services 
NSW (CSNSW). Mental Health 
training is available to all operational 
staff, and the CSNSW Academy has 
confirmed enrolment of Long Bay 
Hospital staff. 
 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

‘SB’ 
 
2017/85386 

Hearing: 20 to 
24 June 2022; 
17 August 
2022 
 
Findings: 16 
September 
2022 
 
Coroners 
Court of New 
South Wales, 
Lidcombe 
 
Magistrate 
Derek Lee, 
Deputy State 
Coroner 
 

SB died on 18 
March 2017 at 
Wyong 
Hospital, 
Hamlyn 
Terrace NSW 
2259. 
 
 
The cause of 
SB’s death was 
cardiac arrest 
following neck 
compression 
due to hanging, 
with vascular 
dementia, 
delusional 
disorder and 
chronic alcohol 
dependence 
being 
significant 
conditions 
contributing to 
the death. 
 
SB died as a 
result of 
actions taken 
by him with the 
intention of 
ending his life. 

the Chief Executive, Hunter New 
England Local Health District: 
 
 

That consideration be given to 
amending the Mental Health: 
Assessment and Management of 
Mental Health Patients on section 
19(b) of the Mental Health and 
Cognitive Impairment Forensic 
Provisions Act 2020 Clinical 
Guideline so that it explicitly 
instructs staff at declared mental 
health facilities, upon a patient’s 
presentation to a facility pursuant to 
a section 19(b) order, to make a 
referral to Court Liaison Services for 
the purpose of facilitating provision 
of information regarding a patient’s 
legal proceedings from court 
registries. 

NSW Health supports this 
recommendation.  
 
The Local Health District Clinical 
Guideline has been amended in line 
with the recommendation. The 
Mental Health Service Guidelines, 
Pathways, Policies, Procedures 
Committee ratified the updated 
guideline on 20 December 2022. The 
guideline has also been uploaded to 
the district's Policies, Procedures 
and Guidelines intranet directory, 
with a memo to be circulated to all 
mental health clinicians with the 
updated guideline, including 
reference to the specific amendment.  
 
A six-monthly audit cycle was 
implemented from January 2023, and 
all patients admitted under section 
19(b) of the Mental Health and 
Cognitive Impairment Forensic 
Provisions Act 2020, will have their 
clinical file audited to ensure that the 
required information relating to the 
patient's legal proceedings was 
received and recorded. Results will 
be tabled through the Clinical Quality 
and Patient Care Committee. 



 121 

 
At the time that 
these actions 
were taken, SB 
was detained 
as an 
involuntary 
patient at a 
mental 
healthfacility 
pursuant to the 
provisions of 
the Mental 
Health Act 
2007. SB’s 
death was, 
therefore, 
intentionally 
self-inflicted. 
 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Mootijah 
Douglas 
Andrew 
SHILLINGS-
WORTH 
 
2018/54603 
 

Hearing: 4 - 5 
April 2022 
 
Findings: 22 
July 2022 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Joan Baptie, 
Deputy State 
Coroner 

Identity: 
The person who 
died was 
Mootijah 
Douglas 
Andrew 
Shillingsworth 
 
Date of Death: 
He died on 15 
February 2018. 
 
Place of Death: 
He died at the 
Westmead 
Hospital, 
Westmead 
NSW. 
 
Cause of 
Death: 
Mootijah died 
from the 
Complications 
of a Left 
Temporal Lobe 
Abscess. 
 
Manner of 
Death: 
Mootijah died in 
lawful custody. 
Whilst his 

the Chief Executive 
Officer, Justice 
Health and 
Forensic Mental 
Health Network 
(“JHFMHN”), and 
the Minister for 
Health (being the 
Minister 
responsible 
for JHFMHN) 
 
 
 
 
 

Recommendation 1 
 
The Chief Executive Officer of JHFMHN and 
Minister for Health review the findings in this 
inquest and the evidence of Dr Gary Nicholls 
as to proposed reforms to JHFMHN’s 
practices and procedures regarding ear 
disease and hearing difficulties as outlined in 
his written statements dated 25 February and 
29 March 2022. 
 
 
 
 
 
 

Recommenation 1 – Supported 
 
 
NSW Health supports this 
recommendation. 
 
On 20 September 2022, the Ministry 
Health and Social Policy Branch met 
with the Director Clinical and 
Corporate Governance, Justice Health 
to discuss the recommendations and 
to offer support for a response. 
Justice Health advised that local 
investigations have been undertaken 
and steps have been taken to address 
the issues raised and prevent similar 
situations arising in future. A further 
meeting between the Health and 
Social Policy Branch and Justice 
Health occurred on 24 November 
2022 to discuss progress and any 
additional support that may be 
required. 

the Chief Executive 
Officer, JHFMHN 

Recommendation 2 
 
Priority be given by JHFMHN to determining and 
finalising the changes proposed to JHFMHN’s 
practices and procedures and arrangements 
necessary to fund these initiatives. 
 
Recommendation 3 
 
That JHFMHN should continue to explore and 

 
Recommendation 2 – Supported 
 
NSW Health supports this 
recommendation. 
 
Justice Health is committed to 
improving staff skill and range of 
services to support positive health 
outcomes for their patients. Justice 
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manner of 
death was from 
natural causes, 
this was clearly 
precipitated by 
the failure to 
identify and 
treat his ear 
disease whilst 
in custody. 

promote partnerships with Aboriginal Community 
Controlled Health Organisations to support the 
provision of culturally safe primary health care to 
Aboriginal patients and, in this context, should 
explore options for developing funding models that 
enable partnerships of this kind to be developed and 
sustained in the long term. 
 
Recommendation 4 
 
That JHFMHN should continue its work advocating for 
a trial for access to Medicare for Aboriginal inmates. 
In this context, JHFMHN should consider liaising with 
its equivalent or counterpart bodies in other States to 
coordinate and advocate for a trial process involving 
Medicare being made available by the Commonwealth 
to Aboriginal inmates. 

Health is currently recruiting to a 
newly approved Visiting Medical 
Officer (VMO) Ear, Nose and Throat 
(ENT) Specialist position. The VMO 
ENT will advise on proposed changes 
to Justice Health practices and 
procedures and commence providing 
6 clinics per year. In consultation with 
the VMO ENT, Justice Health will train 
nurses to identify and treat otitis 
media and other hearing conditions in 
Aboriginal and Torres Strait Islander 
communities and consider 
enhancements to the Reception 
Screening Assessment to contain 
specific questions about hearing and 
deafness. 
 
Recommendation 3 – Supported 
 
NSW Health supports this 
recommendation.  
 
Justice Health has a Memorandum of 
Understanding and positive working 
relationship with Waminda South 
Coast Women's Health and Welfare 
Aboriginal Corporation. As part of its 
Aboriginal Mental Health and 
Wellbeing Implementation Plan 2020-
2025, Justice Health plans to expand 
its partnerships with Aboriginal 
Community Controlled Health 
Organisations across NSW. Justice 
Health is working towards a 
centralised approach for engagement 
and is developing a Partnership 
Framework that will highlight priority 
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goals.  
 
The NSW Ministry of Health's Centre 
for Aboriginal Health and Justice 
Health have had discussions 
regarding how to strengthen 
partnerships and embed key 
performance indicators into funding 
models.  
Justice Health recently completed 
the Aboriginal Cultural Engagement 
Self­Assessment Tool (Centre for 
Aboriginal Health, MoH, 2022) which 
identified opportunities for improved 
partnerships with external Aboriginal 
agencies. Justice Health action 
planning is underway with Clinical 
Governance, Aboriginal Strategy and 
Culture Unit and Operational 
Managers to develop enabling 
strategies for wider partnerships with 
Aboriginal agencies. Action plans will 
be developing in a centralised 
approach, or localised where 
appropriate, by February 2023. 
 
Recommendation 4 – Supported 
 
NSW Health supports this 
recommendation.  
 
Justice Health understands the 
importance of access to Medicare for 
inmates, especially Aboriginal 
inmates, and has made 
representations to the Federal 
Minister for Health and Aging in 
relation to this issue.  
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The NSW Minister for Health has 
discussed this matter with Justice 
Health and has contacted Health 
Ministers in other jurisdictions to 
emphasise the importance of 
Commonwealth government reform in 
this area. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

Riley 
Christopher 
SHORTLAND 
 
2017/00335
331  

Hearing: 19-
29 April 2022  
 
Findings: 21 
October 2021 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 

Riley 
Christopher 
Shortland died 
on 5 November 
2017 at M1 
Pacific 
Motorway near 
Cameron Park.  
 
The cause of 
Riley’s death 
was multiple 
injuries 
sustained when 
he was hit by a 
truck on the M1 
Pacific 
Motorway.  
 
On the day of 
Riley’s death, 
he was being 
cared for under 
a respite 
arrangement 
supervised by 
SNAP 
Programs. That 
respite was 
arranged 
through the 
offices of the 
DCJ in 

Office of the Children’s Guardian  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

It is recommendated the Children’s 
Guardian:  
 

1. Require Require 
organisations providing what 
is now known as specialised 
substitute residential care 
(SSRC) and substitute 
residential care (SRC) to have 
a transport policy. It is 
recommended that the 
Children’s Guardian consider 
such policies require an 
assessment of each client’s 
transport needs and the 
requirement for the 
transportation of children 
and young people assessed 
as requiring 1:1 support or 
who have behaviours of 
concern during the 
transportation process to be 
with a driver plus a dedicated 
carer for the child. 

 
 
 
 
 
 
 
 
 

1. The Office of the Children’s 
Guardian (OCG) understands 
this recommendation to be 
concerned with ensuring 
SSRC and SRC providers 
identify transportation risks 
for children and implement 
adequate risk management 
strategies. Upon that basis, 
the OCG supports the 
intention of this 
recommendation and 
considers the intention will 
be achieved under the Child 
Safe Scheme and new SSRC 
regime. Specifically, SRC and 
SSRC providers are required 
under the Children’s Guardian 
Act 2019 to have in place 
systems, policies, and 
procedures to implement the 
Child Safe Standards. This 
may include development of 
a Child Safe Policy and Risk 
Management Plan which 
could cover transport-related 
risks.  
 
In addition, the requirements 
for SSRC providers, outlined 
in the SSRC Code of Practice 
under the Children’s Guardian 
Regulation 2022, go further 
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circumstances 
where the 
Department 
held case 
management 
responsibility 
for Riley. Riley 
died while 
escaping from 
the care of 
Rachel Martin, 
the carer 
employed by 
SNAP 
Programs to 
care for him 
while in respite 
care. It is likely 
that Riley 
removed a car 
seat harness 
while the car 
was travelling 
on the 
motorway. Ms 
Martin stopped 
the vehicle. 
Riley exited the 
back seat of 
the vehicle 
from the 
driver’s side 
and ran directly 
onto the 
motorway into 
the path of 
oncoming 
traffic.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

as providers are required to 
have, and implement, a risk 
management plan focusing 
on preventing, identifying, 
and lowering risks to children 
for whom the entity provides 
SSRC. The Code of Practice 
also includes detailed 
requirements about intake 
and assessment, which would 
include consideration by the 
provider of the child’s 
transportation needs and risk 
profile – to inform mitigation 
strategies as required for 
each individual child. Future 
SSRC monitoring activities 
will include a review of 
providers policies and 
procedures related to 
transport to determine 
compliance under child safe.  
 
The OCG has drafted an 
SSRC Handbookthat provides 
implementation advice for 
providers to assist them to 
adhere to the Child Safe 
Standards and SSRC Code of 
Practice. The Handbook 
includes practical advice 
related to both the 
consideration and 
assessment of transport 
needs and the management 
of transport-related risks. In 
particular, the Handbook 
asks providers to give 
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consideration to safe travel 
including:  
 
• lowering the 

environmental risks by 
having a transort policy  

• ensuring vehicles are 
fitted with appropriate 
car seats and restraints  

• ensuring the appropriate 
number of adults 
required in a vehicle to 
supervise children  

• providing staff with 
training on transport-
related safety 
procedures.  

 
The draft handbook will soon 
be circulated amongst DCJ, 
the NDIS Commission and 
SSRC providers to ensure 
best practice guidance is 
included for addressing risk 
within the sector, including 
transportation risks. Further, 
the OCG is looking to 
establish a leadership group 
to discuss best practice in 
the area of risk management 
and transportation in 
particular. The group will also 
be asked to review and 
contribute to the draft 
Handbook. The Handbook 
will be finalised and 
published during 2023. 
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2. Engage with the Department 
of Communities and Justice 
to devise an appropriate 
checks and balance 
assessment sheet for 
potential providers of special 
care pursuant to cl. 27 of the 
Children and Young Persons 
(Care and Protection) 
Regulation 2022 (formerly cl. 
32 of the Care Regulation). 

2. In October 2022 the OGC 
required the DCJ, by way of a 
condition on their 
accreditation to provide 
policies and procedures for 
arranging special out of 
home care. The condition is 
intended to provide greater 
consistency of practice as 
well as strengthening 
protections for children and 
young people in special care 
arrangements pursuant to cl 
27 of the Children and Young 
Persons (Care and Protection) 
Regulation 2022.   

Department of Communities and 
Justice  

It is recommended that the 
Department:  
 

1. Devise a checks and balance 
assessment sheet for 
potential providers of special 
care pursuant to cl. 27 of the 
Children and Young Persons 
(Care and Protection) 
Regulation 2022 (formerly cl. 
32 of the Care Regulation), to 
ensure that the individual 
needs of the recipient of the 
Special Care can be met by 
the persons providing the 
care. 
 

2. Devise a policy or procedure 
setting out the minimum 
paperwork to travel with a 
child or young person the 
subject of a special care 

Response awaited  
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placement, noting that such 
providers are not designated 
agencies and do not have 
access to ChildStory. 
 

3. Make enquiries with Mobility 
and Accessibility for Children 
in Australia Ltd. (MACA) for 
the purpose of, subject to 
funding limitations, exploring 
whether MACA can assist in 
the formulation of transport 
related policies and learnings 
(the “Safe Travels” 
learnings), particularly within 
the focus of safety harnesses 
for children and young 
people with Autism Spectrum 
Disorder. 
 

4. Consider making available to 
organisations delivering 
SSRC or organisations and 
individuals supporting 
children and young persons 
with Autism, the ‘Safe 
Travels’ learnings, following 
a successful trial and roll out 
to DCJ staff and designated 
agencies. 

SNAP Programs It is recommended that SNAP:  
 

1. Review and amend, or draft a 
staffing policy addressing 
hours an employee may work. 
It is recommended that the 
policy prevent any employee 
being rostered on for a period 

Response awaited  
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in excess of a double shift 
(representing two 8 hour 
shifts, or in the alternative, a 
sleep over shift (where the 
sleep over shift is not more 
than 4hrs + 8hrs sleep + 4hrs) 
plus a further 8 hour shift, 
without a 10 hour break 
between the double shift and 
the next shift, or 
recommended by an expert in 
the area. It is understood that 
such a review would take into 
account the particular 
circumstances of staffing 
levels at camps and allow for 
exceptional circumstances. 
 

2. To support a comprehensive 
understanding of any 
relevant regulations and the 
above developed staff 
rostering policy, it is 
recommended SNAP seek 
the support of an 
independent third-party 
advisor to: 
 

a. Deliver a session to 
the senior executive 
to understand 
broader risk 
implications in 
relation to staffing 
levels and related 
policies, legislative 
and regulatory 
requirements; 



 132 

 
b. Assess the 

appropriateness of 
the policy drafted in 
response to 
recommendation (1); 
and 

 
c. Deliver a workshop to 

staff and 
management to 
understand the risks 
around the 
associated policies 
and the failure to 
adhere to them. 

 
3. Develop a policy to address a 

process for staff to elevate 
concerns as to staffing 
challenges, with such 
process to be independent of 
executives and managers. 
 

4. Ensure that training in the 
character of PART, or similar 
training, becomes a part of a 
cyclic refresher training 
program delivered by SNAP 
to staff and to new 
employees as soon as 
practicable after completing 
their probation period.  
 

5. Update its transport policy to 
include the following:  
 

a. The transport driver 
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should be provided 
with the details of an 
available contact 
person (hereafter 
referred to as 
‘support person’) who 
can attend on the 
vehicle during that 
period of transport. 
 

b. Save for 
emergencies, a driver 
transporting a child 
or young person 
alone should not exit 
the vehicle whilst on 
a motorway, highway, 
or major public 
transport corridor. 
Where there is a need 
to pull over, such as 
where a child or 
young person is 
presenting a risk to 
the safe driving, to 
other persons in the 
vehicle or 
themselves, 
emergency services 
or a support person 
should be contacted 
to assist in the safe 
access of the 
child/young person. 

 
c. Save for 

emergencies, whilst 
on a motorway, 
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highway, or major 
public transport 
corridor, a driver 
transporting a child 
or young person 
alone should not open 
the vehicle’s door to 
access to the child or 
young person. 

 
d. Where there is a need 

to pull over and 
obtain access to the 
child in the vehicle, 
such as where a child 
or young person is 
presenting a risk to 
the safe driving, or a 
risk to other persons 
in the vehicle or 
themselves, 
emergency services 
or a support person 
should be contacted 
to assist in providing 
safe access the child 
or young person. 

FUTURE – 
Next 
response 
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TOP 
 
Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

‘SP’ 
 
2018/213031 

Hearing: 14 to 
18 December 
2020; 14 
December 
2021 
 
Findings: 18 
February 
2022 
 
NSW State 
Coroner’s 
Court,  
Lidcombe  
 
Magistrate 
Derek Lee, 
Deputy State 
Coroner 

SP died on 10 
May 2018 at 
Blacktown 
NSW 2148. The 
cause of Mr 
SP’s death was 
hanging. Mr SP 
died as a result 
of actions 
taken by him 
with the 
intention of 
ending his life. 
Mr SP’s death 
was therefore 
intentionally 
self-inflicted. 

The Commissioner 
of the New South 
Wales Police Force 
(NSWPF) 

I recommend to the Commissioner of NSWPF that 
training be provided to NSWPF Communications 
Officers as to:  
(a) how to decipher the ProQA script and understand 
its purpose for NSW Ambulance (NSWA); (b) the 
extent to which it may or may not be relied upon by 
the NSWPF when responding to an incident; and  
(c) to be alert to the fact that NSWA are required to 
include in “free text” communications the reasons for 
requesting the attendance of the NSWPF 

Recommendation 1 – In Progress  
 
In a letter delivered by email on 23 
August 2022, The NSW Commissioner 
of Police advised that training 
material for Radio Operations Group 
Communications Officers has been 
updated to include an explanation of 
the ProQA script and its purpose for 
NSWA. This material informs the 
actions of Communications Officers in 
their day to day management of 
Police Dispatch jobs along with other 
jobs received from NSWA and other 
agencies. 
 
Communications Officers are 
expected to act in compliance and 
with a knowledge of the Standard 
Operating Procedures (SOPS), which 
are accessible to all Communications 
Officers at any time through an online 
portal. Training has been provided on 
these SOPS and further material 
includes an outline of free text 
recording and how it is used by 
NSWA. 
 
Training material has also been 
updated for PoliceLink staff who 
handle Triple Zero calls and at times 
are required to interpret 
communications from NSWA 



 136 

Dispatch. 
FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Maluovailoa 
TAFAU 
 
2017/142803 

Hearing: 22, 
23 & 25 
August 2022 
 
Findings: 14 
October 2022 
 
Coroner’s 
Court of New 
South Wales, 
Lidcombe 
 
Magistrate 
Derek Lee, 
Deputy State 
Coroner 

Maluovailoa 
Tafau died on 9 
May 2017 at 
Blacktown 
Hospital, 
Blacktown 
NSW 2148. 
 
The cause of 
Maluovailoa’s 
death was 
cardiac arrest 
due to 
complications 
of infective 
endocarditis 
against a 
background of 
rheumatic heart 
disease. 
 
Maluovailoa 
died of natural 
causes whilst 
on remand in 
lawful custody. 
Approximately 
two months 
before 
Maluovailoa 
was transferred 
to hospital 
there was a 

the Chief 
Executive, Justice 
Health & Forensic 
Mental Health 
Network 

that consideration be given to whether adolescent 
health records of adult patients in custody should be 
made more readily accessible to treating clinicians 
and, if so, how such access can be facilitated. 
 

Awaited.  
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missed 
opportunity to 
investigate 
symptoms that 
he had 
previously 
reported. Such 
investigation 
may have 
confirmed a 
diagnosis of 
infective 
endocarditis, 
resulting in the 
institution of 
earlier 
treatment 
which likely 
would have 
altered the 
eventual 
clinical course. 

FUTURE – 
Next 
response 
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TOP 
 
Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

Tateolena 
TAUAIFAGA 
 
2015/7720 
 

27 - 30 April 
2021; 3 - 7 
May 2021; 17 -
21 May 2021; 
and 5 
November 
2021 
 
Findings: 13 
April 2022 
 
NSW State 
Coroner’s 
Court 
 
Magistrate 
Elizabeth 
Ryan, Deputy 
State Coroner  

The person who 
died is 
Tateolena 
Tauaifaga. 
 
Tateolena died 
on 8 January 
2015.at 
Constitution 
Hill, NSW. 
 
Tateolena died 
as a result of 
blunt head 
Injuries when a 
car which was 
the target of a 
police 
operation drove 
into her 
backyard and 
hit her, causing 
fatal injuries. 
 

The Commissioner 
of Police, NSW 
Police Force  

Recommendation 1 
  
The Commissioner should give further consideration 
to the question whether the investigative strategy of 
utilising a stolen vehicle as part of an ongoing 
investigative strategy, so as to obtain more 
information about a suspected offender’s involvement 
in other crimes, is a strategy that is appropriate.  
 
 
 
 
 
 
 
 
 
 
 
Recommendation 2  
 
If having given further consideration to 
Recommendation 1, the Commissioner considers the 
investigative strategy of utilising a stolen vehicle as 
part of an ongoing investigative strategy so as to 
obtain more information about a suspected offender 
is a strategy that is appropriate, the Commissioner 
should: 
 
a. consider the circumstances in which that 
investigative strategy should and should not be 
deployed; and 
b. provide appropriate guidance to members of the 

Recommendation 1 
 
The strategy of utilising a stolen 
vehicle as part of an ongoing 
investigative strategy is considered 
appropriate. Such covert investigative 
strategies involving stolen vehicles 
have been successfully used (without 
incident) by investigative police over a 
long period of time and have resulted 
in the arrests of offenders planning to 
commit serious, armed offences. This 
is an effective and appropriate 
strategy where there is insufficient 
evidence at the time for any arrest or 
an alternate strategy is not viable or 
in the interest of ongoing public 
safety.  
 
Recommendation 2 
 
NSWPF is amending the Major 
Investigation Guidelines and Police 
Handbook where a recommended 
evaluation process determines that a 
covert investigative strategy involving 
a stolen vehicle is the most 
appropriate means to reduce the 
‘Serious & ongoing threat to public 
safety’. This will ensure Operational 
Orders and a comprehensive risk 
assessment for such covert 
investigative strategies are created.   
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NSWPF as to the circumstances in which that 
investigative strategy should and should not be 
deployed, and include, if considered appropriate, such 
guidance in the NSWPF Handbook. 
 
 
 
 
 
 
Recommendation 3  
 
The Commissioner should consider the training and 
instruction of police involved in criminal 
investigations and ensure that emphasis is placed on 
the importance of considering, from the outset of an 
investigation, what arrest strategies may ultimately 
be available and appropriate if a decision to arrest the 
person of interest is made during the course of 
investigation.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This process including the 
assessment, evaluation and 
requirement for authorised 
Operational Orders, approved at 
Superintendent level will be included 
in the NSWPF Handbook under an 
entry,  
‘Investigative strategies involving 
stolen vehicles’. 
 
Recommendation 3 
 
The NSWPF provides education and 
generalised investigative training to 
officers. During this training, there is 
education on decision making and 
intentions of undertaking arrests in 
investigations and/or strike forces in 
advanced courses. Specialist 
investigative training is also provided 
such as homicide and robbery courses 
generally to designated officers.  
The following training is provided on 
decision making and considerations 
of arrest strategies along similar lines 
of investigation used in this inquest, 
with an adjusted scenario involving a 
stolen vehicle: 
 
• Advanced Diploma of Police 
Investigation in particular the unit of 
Competency POLINV002 Conduct 
Police Investigations; 
• Detective Designation Course; and 
• Detective Education Program. 
 
Training on Investigation Plans was 
also included in the Investigators 
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Recommendation 4  
 
The Commissioner should ensure that an appropriate 
procedure is in place to ensure that the risks of any 
investigative strategy are appropriately assessed and 
that the perceived benefits of that investigative 
strategy are weighed against those risks.  
 
 
 
 
Recommendations arising from the TOU operation  
 
Recommendation 5  
 
The Commissioner should review the training and 
instruction provided to TOU operatives, to ensure that 
it covers the following matters: 
 
a. The importance, prior to attempting a HRVI, of 
considering the criminal and driving history of the 
person who is the subject of the planned HRVI; 
b. the importance of considering the geographical 
area surrounding the planned HRVI and, in particular, 
of any means of leaving that area; 
c. the importance of obtaining as much information 
about the geographical area surrounding a planned 
HRVI as is reasonably possible in the circumstances; 
d. the importance of considering contingencies in the 
event that the HRVI does not proceed as planned; and 
e. the importance of considering the possibility that 

Course (foundational investigative 
course) in August 2022.  
In addition to the above, specific 
training courses for covert 
investigative strategies using a stolen 
vehicles will be offered. 
 
Recommendation 4 
 
The NSWPF commonly conducts risk 
assessments for operational 
deployments rather than 
investigations. As investigations can 
be fluid and dynamic, investigation 
plans may change continuously. To 
assess the risks in an investigation, 
NSWPF use intelligence analysis and 
profiles to assist officers to 
understand and manage risk. 
 
Recommendation 5 
 
The TOU is currently reviewing the 
HRVI SOP to include the 
recommendations from the Coroner 
and will be finalised following the 
review of the Safe Driving Policy 
(SDP). On completion and 
endorsement of the SDP and HRVI 
SOP, a training and instruction 
package will be delivered.  
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members of the public might enter the area of 
operation of a planned HRVI. 
 
Recommendation 6  
 
The Commissioner should amend the policies 
governing the manner in which a HRVI is to be 
planned, attempted and/or executed so as to include 
a statement requiring those involved in effecting (or 
attempting to effect) a HRVI to obtain, prior to 
attempting a HRVI, as much information of the 
geographical area surrounding the planned HRVI 
(and, in particular, of any means of leaving that area) 
as is reasonably possible in the circumstances.  
 
Recommendation 7  
 
The Commissioner should review the training and 
instruction provided to those officers involved in 
effecting a HRVI, to ensure that it covers the 
following matters: 
 
a. When those vehicles with access to the tactical 
radio channel should switch from the tactical radio 
channel to the local radio channel; 
b. the importance of monitoring the local channel in 
the event that an initial attempt to effect the HRVI is 
unsuccessful; and 
c. the importance of communicating updates of 
relevant information over the tactical channel in a 
timely way. 
 
Recommendation 8  
 
The Commissioner should amend the policies 
governing the communications between the vehicle 
teams involved in a planned HRVI and any other 
vehicles in support of the HRVI as follows: 

 
 
 
Recommendation 6 
 
Refer recommendation 5. 
 
 
 
 
 
 
 
 
 
Recommendation 7 
 
Refer recommendation 5. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Recommendation 8 
 
Refer recommendation 5. 
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a. So as to include a statement requiring the team 
leaders of every vehicle team involved in a planned 
HRVI to switch over to the local channel as soon as 
reasonably practicable upon an attempt to effect a 
HRVI being unsuccessful. 
b. So as to amend Clause 10.5 of the HRVI SOPS by 
deleting the struck through words, and including the 
underlined words in their place as follows: 
 
[REDACTED] 
 
Recommendation 9  
 
The Commissioner should amend the policies 
governing the manner in which a HRVI is to be 
planned, attempted and/or effected: 
 
a. So as to ensure that specific consideration is given 
to when an HRVI is to be discontinued because the 
risks associated with it outweigh the benefits; and  
 
b. [REDACTED] 
 
Recommendation 10  
 
Clause 5.1 of the HRVI SOPs should be amended by 
the deletion of the struck through words and the 
inclusion of the underlined words in their place as 
follows:  
 
[REDACTED] 
 
Recommendation 11  
 
Prior to being permitted to engage in any future 
operational HRVls, Operatives 188 and 189 each 
undertake further training and instruction in the 

 
 
 
 
 
 
 
 
 
 
 
 
Recommendation 9 
 
Refer recommendation 5. 
 
 
 
 
 
 
 
 
 
Recommendation 10 
 
Refer recommendation 5. 
 
 
 
 
 
 
Recommendation 11 
 
Refer recommendation 5. 
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performance of HRVls, with a particular emphasis on 
situational awareness and be required to demonstrate 
a capacity to take in their surroundings in urgent 
circumstances.  
 
 
 
Recommendation 12  
 
All Operatives involved in effecting or attempting to 
effect a HRVI should receive further training and 
instruction regarding the importance of assessing the 
risks involved in attempting the HRVI against the 
need or desire to effect the immediate apprehension 
of the offender or to stop the vehicle. 
 
Recommendation 13  
 
All police should receive further training and 
instruction regarding the importance of 
communicating all relevant information about a 
pursuit to the 0OI-VKG in a timely way, as required by 
clauses 7.5.1.and 7.5.2 of the of the SOP.  
 
Recommendation 14  
 
The Commissioner should amend the policies 
governing the manner in which a HRVI is to be 
planned, attempted and/or effected so as to provide 
expressly that: 
 
a. If it appears to the Tactical Commander or the team 
leader of Alpha vehicle team that a HRVI can no 
longer be performed (for any reason, including 
[REDACTED] the Tactical Commander and/or the 
Team Leader of Alpha vehicle team must unless it is 
impossible or impractical to do so, immediately 
communicate this over the tactical radio channel; 

 
 
 
 
 
 
 
Recommendation 12 
 
Refer recommendation 5. 
 
 
 
 
 
 
Recommendation 13 
 
Refer recommendation 5. 
 
 
 
 
 
Recommendation 14 
 
Refer recommendation 5. 
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b. [REDACTED] 
 
c. [REDACTED] 
 
Recommendation 15  
 
The Commissioner should clarify what the intended 
relationship is between clause 12.4 of the HRVI SOPs 
and clause 7.4.2 of the SOP and in articular, whether 
[REDACTED] which arises in circumstances after a 
HRVI has been unsuccessfully attempted. 
 
Recommendation 16  
 
The Commissioner should investigate all ways in 
which TOU vehicles could be fitted with a device 
which visually and audially records their operations.  
 
Recommendation 17  
 
The Commissioner should continue to investigate the 
ways in which TOU operatives could be equipped with 
a recording device to be carried on their person, 
which has the capacity to visually and audially record 
their operations. 
 
Recommendation 18  
 
The Commissioner should amend the policies 
governing the manner in which a HRVI is to be 
effected, so as require any vehicles involved in a HRVI 
or in a support role which are equipped with a ICV 
system to activate that system during the period in 
which the HRVI is being attempted. 
 
 

 
 
 
 
 
Recommendation 15 
 
Refer recommendation 5. 
 
 
 
 
 
Recommendation 16 
 
[REDACTED]  
 
 
 
Recommendation 17 
 
Refer recommendation 16. 
 
 
 
 
 
Recommendation 18 
Refer recommendation 5 and 16. 
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FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations made to: Recommendations Response 

YAKAMURR
O 
 
2018/39328
6 
 

Hearing: 6-16 
June 2022 
 
Findings: 15 
December 
2022 
 
Coroners 
Court, 
Lidcombe 
 
Magistrate 
Harriet 
Grahame, 
Deputy State 
Coroner 
 

Identity:  
 
The person who 
died was 
[REDACTED], 
also known as 
(Yakamurro). 
He is referred 
to in these 
findings as 
Yakamurro, out 
of respect and 
in recognition 
of his culture.  
 
Date of death:  
 
He died on 20 
December 
2018. 
 
Place of death: 
 
He died at 821 
Jiggi Road, Jiggi 
NSW. 
 
Cause of 
death: 
 
He died from 
neck 
compression 

The Chief Executive Officer (CEO) of 
Territory Families, Housing and 
Communities, the child protection 
agency of the Northern Territory. 
 
 
 
 
 
 
 
 
 
 

Recommendation 1 
 
Where Territory Families, Housing 
and Communities becomes aware of 
a significant incident relating to a 
family member of a child or young 
person who is in care and placed with 
an Agency, and it is considered that 
incident is likely to significantly 
affect that child or young person, 
Territory Families, Housing and 
Communities must notify the Agency 
with responsibility for the day-to-day 
care of that child or young person 
and collaborate with the Agency to 
develop a plan to support the child or 
young person. 
 
Recommendation 2  
 
That Territory Families, Housing and 
Communities further revise its 
Interstate Case Transfers from the 
Northern Territory to Other 
Jurisdictions (including New Zealand) 
Procedure to provide that, before the 
Interstate Transfer Panel is convened 
to formally discuss a proposed 
interstate relocation: 
 
a) Practitioners must hold a family 
meeting, wherever practicable and in 
the best interests of a child 

Awaited.  
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due to hanging. 
 
Manner of 
death: 
 
Yakamurro’s 
death was 
intentionally 
self-inflicted. 
At the time of 
his death he 
was under the 
parental 
responsibility 
of Chief 
Executive 
Officer (CEO) of 
Territory 
Families, 
Housing and 
Communities, 
the child 
protection 
agency of the 
Northern 
Territory. 
 

 
b) Where a meeting is not held, 
reasons for this decision must be 
recorded and signed off by a senior 
officer  
 
c) Where a meeting is not held, 
reasonable efforts must be made to 
consult with individual family 
members including parents and 
others who have ongoing 
involvement in the child’s life 
 
d) Practitioners should update a 
child’s genogram prior to the family 
conference where practicable or 
otherwise before the decision is 
considered by the Interstate Transfer 
Panel 
 
e) Best Interests Mapping should be 
conducted no more than three 
months prior to an interstate panel 
meeting and the documented 
outcomes from the Best Interests 
Mapping be included in the 
information considered by the Panel 
 
Recommendation 3  
 
That Territory Families, Housing and 
Communities introduce a policy that 
when there are significant changes 
to a child’s placement, health or 
wellbeing, or a significant event 
occurs in the child’s life, parents 
must be notified and consulted on 
future planning for the child. Where 
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for some reason a decision is taken 
not to notify parents the reason for 
that decision must be recorded. 
 
Recommendation 4  
 
That Territory Families, Housing and 
Communities amend relevant out-of-
home care policies and procedures to 
include a direction that practitioners 
are required to consider expectations 
around the frequency with which 
Territory Families will contact 
families and update them on the 
progress of their children at the 
initial care meeting, and as 
reasonably necessary and agreed 
thereafter. 
 
Recommendation 5  
 
That Territory Families, Housing and 
Communities continue to explore 
options for Intensive Therapeutic 
Care to be provided on or close to 
country for Aboriginal children who 
have complex or extreme needs and 
are unable to be placed in family-
based care. 

FUTURE – 
Next 
response 
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TOP 
 

Name of 
Deceased & 
File No. 

Date, 
Venue & 
Coroner 

Finding Recommendations 
made to: Recommendations Response 

‘ZA’ 
 
2020/26843
3 

Hearing: 22, 
23, 24 
August 2022 
 
Findings: 6 
October 2022 
 
Coroner’s 
Court of New 
South Wales 
 
Magistrate 
Carolyn 
Huntsman, 
Deputy State 
Coroner 
 

Identity:  
 
ZA 
 
Date:  
 
14 September 
2020 
 
Place:  
 
Shortland 
Correctional 
Centre, Lindsay 
Street, 
Cessnock, 
NSW, 2325 
 
Cause of death:  
 
The cause of 
death was 
Fentanyl 
toxicity, with a 
significant 
condition 
contributing to 
the death but 
not relating to 
the condition 
causing it being 
aspiration 
pneumonia. 

Corrective Services 
NSW (“CSNSW”) 

Recommendation 1 
 
That Corrective Services NSW (“CSNSW”) review 
Custodial Operations Policy and Procedures (“COPP”) 
sections 13.2, 13.3 and 13.8 for the purpose of 
identifying whether all or one of them should be 
amended. 
 
Recommendation 2 
 
That CSNSW investigate the provision of Naloxone 
(aka Narcan) to correctional officers as medication to 
assist in cases of opioid overdose, especially and 
urgently in correctional centres where Justice Health 
medical practitioners are not present at all times of 
the day and night. 
 
Recommendations proposed by family of ZA 
 
The family of ZA proposed recommendations which 
they envisaged might reduce the risk of future deaths 
due to overdose on illicit drugs in gaols.  The legal 
representative of the family, Mr O’Brien, also referred 
to a number of prior coronial findings. As noted above 
the findings of Deputy State Coroner Graeme in the 
Inquest into the death of DB and others 
(2016/00139604 and others), findings dated 1 March 
2018, were particularly relevant in relation to use of 
naloxone in opioid overdoses and availability in 
community and to first responders.  The 
recommendations proposed by family were as 
follows. 
 

Recommendation 1 – Completed –  
 
Corrective Services NSW (CSNSW) 
has undertaken a review of the 
relevant policy and considers this 
recommendation closed. 
 
 
Recommendation 2 – Supported – In 
Progress 
 
This recommendation is being 
considered by the Corrective Services 
NSW (CSNSW) Harm Reduction 
Reference Group. 
 
 
Recommendations proposed by 
family of ZA 
 
Response by Commissioner for 
Corrective Services to proposed 
recommendation for X-ray scanners 
made by the family 
 
The Family proposed a 
recommendation that CSNSW 
consider the widespread introduction 
of low dose X-ray body scanners 
across all NSW correctional centres 
as a tool for contraband interception, 
in lieu of routine strip searches for 
prisoners who arrived freshly into 
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Manner of 
death:  
 
Misadventure 

X-ray scanners 
 
That NSW Corrective Services consider the 
widespread introduction of low dose X-ray body 
scanners across all NSW correctional centres as a 
tool for contraband interception in lieu of routine strip 
searches for prisoners who arrive freshly into 
correctional centres. 
 
Naloxone (Narcan) 
 
That NSW Corrective Services investigate the 
provision of Naloxone to corrective services officers 
as medication to assist in cases of opioid overdose, 
especially and urgently in correctional centres where 
Justice Health medical practitioners are not present 
at all times of the day and night. 
 
Training 
 
That NSW Corrective Services investigate the 
provision of Naloxone to corrective services officers 
as medication to assist in cases of opioid overdose, 
especially and urgently in correctional centres where 
Justice Health medical practitioners are not present 
at all times of the day and night.   
 
Medical officers 
 
That Justice Health & Forensic Mental Health 
Network urgently implement a 24-hour roster for 
medical staff at Shortland Correctional Centre and 
give consideration to implementing the same in other 
correctional centres where JH medical staff are not 
available 24 hours 7 days per week. 
 
Provision of information from this inquest to Justice 
Health 

correctional centres.  
In principle, the Commissioner 
supports the introduction of low dose 
X-ray body scanners (“body 
scanners”) into correctional centres. 
However, there is a cost involved in 
that process. CSNSW has to prioritise 
the introduction of body scanners 
based on risk assessment. There are 
currently 65 body scanners in 24 
locations across the State, which 
includes maximum security facilities 
(such as Shortland Correctional 
Centre) and those that hold female 
inmates. 
 
The Commissioner accepts the 
submission by Counsel Assisting that 
the best location for body scanners 
“is appropriately a matter for those 
who must balance resourcing and 
priorities, no doubt a complex 
exercise which would need to take 
into account many factors, 
consideration of which are outside the 
scope of [the Coroner’s] functions in 
this inquest” 
 
The Commissioner respectfully 
submits that a recommendation 
concerning the introduction of body 
scanners across all NSW correctional 
centres is not necessary or 
appropriate in the circumstances. 
 
Finding on proposed 
recommendation for X-ray scanners 
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That Justice Health & Forensic Mental Health 
Network be provided with a transcript of the evidence 
of Senior Corrective Officer Osman Zerdo, and the 
findings of this Inquest. 
 
An Observation - Justice Health not a party to this 
inquest 
 
It was noted during the submission of parties as to the 
making of the recommendations, that Justice Health 
was not a party to the inquest, not having been earlier 
identified as having a sufficient interest.  Further the 
issues for examination at the inquest did not involve 
Justice Health.  It was resolved that the solicitors 
assisting the Coroner would write to Justice Health to 
see if they wished to make any comment, but noting 
that they were not obliged to, given they were not a 
party.  However it was noted that it would not be 
inappropriate to send a transcript of Senior CO 
Zerdo’s evidence which was eloquent in his wish for 
medical backup, to Justice Health, in addition to these 
Reasons for Decision. 
 
 
 
 

“I note that Corrective Services 
already have a process of installation 
of X-ray scanners, scanners are 
installed in Shortland and it is 
proposed that scanners be installed 
in Kariong.  I am of the view, given 
these changes, that a formal 
recommendation is not required.” 
 
Commissioner’s response to 
proposed recommendation for 
provision of Naloxone (Narcan) 
 
The Family proposed a 
recommendation that CSNSW 
investigate the provision of Naloxone 
(aka Narcan) to correctional officers 
as medication to assist in cases of 
opioid overdose, especially and 
urgently in correctional centres 
where Justice Health medical 
practitioners are not present at all 
times of the day and night. 
  
The Commissioner acknowledges that 
Naloxone is a lifesaving medicine that 
reverses the effects of opioid 
overdose and that illegal opioids can 
enter correctional centres 
undetected. The Commissioner 
agrees there are benefits to exploring 
the concept of making Naloxone 
available to correctional officers.  
CSNSW intends to propose the 
formation of a working party with the 
Justice Health and Forensic Mental 
Health Network to investigate how 
this may be achieved in practice. 
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Commissioner’s response to 
proposed recommendation for 
training for correctional officers in 
responding to overdoses   
 
The Commissioner for Corrective 
Service submits, in relation to the 
family’s proposed recommendation - 
that CSNSW provide training to all 
correctional officers particular to 
dealing with a medical emergency 
where an inmate has overdosed, and 
further that procedures for dealing 
with that type of medical emergency 
be incorporated into COPP 13.2 
Medical emergencies – as follows: 
 
Upon commencement of employment 
with CSNSW, trainee correctional 
officers must successfully complete 
training and assessment against the 
Provide First Aid unit of competency 
as part of the initial 10-week face to 
face program delivered by the Brush 
Farm Corrective Services Academy 
(“BFCSA”). Within this program, the 
signs/symptoms of an alcohol/drug 
overdose and associated 
management strategies are 
identified. Correctional officers also 
participate in scenarios involving 
unconscious and non-breathing 
casualties wherein they must meet 
required industry/assessment 
benchmarks.  
 
It is mandatory that correctional 
officers maintain their currency in 
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First Aid by completing training and 
assessment for the associated unit of 
competency every three years. This 
training and assessment is provided 
both at BFCSA and on-site at regional 
locations. 
 
As correctional officers are not 
medically trained and are not 
recognised as health practitioners, 
COPP 13.2 requires officers to call 
NSW Ambulance (and then Justice 
Health, if available) as the first step in 
a medical emergency. The second 
step is to provide First Aid while 
awaiting medical assistance (Tab 63, 
Vol. 2 – COPP 13.2 Medical 
Emergencies, parts 1.1 and 1.2 (pg 4). 
The Commissioner notes, and 
supports, Counsel Assisting’s 
submission that “[First Aid training] 
was the training [correctional 
officers] most needed in the 
response, including in the retrieval 
and use of the defibrillator.”  
 
In the above circumstances, the 
Commissioner respectfully submits 
that a recommendation with respect 
to additional training and procedures 
on dealing with medical emergencies 
involving overdoses are not 
necessary. 
 
Finding on proposed 
recommendation for training for 
correctional officers in responding to 
overdoses 
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“Taking into account the evidence of 
the response provided by the 
correctional officers in this matter, in 
providing first aid to ZA, and noting 
the support for a further first aid 
measure in relation to provision of 
naloxone, then I am of the view that a 
formal recommendation in relation to 
additional first aid training is not 
required at this time.” 
 

FUTURE – 
Next 
response 

 
 

 
 
 
 
 
 

END OF REPORT 
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