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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES - JUNE 2010 TO DECEMBER 2010

Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report
	‘AK’
	
DIMITRAKOPOULOS, N

	
PATIENCE I

	WOODCOCK, L

	‘AM’
	DOERING, K
	ROBERTS, MA
	

	BEHR C
	DRAGUN C
	SIRIANI H 
	

	BRAUER, PJ 

	FORD F
	SPEERING T and M
	

	BUGMY, K
	HARRIS CW
	SUPPRESSED #1
	

	CAPEL, MV
	KELSO G
	SUPPRESSED # 2
	

	CHAN O.F
	KOVACEVIC, J
	SZCZEPEK, J
	

	COOLIN G A and GRENFELL R
	LYNCH, JM
	TAYLOR, C 
	

	COXELL,H
	McLEAN, J
	WILDMAN, A
	

	DENNISON J 
	NIXON, DP
	WHITE, M
	

	
	
	
	


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

	‘AK’  
	Deputy State Coroner Dillon 

22 December 2010

At Glebe
	That ‘AK’ died on 17 March 207 at the Intensive Care Unit, Prince of Wales Hospital, Randwick, NSW, of hypoxic brain injury caused by hanging, while mentally ill or mentally disordered. 
	Minister for Health
	(1) I recommend that NSW Health adopt a visitor search policy for all psychiatric units under its control providing for mandatory searching of visitors or, in the alternative, the securing of bags and containers and items that may constitute a risk to the safety of patients in secure lockers provided at an appropriate location in the unit.

(2) Whether or not NSW Health adopts Recommendation 1 as a general policy, I recommend that the Area Health Service does so in relation to all mental health units under its control. 

(3) I recommend that NSW Health also require that visitors to mental health units be registered.

(4) I recommend that the Area Health Service institute such a practice whether or not NSW Health adopts Recommendation 3 as a general policy.

(5) I recommend that NSW Health patient search protocols be amended to provide for a fill property list to be kept of property brought into a mental health unit by a patient whenever he or she returns to a unit.

(6) I recommend that the Area Health Service consider fitting two-way latches or outward opening doors on all patient bedrooms and bathrooms in the Kiloh Centre. 

(7) I recommend that NSW Health reviews its ‘Access to Means of Suicide and Deliberate Self Harm Facility Checklist’ using the IPP Consulting report of December 2006 on the facilities at the St George Mental Health Unit as a reference point. 

(8) I recommend that, regardless of whether NSW Health adopts Recommendation 7 as a general policy, the Area Health Service do so.

(9) I also recommend that the senior management of the Kiloh Centre studies the IPP Consulting report with a view to conducting a safety audit of their own facilities. 

(10)  I recommend that NSW Health consider adopting a simple ‘sentinel event’ or ‘critical incident’ checklist for senior management and staff of psychiatric units to be used as an aide memoire in such crises.

(11)  I recommend that NSW Health acquire or equip all mental health units with hooked rescue knives (now used at the Kiloh Centre) or some similar implement.  

(12)  I recommend that the Commissioner of Police and NSW Health consider developing a protocol or Memorandum of Understanding governing procedures to be adopted when police are investigating critical incidents in NSW Hospitals. Such a protocol might be expected to cover that taking of statements from relevant witnesses, the securing of ‘crime scenes’ (ie, the physical location of an incident),  and the securing of exhibits and relevant documents. 

(13)  I recommend that NSW Health eliminate laundry bags with detachable drawstrings from mental health units in NSW. Alternatively such bags ought to be secured from patients at all times.
	*From 1 January 2011Prince of Wales Hospital is part of the South Eastern Sydney Local Health Network (SESLHN) instead of the former South Eastern Sydney Illawarra Area Health Service.

On 16 June 2011 NSW Health wrote to the NSW Coroner about the actions taken to implement the recommendations (summarised as):

Recommendations 1 and 3 

NSW Health supports the intent of these recommendations however there are policy and practical issues that restrict its application.  

Health services use the ‘Access to Means of Suicide and Deliberate Self Harm Facility’ Checklist to monitor items brought into a Unit, and provide information to visitors about the safety of items.  Such information may include that a condition of visitor entry is consent to a search if there is reasonable suspicion they are carrying dangerous or illegal goods. The provision of lockers is best addressed locally by mental health units (MHUs). 

NSW Health recognises the importance of preventing the bringing in of items that constitute a danger to patients, staff or visitors, however, compulsory searches is not considered appropriate or lawful.  MHUs will provide visitors with leaflets and notices outlining the safety and security policy and the types of items that are banned (sharps and cords etc).  

NSW Health considers that the conditions under which visitors enter MHUs is best determined locally according to the therapeutic and safety requirements of specific patients and facilities, and therefore a mandatory state wide practice on visitor registration is not supported.

Recommendations 2 and 4

All MHUs of the former SESIAHS now have a visitor search policy, including the searching or securing of bags and the registration of visitors.   

Recommendations 5 

The provision and maintenance of patient property lists is supported in principle.  The ‘Protecting People and Property: NSW Health Policy and Guidelines for Security Risk Management in Health Facilities’ provides for inpatients’ money and valuables to be receipted and kept in a safe.  A Safety and Security Framework for Mental Health services is being developed which will review the need for a state wide patient search policy to include the maintenance of full patient property lists.

Individual mental health services have protocols for the searching patients, including clothing and property, on admission and on return from approved and unapproved leave.  

Recommendation 6

There are significant challenges in modifying doors in existing units.  A risk assessment of SESIAHS facilities was undertaken and the Mental Health Clinical Council is currently examining options to control risk associated with inward opening doors.  Some of the operational options include environmental reviews which includes a review of bedroom furnishings and identification of barricading hazards; staff education, orientation and induction, and training drills that promote preparedness training.  The Council is also examining the scope of modification work required across the SESIAHS Mental Health Units. In the interim, wardrobes fixed to walls to reduce barricading and viewing panels in doors to improve observations have been installed in the Kiloh Centre’s Observation Ward.

Recommendation 7 and 8

NSW Health does not support revising ‘Access to Means of Suicide and Deliberate Self Harm Facility Checklist’ using the IPP Consulting Report. The Checklist is a practicable and appropriate annual on-site risk assessment and management tool administered by mental health staff, while the IPP Report is an external site specific review of the St George Mental Health Unit’s physical and electronic security environment and systems.  The two documents are however complementary, with the main environmental risk areas covered by the Report already encapsulated in The Checklist.

Recommendation 9 

A local safety audit has been undertaken to improve safety and security in the Kiloh Centre with a number of actions already completed, including:

· Installation of viewing panels in patient bedroom doors in the Observation Ward

· Purchase of new wardrobes fixed to walls

· Installation of new basin and toilet fittings to enclose plumbing connections

· Modifications to handrails to reduce their ability to be used as hanging points

· Replacement of duress alarms

· Removal of redundant light switches in seclusion rooms; and

· Improved used linen disposal arrangements.

Recommendation 10

NSW Health supports the recommendation to consider a ‘sentinel event’ or ‘critical incident’ checklist to assist staff and management in dealing with such incidents.  The Department’s Mental Health &Drug &Alcohol office (MHDAO) will confer with the Local Health Districts on the efficacy of an additional checklist and assess the viability and usefulness of a state wide checklist.  Some health services, including the Eastern Suburbs Mental Health Service, already have similar local tools to assist with these processes.

Recommendations 11 and 13

While these recommendations for the acquisition of hooked rescue knives and the elimination of laundry bags with detachable drawstrings are both supported in principle, the choice of such equipment is a health service responsibility.  

MHDAO noted that the elimination of the described laundry bags from all mental health units may not be practical as the units operate within the broader hospital environment and hospital support service systems.  In addressing this risk SESLHN now ensures that traditional laundry bags are kept locked away and are not accessible by patients within inpatient wards.  In their place plastic laundry containers are used on the wards.  

Recommendation 12

NSW Health reported that it is assumed that this relates to Magistrate Dillon’s suggestion of a Coronial Practice Note on the conducting of proceedings.  There are ongoing discussions between NSW Health and the Coroner’s Office to progress the issues raised, as well as to re-institute the regular meetings between the two agencies

	
	
	
	Commissioner of Police
	(1) I recommend that the Commissioner of Police and NSW Health consider developing a protocol or Memorandum of Understanding governing procedures to be adopted when police are investigating critical incidents in NSW Hospitals. Such a protocol might be expected to cover that taking of statements from relevant witnesses, the securing of ‘crime scenes’ (ie, the physical location of an incident),  and the securing of exhibits and relevant documents
	On 30 June 2011 the Commissioner of Police’s Office advised:

“The issues are complex and involve liaison with a number of stakeholders, including the NSW Department of Health. Consequently consideration of the recommendation by the NSW Police Force is ongoing and final advice on it will be provided in due course”.

	FUTURE – Next response
	


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

	‘AM’  
	Deputy State Coroner Dillon

22 December 2010


	That ‘AM’ died on 28 April 2007 by hanging after being discharged from Bankstown Hospital whiles suffering from a mental illness.
	Minister for Health
	(1) I recommend that consideration be given to amending the Mental Health Act 2007 to enable clinicians to discharge patients previously detained for assessment into the care of an appropriate person with conditions or with appropriate undertakings, for example, that the patient will be presented to a community mental health service within a certain time. 

(2) Regardless of whether such a statutory amendment is ultimately introduced, I recommend that the Area Health Service establish supervised waiting areas in psychiatric units or Emergency Departments for patients being discharged to carers following a mental health assessment. 

(3) I recommend that the Area Health Service consider introducing the St Vincent’s Hospital ‘Green Card’ system (or suitably adapted version) and, if so, whether it could or should include patients who combine first episode psychosis with self harming behaviours. 

(4) I recommend that NSW Health and Area Health Service review and, if deemed appropriate, amend information packs provided to families and carers of mental health patients cared for and treated by the Service. In particular, I recommend that NSW Health review its information packages with specific regard to First Episode Psychosis and Early Episode Psychosis.

(5) I recommend that the Area Health Service consider introducing a clinical guideline that ‘authorised medical officers’ are not to refuse to detain patients brought in for mental health assessment unless reasonable steps to obtain relevant histories have been taken from person other than the patient.

(6) I recommend that, where it is reasonably practicable, a Registrar or consultant psychiatrist refusing to detain a patient under the Mental Health Act speak to the family or carers of the patient explaining the diagnosis and plan, providing advice as to what signs to be alert for, explaining what they should do if they have any further concerns and answering any further reasonable queries that the family may have. This conversation ought preferably take place face-to-face when the patient is being collected by the family or carer.

(7) I recommend that the Area Health Service obtain legal advice to ensure comprehensive understanding of the requirements of the Mental Health Act 2007 and full compliance with it at senior management level. 

(8) I recommend that the Area Health Service review its training programs and materials concerning the Mental Health Act to ensure that all staff exercising functions or powers under the Act are fully conversant with its procedures and requirements and conduct an audit to ensure that all relevant staff have undertaken such training. 

(9) I recommend that the Area Health Service consider introducing a guideline that a patient without a firm diagnosis but who may have suffered a first episode psychosis be reviewed by a consultant psychiatrist as soon as reasonably possible and preferably within a time to be determined on specialist advice. 

(10)  I recommend that the A5 Brief Assessment and Plan document be amended by NSW Health to include a checklist to be completed by a medical officer who is responsible for any decision to discharge a patient who is initially detained at a hospital pursuant to sections 19-26 of the Act to be completed before the discharge. The checklists would seek to ensure that all relevant steps required under the Act have been taken in proper sequence, all relevant documents completed, relevant histories taken from persons other than the patient, risk assessments made, a management plan developed, and family and carers briefed. 


	The matter has been referred to the Department of Health’s Legal and Corporate Governance Branch to coordinate a response on behalf of NSW Health. 

A letter of acknowledgement was sent to the Coroner on 1 February 2011. Implementation of the Coroner’s recommendations is progressing.

	FUTURE – Next response
	


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

	Craig BEHR
	Deputy State Coroner MacPherson

14 December 2010

At Glebe
	I find that Craig Behr died on 27 March 2004 at about 12.15pm at Long Bay Hospital, Long Bay Correctional Centre, the direct cause of death being consistent with head injury occasioned by Inmate Michael Heatley.
	Minister for Corrective Services/ Commissioner for Corrective Services 
	I recommend that immediately upon a death in custody being notified to police, Corrective Services NSW are to release control of all relevant documentation to the relevant NSW Police Critical Incident Teams such that the Critical Incident Team takes possession for the purposes of examination and review all relevant documentation from the commencement of its investigation and retains same until the Coroner directs otherwise. 
	Corrective Services NSW agrees with the recommendation arising from the inquest into the death in custody.

Immediately upon a death in custody being notified to police, NSW Corrective Services currently releases control of all relevant documentation to the NSW Police Critical Incident Team responsible for investigating the matter.

	FUTURE – Next response
	


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

	Paul Justyn BRAUER
	Deputy State Coroner MacPherson

13 December 2010

At Griffith, Glebe and Parramatta 
	That Paul Justyn Brauer died on 13 October 2005 at Leeton District Hospital from a large pulmonary embolus the origin of which the evidence adduced does not allow me to say.
	Minister for Health
	(11) I recommend the appointment of an overall person to be responsible for the holistic management of patients such as Paul Brauer during their admission to Wagga Wagga Base Hospital and Leeton District Hospital. 

(12) I recommend the appointment of an overall person to be responsible for the implementation of the Leeton District Hospital’s plans/ policies in relation to patient discharge (such as Paul Brauer’s discharge).
	On 29 March 2011 NSW Health wrote to the NSW Coroner about the actions taken to implement the recommendations (summarised as):

· Following review of the role of the Nursing Unit Manager (NUM) at both Wagga Wagga Hospital and Leeton Hospital, the NUM now has direct responsibility for ensuring the co-ordination of a patient’s care and treatment during their admission to hospital.

· Two nursing positions at Wagga Wagga Base Hospital have been designated to assist nursing staff in planning and co-ordinating the discharge or transfer of patients with more complex issues - the Discharge Planner is a senior nursing role and the Aged and Related Care Nurse has a focus on discharge planning and care co-ordination for patients over 60 years of age.

· The Health Service Managers at both Hospitals are responsible for the implementation of the Coronial recommendations, with regular progress reports to be made to the Local Health Network’s Safety, Quality and Risk Committee.
· Discharge planning now occurs early in the admission, assisting in organising required reviews, such as by the Aged Care Assessment Team.

· Discharge summaries and patient information in plain language provide improved communication with general practitioners and other community based services, and is available for inter-hospital transfers to assist this transition and management of patients.  

A number of state wide initiatives by NSW Health which are relevant to the Coroner’s recommendations are underway, including :

· Review of the current ‘Discharge Planning Responsive Standards’ to achieve a clearer and more comprehensive patient care co-ordination framework. This is to include the identification of ‘at risk’ patients on admission and plan their care in consultation with a multidisciplinary team.  The Nursing Unit Manager will also be responsible for ensuring that a ‘transfer checklist’ is completed and understood by the patient and/or their carer.

· The Safe Clinical Handover Program, being progressed across all NSW public health facilities, aims to ensure that there is no ambiguity in the transition of responsibility and accountability for part or all of a patient’s care.  This program recognises that where multiple care providers are involved in a patient’s care, effective clinical handover processes are required to ensure continuity and co-ordination of holistic care.  In 2010 all the former Area Health Services developed local implementation strategies and governance for the program, and in 2011 the program includes a project to improve handover between hospitals and general practitioners.

· The Connecting Care Program (Severe Chronic Disease Management Program) is an integrated model of care at the State, Local Health Network and regional level.  The program aims to reduce the progression and complications of chronic disease, improve the quality of life of people with chronic disease and their carers, and reduce unplanned and avoidable admissions to hospital.  It also endeavours to better connect the health care and social supports required by people with complex needs, and address both their clinical and non-clinical needs.



	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	Kate BUGMY 
	State Coroner Jerram

On 26 August  2010

At Broken Hill 
	That Kate Therese Bugmy died on 28 June 2007 at Broken Hill Hospital as a result of streptococcal sepsis resulting from skin ulceration and complications of cerebral palsy
	Minister for  Disability Services
	That DADHC should give strong consideration to:

(a) Developing and implementing a policy to ensure that the disabled with complex needs living with family, particularly in remote areas, are allocated a caseworker who together with a General Practitioner and other service providers ensures that an annual health care plan is developed and met and all services co-ordinated.

(b) Reviewing and implementing the allocation of human resources to and within the Broken Hill office to ensure that caseworkers are able to complete the currently required annual plans and three-monthly reviews and whether further training is required. This might include the appointment of Clinical Nurse Consultants to assist with health care plans and ensure on-going case management.

(c) Implementing a respite care discharge protocol which requires that issues arising during respite care,  including any health problems and their treatment or future treatment are communicated to the primary carer and the DADHC case worker, and a decision made as to who bears the responsibility for following up where necessary.

(d) Developing a protocol which could be incorporated into the existing three monthly review for recognising ‘flags of concern’ (to include weight loss, pressure sores, absence from contact or refusal to accept services) in order that early consideration be given if necessary to an application to the Guardianship Tribunal. 

(e) Providing urgently a protocol for managing prolonged staff absences including physiotherapist, occupational therapists, social workers, speech pathologists and dieticians, at least by the case manager advising all service users of the likely duration of the absence, seeking advice for alternative assistance from local hospital staff and considering whether funding private access to allied health services might be provided. 

(f) Promoting awareness among staff, patients and primary carers of the ‘Clinical Practices, Pressure Ulcer Prevention Directive – NSW Department of Health PD2005-157’ and of ‘Taking the Pressure off – Wound Care Association of NSW Inc – 2008’ guide.
	Peter Primrose MLC, Minister for Disability Services responded to the Attorney General addressing all the Coroner’s Recommendations on 19 October 2010. Click here to view the full response.



	
	
	
	Manager of Maari Ma Clinic Broken Hill; General of the Nurses Association
	(a) In the same terms as paragraph 1(f), that strong consideration be given to promoting awareness among staff, patients and primary carers of the ‘Clinical Practices, Pressure Ulcer Prevention Directive – NSW Department of Health PD2005-157’ and of ‘Taking the Pressure off – Wound Care Association of NSW Inc – 2008’ guide.
	Awaited

	
	
	
	Manager, Broken Hill City Council 
	(a) In the same terms as paragraph 1(f), that strong consideration be given to promoting awareness among staff, patients and primary carers of the ‘Clinical Practices, Pressure Ulcer Prevention Directive – NSW Department of Health PD2005-157’ and of ‘Taking the Pressure off – Wound Care Association of NSW Inc – 2008’ guide.

(b) Strong consideration should be given to developing a protocol and training for carers to recognise and report to the case manager ‘flags of concern’ ( to include weight loss, pressure sores, absence from contact or refusal to accept services) and to recognise and have knowledge of the treatment of pressure sores including communication of that knowledge to primary carers. 
	Awaited

	
	
	
	Minister for Health
	(a) That NSW Health be commended for its consideration of establishing specialised multidisciplinary teams and recommended to give priority to the provision of the teams to regional areas with limited or no access to specialist services.

(b) The Greater Western Area Health Service to consider consulting a wound care specialist in relation to the AHS’s policies and protocols in respect of:

(i) the assessment of pressure ulcer risk on admission to hospital

(ii) the provision of care and treatment in order to prevent the development of pressure ulcers in hospital, including through the provision of pressure reducing equipment

(iii) the treatment of pressure ulcers in hospital, including the provision of pressure reducing equipment

(iv) the documentation of steps taken to assess, prevent and treat pressure ulcers in hospital.


	*From 1 January 2011, Broken Hill Hospital is part of  the Far West Local Health Network (FWLHN) instead of the former Greater Western Area Health Service.

On 12 January 2011 NSW Health wrote to the NSW Coroner about the actions taken to implement the recommendations (summarised as):

(b) (i)The former Greater Western Area Health Service (GWAHS)  

Implemented a wound care management policy: `Pressure Ulcer Risk Assessment and Prevention Policy'  which:

· Includes pressure ulcer risk assessment, with strategies to prevent the development of and the use of devices to reduce their incidence and severity;

· Mandates completion of the risk assessment for all patients admitted to a GWAHS facility; 

· Identifies ‘at risk’ patients to be treated immediately in accordance with an agreed pressure ulcer prevention plan.
· Includes a flow chart to assist in the appropriate selection of equipment for the prevention and management of pressure ulcers. 
(ii) GWAHS has commenced a new initiative, the `Clinical Standards Evaluation Program' to assess and monitor the quality of nursing care. Audits include nursing documentation compliance and completion of the pressure ulcer risk assessment. 

(iii) GWAHS employs a Wound Care Clinical Nurse Consultant who regularly visits facilities to provide education and advice to staff on wound care and pressure ulcer prevention.

A number of NSW Health policy directives relevant to the Coroner’s recommendations include :

•  NSW Health’s `Clinical Practices - Pressure Ulcer Prevention' Policy directive requires patients with a mobility deficit or change in mobility must  undergo a risk assessment for pressure ulcers which is to be documented in the  patient's health record and communicated to the teams involved in the patient's care. This is in accordance with Australian Wound Management Association's `Clinical Practice Guidelines for the Prediction and Prevention of Pressure Ulcers'. Each health service is required to develop strategies based on the Policy and Guidelines, as actioned by GWAHS. 
• `Essentials of Care' program (EOC), is a framework to support the development and ongoing evaluation of nursing and midwifery care. Wound care management and pressure ulcer prevention are included in the Essential of Care domains of Clinical Intervention and Preventing Risk and Promoting Safety. Broken Hill Hospital has commenced implementation of the Essentials of Care program.



	
	
	
	 Attorney General 
	That the Attorney General and the NSW Parliament consider amending the Coroners Act 2009 by:

(i) inserting the words ‘or any submission or any part of the proceedings’ after the word ‘evidence’ in section 74(1)(b) of the Act; and 

(ii) Adding the following paragraph to section 76: ‘(d) any submissions by legal representatives or comments made by the coroner in relation to whether an Inquest should be suspended under section 78’.  
	The matter has been referred to the Legislation Policy and Criminal Law Review Division of the NSW Department of Justice and Attorney General.

	FUTURE – Next response
	


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

	Michael CAPEL
	Deputy State Coroner MacMahon

On 8 September 2010

At Newcastle 
	That Michael Capel (born 29 June 1965) died on 10 October 2008 at Belmont NSW. The cause of his death was multiple gunshot wounds received during the course of a police operation. 
	Commissioner of Police 
	1) That consideration is given to the development of a training module for general duties police officers to assist them in dealing with mentally ill persons. 

2) That such training module, when developed, forms part of the mandatory training obligations of general duties officers. 
	AM Scipione PSM Commissioner of Police on 30 November 2010:

“The NSW Police Force supports Recommendation One.

Recommendation Two is noted. It is the current NSW Police Force Position that mandatory mental health training of the type proposed by the Deputy Coroner is desirable. The feasibility of developing an appropriate training package is presently under consideration. Pending the identification of relevant issues as part of this process, it is anticipated at this time that any training package would be mandatory for all frontline police.”

Mandatory training material on Mental Health is now available for all officers on the Education & Training Command Intranet page.



	
	
	
	Chief Executive, Hunter and New England Area Health Service 
	1) That where a patient, who is receiving antipsychotic medicine by way of periodic injection, is discharged from the care of a mental health team (the MHT) to the care of a general practitioner, the MHT ensure that the general practitioner has in place a system to identify and follow up such patients where they cease presenting themselves to receive the prescribed medication.
	On 18 January 2011, NSW Health (Mental Health) wrote to the NSW Coroner about the actions taken to implement the recommendations (summarised as):

The former Hunter New England Area Health Service (HNEAHS):

· has written to all Divisions of General Practice in the region requesting that they share the content of the Coroner’s recommendation with their general practitioners. 

· Will follow up to determine whether this communication had been implemented by general practitioners.  

A number of NSW Health policy directives relevant to the Coroner’s recommendations include :

· Area mental health clinicians must have processes in place to follow up consumers that do not keep an initial appointment or if the private provider seeks further support.

· Area clinicians are responsible for ensuring relevant & sufficient information is provided in shared care situations & when care is transferred to private providers, & that clients & family/carers must be involved in discharge planning.

· NSW Health has undertaken projects to enhance general practitioner (GP) mental health knowledge & skills & promote improved communication between Area mental health workers & GPs

· NSW Health’s Mental Health and Drug and Alcohol Office (MHDAO) is leading a shared care project to develop ways for mental health services to work with private practitioners

· NSW Health funds the Institute of Psychiatry for the delivery of Australia’s only post graduate mental health qualification for GPs

· MHDAO will inform GP NSW, the Statewide body that supports the Divisions of General Practice of the Coroner’s recommendation.



	FUTURE – Next response
	


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

	Oi Fong 

CHAN 
	Deputy State Coroner Dillon 

On 5 November 2010

At Glebe
	That Oi Fong Chan  died at Concord Hospital, Concord NSW on 9 December 2006 as a result of an intracranial haemorrhage she suffered during the course of neurosurgery.  
	Minister for Health
	That NSW, when planning the introduction of the adapted World Health Organisation surgical safety checklist, also give close consideration to including in its safe surgery protocol a standard procedure that a surgical team briefing including all members of the team take place before any  operation. 

I further recommend that NSW Health considers adopting a standard procedure of members of new surgical teams introducing themselves [to each other] by name and role before operations commence. 
	The matter has been referred to the Department of Health’s Corporate Governance and Risk Management Branch to coordinate a response on behalf of NSW Health. Letter of acknowledgement sent 8 December 2010 to State Coroner.



	FUTURE – Next response
	


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

	Arthur COOLING and Ralph 

GRENFELL 
	State Coroner  Jerram

On 14 September 2010

At Glebe
	Mr Ralph Grenfell died on 5 October 2005 and Mr Arthur Cooling died on 7 January 2007 at the Tocumwal Hospital as the immediate result of the administration of Atracurium and Pancuronium delivered intravenously without ventilatory support by Dr Balaji Rao.
	NSW Department of Health
	1) A NSW Health Safety Notice be issued warning all medical practitioners and nursing personnel of the potential negative effects of neuro-muscular blocking agents and that those agents should not be used without appropriate ventilator support. 

2) Take steps to promote the exercise of access by VMOs to such services and advice ad are available from Clinical Nurse Consultants (CNC) and Clinical Nurse Specialists (CNS) in the field of palliative care in general and pain relief in particular.  Those steps should include the monitoring, on an annual basis, of the use of those services throughout the State in non-metropolitan hospitals, which principally rely on General practitioners as VMOs for the provision of medical services.  

3) That the Department of Health undertake a review, in conjunction with the NSW Nurses’ Association  and other industry participant groups, of the support processes for whistleblower staff,

4) That the Department of Health reviews education and training programs for health professionals and support staff with a view to ensuring that there is a significant emphasis and focus on:

(a) their role as advocates for clients of the health system; and 

(b) the role of each person when a complaint has been made.
	*From 1 January 2011Tocumwal Hospital is part of the Murrumbidgee Local Health Network (MLHN) previously known as the former Greater Southern Area Health Service (GSAHS) 

On 27 January 2011 NSW Health reported to the NSW State Coroner about the actions taken to implement the recommendations(summarised as):

 1)  After consultation, NSW Health will issue a safety notice which includes risk management strategies for the use of neuromuscular blocking agents.  

2) The NSW Health ‘Palliative Care Strategic Framework 2010 – 2013’ released in January 2010:

· Defines priority areas for strengthening palliative care services in NSW 

· Indicates the role of the specialist services; which will include interdisciplinary assessment, consultation and support to primary care services and providers

· Outlines typical metropolitan and rural models.  

· Provides for the development of Palliative Care Service Plans for implementation at the Health Service level, which are supported by the Palliative Care Service Development Officer Network.

The Australian General Practice Network’s Rural Palliative Care Resource Kit additionally addresses this recommendation, which was developed for use by general practitioners in rural settings who provide care to patients with palliation needs.

3) NSW Health has a ’Protected Disclosures Procedures in Health Services’ Policy Directive requiring health services to develop local procedures for managing protected disclosures.  The ‘Protected Disclosures Amendment (Public Interest Disclosures) Act 2010’ necessitates a review of this policy. This review will also take into account findings from the ‘Whistling While They Work’ national collaborative research project.  This policy review is intended to be undertaken in 2011. 

4) One of the roles of NSW Health’s Clinical Education and Training Institute (CETI) is to provide leadership and to work closely with public health organisations and clinical training providers to ensure the development of clinical education and training across the NSW Public Health system. NSW Health will refer this recommendation to CETI for consideration

	
	
	
	Greater Southern Area Health Service
	5)  Take steps to ensure that the Executive Director of Medical Services for Greater Southern Area Health Service (GSAHS) monitors the attendance of VMOs at weekly meetings with Health Service Managers at GSAHS hospitals an that if the attendance of VMOs is unsatisfactory, such unsatisfactory attendance is to be dealt with by way of VMO performance reviews, at least annually.
	5) The former GSAHS supports the intent of the recommendation; however noted weekly meetings would be impractical due to their impact on general practitioner surgery hours. Monthly meetings with Medical Directors and Local Health Service Managers are occurring.  Attendance and participation at such meetings is being included in annual VMO Performance reviews.

	FUTURE – Next response
	


TOP
	Name of Deceased 
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response


	Recommendation 9 and 10

The Blacktown-Mt Druitt Hospitals (BMDH) Division of Medicine has instituted changes to improve after hours assessment and hand over by resident medical staff.  This approach is formulated in the BMDH ‘Improving After-Hours Assessment and Hand-Over by Resident Medical Staff’’ Policy Statement which was endorsed in November 2010, a copy of which was provided to the Coroner.
Recommendation 11

An in-service training program is to be provided to resident medical officers, cardiac technicians and nursing staff to ensure they are familiar with the relevant local protocols, and to give staff guidance on when senior medical officers should be consulted.  Implementation of this In-Service program is being scheduled and will include the handover policy noted above.

Recommendation 12

The Chest Pain Assessment pathway and associated policy / implementation guide is undergoing final stakeholder consultation.  
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	Joan DENNISON  
	Deputy State Coroner Ian Guy 

21 December 2010

At Wollongong 
	I find that Joan Dennison died on 18 November 2007 at Shellharbour Hospital, Shellharbour NSW, from sepsis and aspiration with metabolic dysfunction as a result of a mechanical small bowel obstruction. 
	Minister for Health 
	1) That the Southern Hospitals Network gives specific consideration to the inclusion of graded assertiveness training as part of the establishment of the Simulation Centre at Wollongong Hospital.

2) That the ISBAR – ‘introduction, situation, background, assessment and recommendation’ – principles continue to be emphasised in the training of all medical staff in the Southern Hospitals Network.

3) That the superseded telephone consultation checklist for medical officer (appearing at page 277 of the brief of evidence) be incorporated into the training of medical officers in the Southern Hospitals Network as part of the ISBAR program.

4) That the principle that responsibility and authority for the transfer of patients from one hospital to another remains with the referring clinician in the sending hospital be emphasised to all medical staff and those staff involved in the patient transfer process in the Southern Hospitals Network.
	From 1 January 2011 Shellharbour Hospital is  part of the Illawarra Shoalhaven Local Health Network (ISLHN).

On 20 April 2011 NSW Health reported to the NSW State Coroner about the actions taken to implement the recommendations (summarised as):

1) The ISLHN accepts this recommendation, and it will be included in the curriculum development component of the Simulation Centre’s commissioning process and the requirement noted in the planning documents. The Simulation Centre is still in the construction planning phase and it is not possible at this stage to provide an accurate timeframe for implementation.  

2) The ISLHN accepts this recommendation with the Network Directors of Prevocational Education and Training (DPET) to be formally advised with a request for immediate and ongoing implementation in medical officer education calendars.  Additionally, the Illawarra Shoalhaven Clinical Governance Unit developed and issued to all DPETs and Directors of Clinical Service of the Southern Hospitals network a presentation for Junior Medial Officers on the use of ISBAR principles in clinical handover.  A copy of the presentation was provided to the Coroner.

More broadly, the Department’s Clinical Handover program is being progressed across NSW Health services.  This Program and the associated policy ‘Clinical Handover – Standard Key Principles’; and the contained principles acknowledge the importance of effective processes in all aspects of clinical handover.  Within the broader program, the Junior Medical Officer Shift Change Clinical Handover project aims to improve clinical communication in all scenarios for medical officers.  The program includes:

· ISBAR as a consistent structured communication framework 

· senior leadership to help prioritise the most important clinical information

· principles to guide the handover process and ensure that prioritised management plans are handed over, including the identification of diagnostic tests needing completion, review and action; and

· two way communication to ensure both the giver and receiver have understood and had opportunity to seek clarification so that responsibility and authority is effectively handed over.

The project is being implemented across NSW in 2011 with resources being included in the orientation package for this year’s new junior medical officers, and discussions have been undertaken with NSW university Medical Deans regarding consistency of undergraduate training with the clinical handover program and ISBAR principles.

3) This recommendation is accepted and ISLHN has incorporated the information contained in the checklist into the ISBAR training materials currently being used, including the presentation noted above.

4) ISLHN is developing a business rule that will inform all staff of the correct inter-hospital transfer procedure.  This Business Rule is undergoing final approval and is due to be released throughout the Network by the end of April, 2011.  

Additionally, a new policy on the inter-facility transfer of patients requiring specialist care is being developed and will address responsibility and authority for transferring patients as identified in Magistrate Guy’s fourth recommendation.  The policy will also provide for the immediate escalation of any clinical or logistical disagreements in arranging patient transfer.  
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	Nikos DIMITRAKOPOULOS
	Deputy State Coroner Dillon

22 December 2010

At Glebe
	That Nikos Dimitrakopoulos died on 20 December 2006 at Bankstown Hospital Bankstown NSW of the combined effects of coronary artery disease and hypertension while under treatment as a mentally disordered patient in the hospital psychiatric unit. 
	Minister for Health
	(1) I recommend that NSW Health develop a guideline on time standards for assessments to be conducted by consultant psychiatrists of patients newly detained under the Mental Health Act 2007.

(2) I recommend that, in light of this case, NSW Health consider how best to implement the ‘Between the Flags’ policy in psychiatric units and to review its policies to provide greater clarity as to the circumstances in which patients should be transferred from psychiatric units to medical wards and the process for doing so, with emphasis on enabling such transfers to be made readily and at short notice. 

(3) In particular I recommend that NSW Health considers whether to introduce a policy that if any of the basis physical observations required (ie blood pressure, respiration rate, oxygen saturation level, temperature and pulse) are unable to be taken for any reason in relation to a patient in a psychiatric unit who may have significant medical conditions related to or in addition to the psychiatric reason for admission, the patient must be reviewed urgently by the medical registrar with a view to considering the patient’s transfer to a more appropriate ward where such observations can be properly taken. 

(4) I recommend that the Area Health Service investigate whether there remains a delay in the reporting of blood test results at the Bankstown Hospital or between the laboratories and Banks House and, if necessary, take urgent remedial action. 
	The matter has been referred to the Department of Health’s Legal and Corporate Governance Branch to coordinate a response on behalf of NSW Health. 

Letter of acknowledgement to the State Coroner was sent on 20 January 2011.
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	Kristin 

DOERING 
	Deputy State Coroner Brydon  

26 October 2010

At Glebe 
	I find that Kristin Doering died in bushland near Alicia Place Kenthurst as a result of exsanguination following the self infliction of a wound with the intention of taking her own life. 
	NSW Commissioner of Police 
	1. That the Commissioner of Police review the education of Police Officers in the field of tracing of telephone calls, in particular the use of triangulation and last call details, with respect to their use, interpretation and employment in the process of police investigations. 
	Awaited
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	Charmaine 

DRAGUN 
	Deputy State Coroner MacPherson  

15 October 2010

At Glebe 
	I find that Charmaine Dragun died on 2 November 2007 at the Gap Vaucluse of the effects of multiple injuries sustained when she projected herself from the top of a cliff with the intention of taking her own life. 
	
	I intimated during the Inquest that I was going to make recommendations relating to the

adequacy of counselling provided to Officers of the Rose Bay Local Area Command. It

has been pointed out that I made recommendations in a previous inquest involving another death at the Gap and that the Commissioner of Police had responded to that recommendation. 

I accept that and do not propose to take the matter any further.

I direct that copies of the findings and executive summary be forwarded to the Royal Australian College of General Practitioners, the Counsellors and Therapists Association of New South Wales, the Australian Psychological Society and the Royal Australian and New Zealand College of Psychiatrists.
	Click here to view the Response of the Royal Australian and New Zealand College of Psychiatrists dated 23 December 2010. 
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	Frederick 

FORD  
	Deputy State Coroner Dillon  

7 October 2010

At Glebe 
	I find that Frederick Ford  died on27 June 1998 at an unknown location, most likely in the State of NSW and that he died as a result of homicide at the hand of a person or persons unknown, but as to the exact cause and manner of his death I am unable to say. 
	Commissioner of Police 
	I recommend that the Commissioner of Police offer a reward for information that may lead to the identification and conviction of Mr Ford’s killer or killers.
	Commissioner of Police A Scipione APM on 7 April 2011:

“The NSW Police Force acknowledges that the offer of a reward can be a useful investigative strategy. Consideration is currently being given as to whether the offer of a reward might assist in this particular matter.”
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	Gary  KELSO 
	Deputy State Coroner MacPherson 

13 December 2010

At Glebe
	That Gary Kelso died on 9 November 2006 at St Vincent’s Hospital from dilated cardiomyopathy.
	Commissioner for Corrective Services 
	The annual budget allocation to Corrective Services ought to be escalated on the basis of increases to the full time inmate population.  The population has significantly increased over the past decade.  Variations in the budget to accommodate increases in the inmate population are based on the average daily fulltime inmate population. This approach to determining the increase in the budget does not have regard to fluctuations in the inmate population.  Neither does it recognise that a funded vacancy buffer is required to enable the front end of the correctional system to manage spikes in the inmate population and absorb all receptions.  I therefore recommend that NSW Treasury Officials should meet with Corrective services NSW Executive to discuss changes to the funding model that recognises the need to maintain a funded vacancy buffer as a contingency to absorb increases in the inmate population. 
	Senior Executives from Corrective Services NSW (CSNSW) met with NSW Treasury officials and discussed the changes to the CSNSW funding model, as recommended by Deputy State Coroner MacPherson.

Following this discussion, NSW Treasury engaged KPMG Consultants to review the current funding model and to develop a revised model. 

A workshop was held with CSNSW senior executives including the Director General and Commissioner of Corrective Services, NSW Treasury and KPMG consultants, which progressed the development of this model. 

The final report from the KPMG review has been completed. It has been submitted to the relevant senior executives for their consideration. 
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	Jelica 

KOVACEVIC 
	Deputy State Coroner Dillon 

25 August  2010

At Glebe
	That Jelica Kovacevic died of unascertained natural causes between 22 January 2007 and 18 October 2007 at Newtown NSW while living alone in her home unit.   
	Minister for Housing 
	I recommend that the Housing NSW Tenant Connect program be re-funded at the conclusion of the current four-year program. 
	Awaited
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	Jayden Matthew LYNCH 
	Deputy State Coroner Mitchell

On 15 October 2010

At Grafton 
	That Jayden Matthew Lynch died on 15 December 2008 at Yamba NSW or en route to Maclean District Hospital. The cause of his death was asphyxia secondary to epilepsy.
	Minister for Human Services (Community Services) 
	 1. That the NSW Department of Community Services (Human Services) use its best endeavours to take steps to encourage and assist the NSW Family Day Care Association and other peak bodies to inform and educate their member associations, whether by way of newsletters, seminars or other appropriate means, of the duties and obligations of licensees and authorised supervisors to comply with the provisions of the Children’s Services Regulation 2004 and, in particular, with:-

(i) Clauses 25(5), 66(1) to (3) inclusive, 92 and 96;

(ii) Clauses 1 and 2 of Schedule 1; and

(iii) Clauses 9 and 11 of Schedule 1A thereof. 

2. Without limiting (1) above, that in any formulation of such information and education of such associations, guidelines be provided as to:

(i) the effective supervision of children being provided with care whilst both awake and asleep;

(ii) the requirement for licensees to develop procedures so as to ensure that the authorised supervisor, members of staff of the service and each family day carer who is registered with the services comply with the provisions of the Regulation that apply to them;

(iii) that the written records maintained with respect to each child be kept up  to date at all times;

(iv) that such written records be maintained in a safe and secure area of the Association’s premises;

(v) that such records clearly record any medication condition applicable to such child and the treatment to be given in the event of the child appearing to be severely affected by such condition while being provided with the service; and 

(vi) that such records set out any special requirements concerning the child with respect to the child’s medical condition.

3. In any such program implemented, the Department endeavour to assist in any information or education program, so as to have the NSW Family Day Care Association and other peak bodies take steps to ensure that carers registered with each said association fully understand, and comply with, the obligations imposed on them by the said Regulation.
	On 10 June 2011, Annetta Gallard, Chief Executive Officer, NSW Family and Community Services, advised as follows:

“In March 2011, Community Services concluded an education campaign raising awareness in the family day care sector about the responsibilities of licencees, authorised supervisors and individual carers under the Children’s Services Regulation 2004.  A key point in the campaign has been to raise awareness among licensees of the requirement to develop procedures for family day carers which ensure that children are supervised at all times including while they are asleep.  This campaign included the distribution of information to licensees and authorised supervisors through letters and brochures, personal visits to the services by Children’s Services Officers and a presentation of a workshop at the Family Day Care conference in September 2010. The campaign is currently being evaluated.

Following the release of the Coroner’s findings, Community Services met with the NSW Family Day Care Association Inc (FDCA) to discuss possible joint action to promote the Coroner’s recommendations.  One of the main functions of FDCA is to provide training courses to its members.  A course on governance issues facing management committees of incorporated associations being planned in 2011 will provide an opportunity to work with FDCA to inform management committees of their responsibilities as licensees of family day care children’s services in NSW. 

A Working Group comprising representatives of the above peak bodies and officers from the Children’s Services Directorate met on 14 April 2011.   The Working Group has been established to inform the government’s response to the Coroner’s findings and recommendations and will contribute to the development of tools and communication strategies to better inform and educate their respective members about their obligations. The Working Group will run from April to around July 2011 and will provide an update to the Attorney General on completion of its work.

Major peak bodies representing or supporting the family day care sector in NSW are the FDCA and the Family Day Care Carers Association of NSW These bodies have also taken some action in response to the Coroner’s recommendations. 

FDCA has taken steps to inform its membership of the Coroner’s findings and recommendations and has provide advice to member family day care services to review the content and implementation of their supervision policies and procedures. FDCA members are being encouraged to discuss how policies and procedures are developed and implemented including through information on the FDCA website and newsletters. 

The Family Day Care Carers Association of NSW has discussed the Coroner’s findings at the last two Executive meeting which were attended by carer representatives from a number of regions including  Upper Northern Region where carers registered with the Clarence Family Day Carers are situated. These representatives have been asked to take information back to their regions to promote discussion among other carers. 

Community Services’ role in relation to the regulation of family day care in NSW is the responsibility of the Children’s Services Directorate and as such, that Directorate has been responsible for taking action in response to the Coroner’s recommendations.  As a result of recent changes to the configuration of the NSW State Government, the Children’s Services Directorate has become a unit within the Department of Education and Communities and responsibility for the above recommendation now rests with that Department. “ 
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	Julia MCLEAN
	Deputy State Coroner Dillon 

On 6 July 2010

At Dubbo 
	I find that Julia McLean died at Walgett, NSW on 16 November 2007 of Acute Necrotising Pulmonary disease, probably Goodpasture’s Syndrome, which manifested itself when she was working as a shearing hand.
	WorkCover Authority
	1.That the Authority produce and disseminate through appropriate sheep industry bodies such as the Shearing Contractors Association, the Australian Workers Union, the Farmers Federation of NSW, Farmsafe NSW, Farmsafe Australia and rural TAFE Colleges, an industry alert or fact sheet incorporating the content of Section 12 of the WorkCover Health and Safety at Work (2002) Guide for the shearing industry in relation to Emergency Response and First Aid. 

2. That the Authority consider regulating to require owners of active sheep shearing sheds to display signs outlining emergency response procedures and the location(s) of First Aid kits and emergency communications

.

3. That the Shearing Contractors Association of NSW, Farmsafe Australia, NSW Farmers’ Federation and Australia Workers Union advise shearing contractors of the desirability of training at least one member of their teams in the administration of First Aid, and of the need to alert members of their teams as to the location of First Aid facilities and to identify to all members of their teams a means of communication with emergency services in the event of emergencies.
	 On 28 June 2011, the Minister for Finance and Services the Hon Greg Pearce MP, advised:

“ 1) WorkCover has issued a Fact Sheet entitled ‘Emergency Response and First Aid: A Guide for the Wool Harvesting Industry”.  The Fact Sheet is based on Section 12: Emergency Response and First Aid of the WorkCover Shearing Guide which relates to emergency response and first aid particularly in remote rural work locations. The Fact Sheet advises employers to ensure adequate arrangements are made for emergencies. The Fact Sheet refers to the need for an emergency plan, first aid equipment and training, communication arrangements and evacuation procedures. 

An Emergency Card incorporating emergency contact details has also bee produced and this is designed to be displayed in the shearing shed.  WorkCover sought input from key industry stakeholders during the development of the Fact Sheet and will be seeking their assistance to disseminate the finalised Fact Sheet across the industry. The Fact Sheet and Emergency Card are located on the WorkCover website. 

2) Clause 17 of the Occupational Health and Safety Regulation 2001 requires an employer to ensure emergency evacuation arrangements, emergency communications and appropriate medical treatment of injured persons.  Clause 20 requires an employer to ensure appropriate first aid facilities at the workplace. 

With the imminent commencement of the national model Work Health and Safety legislation in January 2012, it was considered that an industry approach would be a more effective strategy to ensure that employers have regard to implementing emergency response procedures and establishing first aid facilities at the workplace.  WorkCover engaged with industry stakeholders to produce the Fact Sheet and Emergency Card referred to above. 

3) WorkCover has written to the following industry stakeholders to advise them about the Coroner’s recommendations, the Fact Sheet and the Emergency Card:

· NSW Farmers Association

· Shearing Contractors Association of Australia

· Woolclassers Association of Australia

· The Australian Workers Union

· Rural Studies Unit TAFE Dubbo NSW

· Australian Wool Innovation

· Australian Centre for Agricultural Health and Safety (FarmSafe NSW).



	
	
	
	Shearing Contractors Association of NSW, Farmsafe Australia, NSW Farmers’ Federation and Australia Workers Union
	That these bodies advise shearing contractors of the desirability of training at least one member of their teams in the administration of First Aid, and of the need to alert members of their teams as to the location of First Aid facilities and to identify to all members of their teams a means of communication with emergency services in the event of emergencies.
	The Australian Centre for Agricultural Health and Safety on 30 August 2010:

“ The Centre has reviewed its existing information and support material in the areas specified in your findings and recommendations.  This response is compiled on behalf of the Australian Centre for Agricultural Health and Safety, Farmsafe Australia and Farmsafe NSW.

Material currently available both in hard copy and free of charge online in clued a generic Farm Worker Safety Induction -Contractror Discussion Guide. This document is designed to assist employers in completing the appropriate induction with contractors engaged for work on their property.  Section 7 – What to do in an Emergency -  specifically outlines the need to identify (a) the location of first aid facilities (b) the means of communication including telephone and its physical location if mobile coverage is not available, and the UHF channels used on that particular property (c) relevant emergency communication contacts/numbers and (d) requests identification of a first aid officer. 

We fully support the concept of at least one (if not several or all) team members having current first aid proficiency. This will be emphasised in any subsequent revision of these materials. 

The Centre also has available an older Induction guide (Aug 2000) specifically for shearing contractors.  In light of your deliberations, we will provide an undertaking to revise these materials and incorporate your findings and recommendations. 

We are also of the understanding that the Health and Safety at Work Shearing Guide (2002) is under review within the industry and we would be pleased to provide input on the issues raised in your findings and recommendations if required. Additionally we will endeavour to progress the issues raised through the WorkCover NSW Primary Production Industry Reference Group, in which all relevant parties are involved. 

Immediate action by the Centre will include the distribution of the existing resource Farm Worker Safety Induction – Contractor Discussion Guide to the relevant agencies including the Shearing Contractors Induction guide (Aug 2000). These will be made freely available to the industry including the Shearing Contractors Association of NSW and the Australian Workers’ Union.”
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	Daneeka Priscilla NIXON   
	Deputy State Coroner MacPherson

3 December 2010

At Lismore 
	That Daneeka Priscilla Nixon, born 11 July 1980, died between 8.00pm on 16 April 2006 and 4.00pm on 20 April 2006 at Lot 54 ‘The Channon’, Lismore, but the evidence adduced does not enable me to determine the manner or cause of her death. 
	Commissioner of Police 
	(1) I recommend that the NSW Commissioner of Police give consideration to negotiating a Charter of Agreement between himself and the Queensland Commissioner of Police in relation to the shared use of each Service’s police diver resources in the areas close to the NSW/ Queensland border, similar to the Charter of Agreement apparently in place between the NSW Commissioner of Police and the Victorian Commissioner of Police in relation to the shared use of each Service’s diver resources in the areas close to the NSW/ Victoria border. 

(2) The Officer in Charge of this Coronial investigation is to forward a file of evidence in this matter to the Cold Case Division of the Homicide Squad. I further recommend that these investigators assess the viability of diatom testing of retained physical samples, in consultation with Professor John Jacob, Curtin University, Western Australia.
	On 28 June 2011, Commissioner AP Scipione APM, Commissioner of Police, advised as follows:

“ (1) The NSW Police Force and the Queensland Police divers assist each other, if and when appropriate. Resources are provided to each State on a needs basis with each request dealt with on its merits. It is the position of the NSW Police Force that current cooperative arrangements are adequate and that a formal Memorandum of Understanding (MOU) with Queensland Police is unnecessary. 

The MOU between the NSW Police Force and Victoria  Police is a unique agreement that arises due to special circumstances relating to the nature of the marine border. These do not apply to Queensland. 

It should also be noted that there are also certain inherent constraints which limit the capacity of the Queensland Police Service to provide assistance beyond its borders. The State of Queensland is approximately twice the size of NSW while the Queensland Police Service Diving Unit is considerably smaller than its NSW Police Force counterpart.  Moreover, although Richmond Local Area Command borders Queensland in the north, the deployment of Queensland resources to a township like Lismore, which is a considerable distance from Brisbane, would only occur in extraordinary circumstances. 

(2) In accordance with this recommendation, a copy of the brief of evidence has been provided to the Commander of the Unsolved Homicide Unit. In addition, following best scientific practice and consultation with experts, preliminary testing of retained samples was conducted which confirmed the presence of diatoms and made further testing viable. As a result, pathology samples for Ms Nixon were obtained and presented to Professor John from Curtin University for further analysis on 23 May 2011.  The results of this examination are not yet available.

The officer in charge of the investigation has been in regular contact with the Nixon family, through its solicitor, regarding these processes. “
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	PATIENCE 

Ian 
	Deputy State Coroner Dillon

22 December 2010

At Glebe 


	That Ian Patience died on 10th June, 2007 at Bankstown Hospital as a result of complications following surgery on a background of cirrhosis of the liver. 


	NSW Health and the Royal Australasian College of Surgeons 

Gastroenterological Society of Australia, the Australian and New Zealand Hepatic, Pancreatic and Biliary Association and the Royal Australasian College of Surgeons
	1) That the Minister for Health  & Royal Australian College of Surgeons require a copy of any operation notes made by the surgeon be placed in the relevant hospital records as soon as practicable following the operation.

2) That the  Gastroenterological Society of Australia, the Australian and New Zealand Hepatic, Pancreatic and Biliary Association and the Royal Australasian College of Surgeons formulate guidelines for the assessment and management of cirrhotic patients undergoing surgery.

3) In formulating such guidelines, I further recommend that the Gastroenterological Society of Australia, the Australian and New Zealand Hepatic, Pancreatic and

Biliary Association and the Royal  Australasian College of Surgeons undertake or sponsor a study of the questions of where medium- and high-risk surgery on cirrhotic patients is best undertaken and of what facilities ought be available for post-operative care if the patient is classified in the Child-Pugh A, B or C category.

4) I recommend that any such general  guidelines developed by the Gastroenterological Society of Australia,

the Australian and New Zealand Hepatic, Pancreatic and Biliary Association and the Royal Australasian College of

5) Surgeons address at least the following issues:

· Is the Child-Pugh system of pre-operative assessment of risk for cirrhotic surgical patients the optimal form of assessment or ought another be substituted or used in conjunction?

· If a cirrhotic patient previously assessed as being in the Child-Pugh A category suffers post-operative liver failure or decomposition, ought he or she be reclassified and his or her post-operative management be altered accordingly?

· Where should medium- and high-risk operations (as defined by the Royal Australasian College of Surgeons or other authoritative source(s)) on cirrhotic patients be performed? In particular, is it advisable that they be performed in high-volume hospitals with gastrointestinal review and back-up available?

· In determining the answer to that question, what facilities for post-operative care ought be available for patients assessed pre-operatively as being the Child- Pugh A, B or C categories ?

· If a cirrhotic patient is operated on in a hospital without specialist gastroenterological review and care available, when should such a patient be transferred to a hospital where such facilities are available?

· What is the appropriate fluid balance regime for management of post-operative ascites in cirrhotic patients? In particular, should saline be restricted? Should drainage be restricted? Should albumin be administered and, if so, when?

· Following an operation, what clinically significant 3 signs of possible liver failure or decomposition must practitioners be vigilant to look for ? Signs of possible infection? Mental deterioration?

· At what point, if any, should the patient be reviewed by a gastroenterologist or physician following an operation? Within 48-72 hours? Only when the clinical need arises?

· Ought the surgeon to advise the cirrhotic patient of the specific increased risk of post-operative mortality and morbidity? If so, in what manner ought this advice to ideally be given?

· Having regard to anticipated or potential postoperative complications, ought a simple post-operative care checklist of signs and symptoms to be developed for cirrhotic patients who have undergone medium- to high-risk surgery to ensure that post-operative care is focussed and complete? If so, what should the content of that checklist be?

5) I also recommend that the guidelines for post-operative management of cirrhotic patients include a strong reminder to clinicians caring for such patients of the need to pay close attention to the concerns of family members about adverse changes in the patients.


	The matter has been referred to the Department of Health’s Legal and Corporate Governance Branch to coordinate a response on behalf of NSW Health.

A letter of acknowledgement was sent to the NSW State Coroner on 1 February 2011. Implementation of the Coroner’s recommendations is progressing.
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	ROBERTS 

Mary Ann
	Deputy State Coroner MacPherson 

14 December 2010

At Glebe


	That Mary Ann Roberts died on 8 February 2005 at the Prince of Wales Hospital as a result of a bacterial endocarditis organism arising from a staphylococcal infection that entered her bloodstream through either a pressure sore or a foot ulcer.
	Minister for Health

(responsible for Justice Health NSW)
	That Corrective Services NSW, in conjunction with Justice Health NSW, develop protocols to ensure that sentencing courts are provided with sufficient relevant information regarding any special needs of a person who is to be considered for a custodial sentence, where those special needs result from a significant physical or mental disability. 

I note that Corrective Services NSW has (already) engaged in deliberations/ consultations with the Judicial Commission of NSW to assist in developing such protocols.
	On 15 July 2011, NSW Health reported to the NSW State Coroner about the implementation of the Coronial recommendations:
“A number of systemic improvements in Justice Health (JH) have been made since the death of Ms Roberts in 2005.  These improvements include:

· New and redeveloped facilities and processes for the care and management of older patients with chronic and complex health needs, particularly for the care of women. (new health centre at Silverwater Women’s Correctional Centre, new Long Bay Hospital, which has an Aged Care and Rehabilitation Unit). 

· Revised care planning and documentation and the development of the Chronic Health Assessment and Plan, a Clinical Assessment Tool, clinical pathways for the management of chronic care and improvements in clinical handover and the management of diagnostic test results. The processes for women accessing appointments at external health facilities have also been addressed. 

· Improved case management for aged and very ill patients has been achieved through the establishment of an Aged Care Steering Committee. 
· Transfer processes and protocols have been audited by KPMG and their action plan is being implemented. A Care Navigation Support Team has been established which incorporates the key functions of case management and continuity of care. 
· The quality of documentation in health records is being addressed through a range of strategies that include: real time tracking of records through the Patient Administration System; health record improvement projects, electronic clinical applications projects, and a compliance program for documentation standards. 
· When a very ill patient is identified as being in the last stages of life, revised systems ensure a more timely application to Corrective Services NSW for consideration of early release.
JH has identified a number of challenges that will require consideration ahead of implementation of the Coroner’s recommendation, including:

· The provision of sufficient information and advice to sentencing courts in relation to the care that can be provided in custody and that to date there is no structured framework for the provision of such information to the courts in conjunction with partner agencies. 

· There are substantial resource implications. 

· The scope of health services provided to the majority of people entering the criminal justice system can be provided at a level of care equivalent to that available in the community.
More than 30,000 adults enter custody each year and more than 10,000 persons are in custody at any one time. JH is responsible for providing healthcare to this population at more than thirty (30) correctional centres. Every person is assessed on entry into custody and large numbers access healthcare throughout their incarceration. 

There is a significantly greater incidence of chronic disease and co-morbidity among persons in custody than in the broader community. People with chronic and complex health care needs frequently enter custody without prior warning or contact from the courts. 

Early in 2011 JH initiated a review of its role in and procedures for responding to requests for medical and psychiatric reports from NSW Courts and external agencies. Arising from the review to date, JH has commenced the development of a standardised procedure for managing the provision of information and advice to the courts for these groups of people. 

JH is participating in a cross-agency endeavour, as recommended by the Sentencing Council in its report on Reduction in Penalties at Sentence, to develop a formalised program that will ensure judicial officers are informed of the facilities, programs and procedures available for the management of offenders. It is hoped that this work will assist to improving the information sharing capability between the NSW Judicial Commission, JH, Corrective Services NSW and Juvenile Justice and improve judicial officers’ understanding of the services provided by JH.

JH will continue in its review of responses to requests from NSW courts and external agencies for medical and psychiatric reports, and will provide NSW Health with a report on its findings, recommendations and resource implications. 

The inquest identified two (2) major concerns in the care of Mrs Roberts; one being clinical handover and the second being the standards of documentation in the health care record throughout her care and treatment. To address the system wide issues of clinical handover and clinical communication, a number of state wide initiatives are currently in progress.

· "Essentials of Care" and “Take the Lead” programs which engages nursing leaders and frontline staff in providing patient focussed care and the supervision of patients and for enforcing safe standards of patient care. For further information see: http://www.health.nsw.gov.au/nursing/index.asp
· The "Between the Flags" program is aimed at addressing key clinical risks and improves patient care and safety in NSW Hospitals, the program has been developed in answer to a recommendation from the Garling Report. The BTF program is a comprehensive system which standardises processes for the early recognition and rapid response to patients whose clinical condition is deteriorating. 

Existing NSW Health Policy Directives PD2005 004 Medical Records in Hospitals and Community Care Centres and PD2005_015 Medical Records clearly articulate the legal and legislative requirements for management and documentation of health care records. A new health care records policy has been drafted which outlines the minimum standards for what information is necessary in the health care record, ensures an integrated health care record is maintained, and requires Attending Medical Officers (AMOs) to review and countersign clinical notes.”

	
	
	
	Minister for Corrective Services
	
	In order to ensure that relevant information is provided by both agencies, Corrective Services NSW (CSNSW) and Justice Health have agreed on an interim protocol to improve communication between agencies in the event that advice is sought from the court.

CSNSW and Justice Health have agreed that on  receipt of a request from the Director of Public Prosecutions by either party  - in relation to a request for information regarding the circumstances under which a person with special needs could be managed within the custodial environment – that contact will be made with the other agency.  CSNSW and Justice Health will then discuss the request in order to ensure that the relevant perspectives of each agency are included in the advice provided back to the courts. 

CSNSW and Justice Health have also committed to a process of developing a mutual understanding of what constitutes special needs, clarity on the respective roles of the organisations with respect to meeting those needs in the custodial environment and a strategy for communicating this with other relevant stakeholders, including the judiciary and the Director of Public Prosecutions.  An update on the actions taken by CSNSW will be advised upon finalisation of the matter. 



	FUTURE – Next response
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	SIRIANI

Helani   
	Magistrate

Mitchell

22 July, 2010 

At

Glebe
	That Helani Siriani died on 10 February, 2008 at Randwick of hypoxic ischemic encephalopathy following hypovolemic shock and multi-organ failure due to a large Subgaleal haemorrhage probably associated with vacuum extraction delivery.

. 
	South Eastern Sydney Illawarra Area Health Service
	That the SESIAHS “Observations: Neonatal” policy document of September, 2008 be amended so as to eliminate any ambiguity there from and so as to require blood pressure monitoring at 15 minute intervals for four hours and then hourly until stable.

.
	On 29 March 2011, NSW Health responded to the Coroner reporting that Illawarra Shoalhaven Local Health Network (ISLHN)  had revised the ‘Observations Neonatal Unit’ Business Rule requiring “Blood Pressure Monitoring at 15 minute intervals for 4 hours then hourly until stable”, in accordance with the Coronial recommendation.  Further guidance is also included for staff through the inclusion of reference ranges for blood pressure and other vital sign parameters.  This Business Rule was issued in November 2010 and all staff within the Neonatal Unit at Wollongong Hospital have been made aware of the revised monitoring requirements.  A copy of the Business Rule was provided to the coroner

Whilst not directly related to the recommendation arising from the inquest , NSW Health has a state wide ‘Maternity – Clinical Care and Resuscitation of the Newborn Infant’ policy directive which directs the use of the Australian Resuscitation Council Guidelines for Neonatal Resuscitation to guide local policy and procedure development and to serve as a foundation for staff education and training 




TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	Trent and Monica SPEERING  
	State Coroner Jerram 

On 3 September 2010

At Glebe 
	I find that Monica Speering died of gun shot wounds to the head, inflicted by Trent Speering, on 11 June 2008 at Baulkham Hills Sydney.

I find that Trent Speering died of a self inflicted gun shot wound to the head on 11 June 2008 at Baulkham Hills Sydney,


	Commissioner of Police 
	1. That the Commissioner of Police brings into effect a Standard Operating Procedure to ensure that when any police officer receives a report suggesting that a gun license may need to be suspended, that police officer must:

i. make an entry in COPS regarding the report and 

ii. Ensure that the Firearms Registry is notified of the decision taken with respect to the suspension, and consulted as to the suspension decision. 
	Commissioner of Police AP Scipione APM on 24 February 2011:

“The NSW Police Force supports the recommendation and is currently making arrangements to amend the NSW Police Handbook accordingly.”


	NSW Department of Premier and Cabinet is currently reviewing requirements for referring staff with non-work related injury or illness for health assessment.  Once this has been finalised the Department of Health will review the policy for application across NSW Health.

2) The Standard Operating Policy (referred to in 1) will include clear guidelines on documentation standards, action required by various staff, relevant timeframes and procedures for recording and dealing with referral processes associated with mental health issues.  .

External consultants conducted a review of the Injury Management Co-ordinators and other Risk Management staff procedures to improve documentation, communication, rehabilitation and effective resolution of concerns including mental health issues of employees, to ensure they are dealt with effectively and promptly.  Training for Risk Management and Human Resource staff was conducted in November, 2010.

3) Review of the structure of the Risk Management section has resulted in the streamlining of reporting lines, with Injury Management Co-ordinators now consulting directly with local Divisional Human Resource and Operational Managers to better support and co-ordinate procedures to deal with staff experiencing mental health, psychological or other related issues. 

A new Risk Manager role, in which a senior officer commenced on 1 December 2010, will also work to implement the recommendations of the review of the processes and procedures of the Injury Management Co-ordinators, noted at Recommendation 2.

4) Between 2008 and July 2010 ASNSW advised staff via correspondence, booklets, the Service’s intranet and ‘Siren’ articles (the Service’s in-house newsletter) of the reforms relating to the safeguarding of the mental health of employees and improvements to disciplinary and remedial procedures.  Examples of these have been provided to the Coroner. 

An administrative bulletin on the reforms and procedures implemented since the Speering Coronial inquest has been drafted and is due to be released shortly.  

ASNSW new Employee Resilience and Employee Wellbeing Advisory Panel provides advice and recommendations to the Executive Management Board on strategies to enhance support for staff by increasing awareness and responsiveness to concerns about employees’ emotional wellbeing, including those that may be at risk of self harm.


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	SUPPRESSED # 2

Non publication order under section 75

Coroner’s Act 2009
	Deputy State Coroner Dillon

On 21 December 2010

At Glebe 
	That [SUPPRESED #2] died on 8 October 2006 at the Mental Health Unit, St George Hospital Kogarah, by hanging while suffering a mental illness.
	Minister for Health  
	1. I recommend that NSW Health consider using the IPP Consulting Report prepared for the St George Mental Health Unit as the foundation for a review of the standard NSW ‘Access to Means of Suicide and Deliberate Self Harm’ Checklist.

2. I recommend that NSW Health include in the ‘Access to Means of Suicide and Deliberate Self Harm’ Checklist a reference to a visitor search policy.

3. I recommend the NSW Health adopt a visitor search policy for all psychiatric units under its control providing for mandatory search of visitors or, in the alternative, the securing of bags and containers and items that may constitute a risk to the safety of patients in secure lockers provided at an appropriate location in the unit. 

4. I recommend that signs at the St George Hospital Mental Health Unit listing banned items be enlarged.

5. I recommend that NSW Health considers adopting the response of the St George Mental Health Unit to the death of [Suppressed #2] as a case study to assess and improve management plans for responding to critical incidents occurring in NSW Psychiatric units.


	On 16 June 2011 NSW Health wrote to the NSW State Coroner about the implementation of the Coronial recommendations (summarised below). 
1) NSW Health’s mental Health and Drug and Alcohol Office reviewed the IPP Consulting Report and the Checklist.  Whilst the two documents are complimentary the scope and purpose of the Checklist and the IPP Consulting Report are sufficiently different such that the Report is not an ideal foundation for a review of the Checklist. The IPP Consulting Report (a site specific external security report) has a different purpose to the Checklist (an environmental safety audit and part of a broader risk management framework) making it inappropriate as a foundation for review of the Checklist. The Checklist is a practical and appropriate annual onsite risk assessment and management tool administered by mental health staff encapsulating the main environmental risk areas covered by the IPP report but at a more general level.

NSW Health is developing a Safety and Security Framework for mental health facilities which will include safety and security measures for patients, visitors and staff.  The Framework, currently in the planning stages, will balance benefits and therapeutic value with risks in highlighting clinical practices that promote safety.

2) This recommendation is already met as the Checklist currently requires mental health inpatient services to have a policy and procedures in place to monitor items “conveyed from relatives, friends and family to patients and information on the safety of items brought into the unit”.  The Department will write to each Local Health Network Mental Health Service to emphasise the need for continued vigilance in regard to the monitoring of items brought into the units that may be dangerous to patients, staff or other visitors.

3) The Checklist provides for the monitoring of items brought into a Unit, and for the provision of information to visitors on the safety of items. NSW Health recognises the importance of ensuring that, mental health units prevent the bringing in of items that constitute a danger to patients, staff or visitors, especially with regard to the particular vulnerabilities of psychiatric patients.

The information provided to visitors may also include that a condition of visitor entry is that they may be asked to consent to a search if there is reasonable suspicion they are carrying dangerous or illegal goods.  Searching of bags is conducted but forced mandatory visitor searching is restricted by law & policy.  Consent is required or visitors may be denied access. This recommendation is currently operational at St George Mental Health Unit through the ‘Searching Patients in Mental Health Inpatient Facilities’ 

This recommendation is largely operational at St George with the Mental Health Unit being guided by the (former) South Eastern Sydney / Illawarra Area Health Service’s Area Mental Health Service Business Rule ‘Searching Patients in Mental Health Inpatient Facilities’ 

 4) St George Hospital supports and has actioned this recommendation.

5)   NSW Health has in place a comprehensive system to identify, manage and learn from serious clinical incidents within the health services.  Under NSW Health’s ‘Incident Management’ policy (PD2007_061; provided to the Coroner) all incidents notified in the state’s Incident Information Management System (IIMS) require an investigation, and all clinical incidents attracting a SAC 1 score (Severity Assessment Code) are required by the Health Administration Act (1982) and Regulations to have a Root Cause Analysis (RCA) undertaken.  A suspected suicide is classified as a SAC 1 incident.  RCA investigations result in a formal report which is provided to the Network Director of Clinical Governance and Chief Executive who signs off on the report before it is submitted to the Department. RCA reports will contain recommendations for systemic improvement to service delivery that may be implemented locally or across the Local Health Network, and by submission to the Department are considered for relevant state wide clinical system improvement opportunities and action.

In line with that structure NSW Health will look at the lessons learnt and actions taken by the St George Hospital Mental Health Unit and if they can be incorporated into a broader approach to managing critical incidents or the matter used as a case study for future learning.

	
	
	
	
	
	

	FUTURE – Next response
	









TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	SZCZEPEK

Jason
	Deputy State Coroner MacPherson 

At Glebe

3 June 2010
	That Jason Szczepek died on 29 May 2006 from multiple injuries after he entered upon the railway tracks near Miranda Railway Station and was struck by a south bound train with the intention of ending his own life.
	Minister for Health
	1) A number of deficiencies in Mr Szczepek’s treatment, which have a general application, were apparent from the evidence. The level of note taking was from time to time found to be lacking.  Some months or years after the event witnesses with little independent recollection of what happened would benefit from more fulsome notes. 

2) In particular, where two carers take part in a home visit or other consultation, those notes, which are often only written by one member of the team, ought to be read or checked by the other member for discrepancies or additions.

3) In multi-team care situations, information given over in a handover between teams and communication between the treating medical practitioner and care teams was found lacking.  For example, it was apparent that those tasked with the responsibility of attending upon Jason Szczepek on the weekend prior to his death were not necessarily aware of the concern that Dr Babidge had that particular care be taken with Jason, given his most recent overdose.  It depended on whether or not the member of the care team had read his notes and such a task did not appear to be mandatory.

4) In situations where a multidisciplinary team is engaged in a patient’s care, consideration ought to be given to the recording and reading of information on handover being made mandatory.

5) There appears to be no system of briefing or internal investigation when a patient dies within the care of the acute care team.  Given that inquests often take place many months and sometimes years after the relevant events, the family of the deceased person would benefit from consideration of the surrounding events at or around the time and some record, similar to a critical incident report, ought to be kept.


	On 27 September 2010 NSW Health reported to the Coroner about the actions taken to implement the recommendations:

South Eastern Sydney Illawarra Area Health Service (SESIAHS) now has in place:

· Regular in-service training on documentation accompanied by monthly documentation audits (Recommendation 1); 
·  Routine opportunity provided to other staff to read or review, discuss and verify the notes taken at a home visit (Recommendation 2); 
·  Customisation and implementation of the Standard Key Principles for Clinical Handover that includes ISBAR (introduction, Situation, Background, Assessment & Recommendation) in mental health services and the development of a mental health (MH) business rule that will provide direction for using ISBAR in mental health settings.
The protocols and guidelines for mental health clinical documentation were revised in 2008 and recently a comprehensive process of public consultation on the draft NSW Suicide Prevention Strategy 2010-2015 was conducted. This strategy document was launched on 10 September 2010, the World Health Organization designated World Suicide Prevention Day, at a community forum organised by Suicide Prevention. A copy is available to download at  

http://www.health.nsw.gov.au/pubs/2010/suicide_ps.html


	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	SUPPRESSED #1

Non publication order under section 75

Coroner’s Act 2009
	Deputy State Coroner MacMahon

On 18 October 2010

At Glebe 
	That [DECEASED] died on 12 March 2008 at Royal North Shore Hospital St Leonards NSW. The cause of death was a gunshot wound to the head which was self inflicted with the intention of taking his own life.
	Minister for Police 
	1. That the procedure for granting of a licence to possess firearms be reviewed so as to ensure that prior to the granting of such licence, and at each renewal thereof, applicants undergo a mental health assessment by a general medical practitioner, or other appropriate professional, so as to ensure that they are not suffering from any previously undiagnosed mental health condition that would render the applicant unsuitable for the holding of such a licence. 

2. That organisations that provide facilities for the storage of firearms maintain a register of all firearms that are located in such facilities and, if taken from the storage facility, the dates of removal and subsequent return of the firearm.

3. That each time a firearm is removed from a storage facility the currency of a firearms licence held by the person removing the firearm be confirmed by the facility operator. 
	The Hon Michael Gallacher MLC, Minister for Police on 2 May 2011:

“ The NSW Police Force has advised me of its support for all three recommendations. 

Recommendation 1: Research is currently being undertaken to determine the feasibility of implementing this proposal.   This research centres on the licensing models currently being utilised by the Civil Aviation Safety Authority and the United Kingdom’s Home Office. One option could be to include a mental health assessment within a broader health and competency assessment.  Additional advice in relation to the potential costs of implementing this recommendation will also be obtained and included in a future submission to Cabinet, if necessary.

Recommendation 2 and 3:  Both these Recommendations involve greater responsibility being placed on club representatives to ensure lawful possession and use of firearms.  

The possibility of additional powers, offences and penalties being required, to ensure compliance with these requirements will be the subject of further discussion with the NSW Police Force. For example, the legal authority of a club representative to take appropriate action in the event that a firearms licence holder presents an expired licence will need to be determined. 

The NSW Police Force has also proposed that the implementation strategy for these recommendations include an online register, allowing for the change in location of any firearm to be quickly and easily updated.  This may present resource implications, the extent of which may require further determination and possibly inclusion in a future submission to cabinet. ”



	
	
	
	Chief Executive, Hunter and New England Area Health Service 
	1) That where a patient, who is receiving antipsychotic medicine by way of periodic injection, is discharged from the care of a mental health team (the MHT) to the care of a general practitioner, the MHT ensure that the general practitioner has in place a system to identify and follow up such patients where they cease presenting themselves to receive the prescribed medication.
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	TAYLOR 

Craig
	Deputy State Coroner Dillon 

22 December 2010

At Glebe
	That Craig Taylor died on 7 December 2007 on the footpath outside premises known as 354-358 Sydney Road Balgowlah of traumatic asphyxia occasioned when, as a pedestrian standing on the footpath, he was struck by the awning, suspended from the façade of the premises, which collapsed together with brickwork from that façade, onto the footpath.
	Manly Council 
	1. I recommend that Manly Council maintain its awning safety program, subject only to adoption by the Council of Practice Note 18 issued by the Association of Consulting Structural Engineers of New South Wales in July 2008 entitled "Inspection and Assessment of Existing Tied Awnings", as amended from time to time, or an equivalent engineering standard, as defining the minimum requirements for the inspection and certification for structural adequacy of awnings projecting or suspended over public land.

2. I also recommend that Manly Council seek certification of all such awnings to the abovementioned minimum standard as the current certificates of structural adequacy previously received and accepted by the Council under its awning safety program begin to expire.
	Awaited

	
	
	
	Minister for Local Government and 

Minister for Planning
	3. I recommend that the Ministers take steps, as a matter of urgency, to notify each Local Council in New South Wales of the issues concerning awning safety outlined in Practice Note 18 issued by the Association of Consulting Structural

Engineers of New South Wales in July 2008 entitled "Inspection and Assessment of Existing Tied Awnings" and to direct or request (whichever is the more appropriate) them to identify and write to the owners of all premises from which awnings project or are suspended over public land such as footpaths or other public spaces or thoroughfares accessed by members of the general public for

the purpose of notifying the owners of all such premises of the issues outlined in the Practice Note. Any such advisory letter to be sent to the owners of premises with awnings that project or are suspended over public land ought suggest to the owners that they seek legal advice about questions of legal liability for any failure or collapse of the awning projecting or suspended from their premises.

4. I recommend that the Ministers take steps, by legislation or otherwise, to ensure that Local Councils have the powers to inspect all awnings projecting or suspended over public land and in particular, over footpaths and other areas accessed by the general public, to determine whether they are structurally adequate and do not present an unnecessary risk of collapse as a consequence of dilapidation of either the structure of the awnings or their fixations.

5. I recommend that the Ministers take steps by legislation or regulation to institute a system of awning safety inspections and safety certification whereby Local Councils require a regular, either three (3) or five (5) year, safety inspection of the

structural adequacy of awnings and their fixations, in particular awnings projecting or suspended over public land such as footpaths and other areas accessed by the general public, and certification in accordance with Practice Note 18 issued by the Association of Consulting Structural Engineers of New South Wales in July 2008

entitled "Inspection and Assessment of Existing

Tied Awnings", as amended or updated from time to time, or some other equivalent engineering standard.

6. I recommend that the Ministers give consideration to forming or convening a departmental task force or departmental review (whichever is more appropriate) of older masonry buildings, in particular, buildings of double brick construction, with a view to the development of a plan to encourage building owners to retrofit stainless steel or plastic brick ties for the older style ties manufactured from mild steel or black iron.


	Awaited

	FUTURE – Next response
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	Alex 

WILDMAN

Non publication order under section 75

Coroner’s Act 2009
	Deputy State Coroner MacPherson

On 17 June 2010

At Ballina


	That Alex Wildman died on 25 July 2008 at Goonellabah from asphyxiation. 
	Minister for Education and Training 
	(1) That the NSW Department of Education and Training should revise its policies as to the placement of sufficient school counsellors at high schools. This revision should start from the proposition that schools of the size of 500 or more students should have a full time counsellor.

(2) The NSW Department of Education and Training should ensure that every high school in NSW creates and maintains a dedicated email address; text message and or chat room account or number where students and their parents can report incidents of bullying and harassment. The existence of that facility should be widely publicised in the school community and advertised in every newsletter sent home to parents and guardians. 

(3) In relation to students transferring from one high school to another who have previously seen a school counsellor, the NSW Department of Education and Training should instigate a procedure whereby there is a compulsory meeting between the Deputy Principal (or Principal) and School Counsellor, Head Teacher of Student Welfare and Year Advisor to discuss whether anything in the counselling file and/or general student file (including issues of past bullying or incidents of self harm) suggests that the student may benefit form counselling at the new school. 

(4) In relation to students transferring from one high school to another who have not previously seen a school counsellor, the NSW Department of Education and Training should instigate a procedure whereby there is a compulsory meeting between the Deputy Principal (or Principal) and School Counsellor, Head Teacher of Student Welfare and Year Advisor to discuss whether anything In the general student file (including issues of past bullying or incidents of self harm) suggests that the student may benefit form counselling at the new school.

(5) The NSW Department of Education and Training should instigate a system whereby, if the information discussed din the compulsory meeting referred to in (3) or (4) suggests that the student may benefit from counselling, there should be a compulsory meeting between the student and the school counsellor. 

(6) The NSW Department of Education and Training should revise its policies so as to provide practical and clear guidance to senior school staff as to the circumstances in which police should be called to deal with (i) incidents of physical assaults involving students which either occur on school grounds or which some to the notice of the senior staff and (ii) threats, intimidation or harassment by students over telephones or via the internet (cyber bullying). Those policies should provide clear guidelines as to when contacting the police is mandatory (such as serious physical harm or serious cases of cyber bullying). Those policies should clearly inform senior staff that police officers are best trained to investigate the origin of online and telephone threats and that police officers will not automatically charge the student but will consider formal warnings, cautions or merely making a record of the incident.  


	On 5 July 2011, the NSW Department of Education and Communities advised as follows: 

“Recommendation 1 – a review of the school counselling is underway The Deputy State Coroner’s recommendation is being considered in the context of that review.  Information on the counselling review can be found on the following link: 

https://www.det.nsw.edu.au/about-us/statistics-and-research/public-reviews-and-enquiries/school-counselling-services-review
Recommendation 2 - A trial of an email reporting address will be undertaken in semester 2 of the 2011 school year. The outcome of this trial will be independently evaluated and then a decision will be made about whether or not it should be implemented statewide.

Recommendations 3 and 4 - memorandum was issued to principals, student support coordinators, district guidance officers and school counsellors on 1 April 2011 setting out the process, consistent with the recommendations, which is to be followed when a student enrols outside of the normal transition period. The school counsellor manual was updated to reflect this process at the same time.

The Department is revising its enrolment policy to give renewed emphasis to the need to consider, amongst other things, the child’s social and welfare needs including any identified risk of self-harm when an enrolment decision is made.

Recommendation 5 - The Department does not have the power to compel a student to receive counselling and is of the view that the exercise of a responsibility to compel attendance at therapeutic counselling should rightly remain in the province of parents or guardians or the Courts.
 
The Department does recognise that a meeting between a new student and the school counsellor may be suitable in some cases. In these cases the counsellor will arrange an informal meeting with the student. 
  
The School Counsellor Manual has been updated to reflect this process.

Recommendation 6 - The Department of Education and Training issued a memorandum to all school principals on 30 July 2010 clarifying the circumstances in which principals must report matters either internally and/or to the Police and other investigating authorities.
References to this memorandum are being progressively embedded in departmental documents to remind principals of this existing requirement.

Further discussions need to be held with the NSW Police Force in relation to the investigation of on line and telephone related threats and the role of police in this process.”

	
	
	
	To the NSW Parliament
	The NSW Parliament should consider introducing legislation in similar terms to regulations 39-46 of the South Australian Education Regulations 1997 to ensure that a school’s responsibility to deal with bullying issues encompasses cyber bullying and extends beyond school hours and beyond incidents that take place physically on school grounds.  The South Australian Department of Education has received advice that these Regulations are written broadly enough to enable their application to events that occur out of hours or off site. 
	Principals in NSW already have the authority to deal with school related bullying behaviour that takes place outside of the school hours or the school grounds.

This has been given renewed emphasis is the Department’s Student Discipline in Government Schools – Suspension and Expulsion of School Students - Procedures which were implemented during Term 1, 2011.

A new Anti-bullying policy titled Bullying: Preventing and Responding to Student Bullying in Schools Policy was released on 21 March 2011. Schools will review their school Anti-bullying plans during the remainder of 2011. 

An electronic brochure to principals providing succinct advice about how to deal with bullying behaviour and additional materials to support the implementation of the new Anti-bulling policy is in the final stages of development.


	
	
	
	Minister for Police 
	(1) The NSW Police Force should engage on of the counsellors or psychologists employed by the State Coroner of NSW to instruct and/or lecture police trainees on issues surrounding the attendance by police at scenes involving fatalities and the availability of resources which provide support and grief counselling for the bereaved. 

(2) The NSW Police Force should consider the employment of additional officers to work in the School Liaison Police program. 
	The Commissioner of Police AP Scipione APM advised on 22 September 2010:

“The NSW Police Force does not support recommendation (1). The documentation supplied by the Office of the Coroner does not point to any specific deficiencies in current police training nor does it make adverse comment on the conduct of attending police.  It should be emphasised that the NSW Police Force currently provides training on this matter to students (police trainees) as part of Session 1 of the Associate Degree in Policing Practice and, in the absence of a clearly identified need, it would not be appropriate to engage specific individuals to deliver lectures or some other form of instruction on this subject.  

Recommendation (2) – while the NSW Police Force values the School Liaison Police Program (SLPP) and notes the recommendation, the many demands on its resources preclude it from committing to increasing the size of the SLPP at this time. The NSW Police Force will continue to explore opportunities for improving the service provided by the current contingent of School Liaison Police Officers.

	FUTURE – Next response
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	HARRIS

Caleb


	Deputy State Coroner Truscott 

16 December 2010

At Newcastle
	That Caleb William Harris died on 21 January 2010 from multiple injuries caused by a vehicle rolling backwards onto him.
	Attorney General 
	I recommend that the Attorney General give consideration to creating a criminal offence where an act of failing to secure a vehicle occasions death or grievous bodily harm.
	Legislation Policy and Criminal Law Review Division of the NSW Department of Attorney General and Justice on 23 May 2011 advised that the Department had consulted with key stakeholders on the proposal. Stakeholders oppose the proposal for various reasons, including: 

· the creation of such an offence would criminalise a broad range of acts and omissions that are not currently an offence (including acts or omissions of parents whose momentary inattention results tragically in the death or serious injury of a child); 

· the proposed heavy imprisonment sanctions imposed on parents in such tragic (and currently non-criminal) situations would be punitive in the extreme and add very little in the way of general or specific deterrence; 

· that the existing criminal offences are sufficient and appropriate in a range of circumstances where it is considered that a criminal standard of negligence has been occasioned.

The Attorney has been briefed on the issues, and the DPP has been advised that the proposal is not to be progressed at this time.

 

	FUTURE – Next response
	


TOP
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	WHITE 

Maxwell 


	Deputy State Coroner Mitchell

13 October 2010

At Glebe
	That Maxwell White died on 15 December 2008 of multiple injuries sustained in a fall from the balcony outside Room 7 of South West 4 Ward of Manly District Hospital.
	Minister for Health
	(1) That consideration be given to ensuring that where an in-patient displays signs of significant distress related to his mental health or emotional well being, or threatens or attempts self harm, the responsible medical officer consult and seek input from a mental health professional (a psychiatrist, psychiatric registrar or appropriately qualified clinical nurse consultant); and

(2)  That consideration be given to, where special nursing is prescribed by a medical officer and it becomes clear that no special nursing will be available, nursing staff promptly advise that medical officer, or the medical officer who has come on duty, so that the management plan can be reconsidered and amended
	*Manly Hospital is part of the Northern Sydney Local Health Network (NSLHN), previously under the Northern Sydney Central Coast Area Health Service (NSCCAHS)
On 1 March 2011 NSW Health reported to the Coroner about the actions taken to implement the recommendations (summarised as):

1) Northern Beaches Mental Health Service (NBMHS) have developed Referral Processes for general medical or nursing staff to contact the local Mental Health Team to obtain consultation. The Process clearly identifies the Emergency Department Mental Health Clinical Nurse Consultant for Manly Hospital and the Mental Health Team for Mona Vale Hospital as the contact points to arrange a mental health consultation. 

2) The revised version of `Individual Patient Special Policy - NSCCAHS' was released in December  2010. This updated version specifies that "If a medical officer has recommended an IPS [Individual Patient Special] as part of the patient management plan, and there is no IPS available, then the medical officer and/or treating team must be notified so that the management plan can be reviewed and revised to ensure patient safety." 

A number of state wide initiatives by NSW Health which are relevant to the Coroner’s recommendations are underway, including :

· On site or telepsychiatry consultation by mental health services are available across the state to support non mental health providers with concerns about the mental or emotional health of patients

· The NSW `Suicidal Behaviour - Management of Patients with Possible Suicidal Behaviour' policy and the `Framework for Suicide Risk Assessment & Management for NSW Health Staff and associated protocols provide specific guidance for staff working in the general hospital setting, and include that "at a minimum, there be consultation on the assessment and management of suicide risk" 
· This policy is being reviewed to include an implementation strategy that enhances staff skills in the detection, assessment and management of suicide risk. 

· Training for clinical staff such as computer based suicide risk assessment and management training is available with specific modules for general hospital, emergency department, mental health and community health staff.
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	Liam 

WOODCOCK 
	Deputy State Coroner Dillon 

On 3 September 2010

At Glebe 
	That Liam Woodcock died on 29 June 2006 at the Royal Hospital for Women at Randwick NSW due to myocardial failure resulting from excessive pulmonary blood flow and consequential loss of systemic blood flow upon a background of major congenital heart disease while receiving care and treatment in the neo-natal intensive care unit of the Royal Hospital for Women for his congenital heart disease.
	Minister for Heath 
	1) I recommend that the South Eastern Sydney and Illawarra Area Health Service and the Royal Hospital for Women Neonatal Intensive Care Unit reconsider the Unit’s protocol in relation to the use of propofol as an induction agent for infants suffering from cyanotic congenital heart disease and settle that protocol in final form as a matter of urgency.  The unit ought consider including a direction that propofol not be used in infants with compromised cardiac output and that, in any case, it be used only after senior intensivist or consultant review of the baby.

2) I recommend that the Area Health Service amend the Royal Hospital for Women’s ‘Stillbirth, Fetal, Neonatal and Infant Deaths Documentations and Transport Guideline’ to insert a requirement that if: 

(i) a death must be reported to the coroner in accordance with the hospital’s coronial checklist; 

(ii) and a pulse oximeter permitting the downloading of data had been attached to the infant at the time of his or her death. Subject to any other clinical priorities for the use of that equipment, the data from the pulse oximeter ought be downloaded and retained as part of the infant’s medical records. 

3) I recommend that the Area Health Service consider whether the introduction of functional echo-cardiology training and technology in neonatal intensive care units within its jurisdiction is reasonably practicable, given its budgetary priorities and constraints, within the foreseeable future. 
	*Royal Hospital for Women Randwick  is now part of the South Eastern  Sydney Local Health Network (SESLHN), previously under the South Eastern Sydney and Illawarra Area Health Service SESIAHS) .

On 14 January  2011, NSW Health reported to the Coroner about the actions taken to implement the recommendations (summarised as):

1) The directions for the use and dosage of Propofol at RHW has been revised to include that its use with reduced initial dose in titration must be directly supervised by a neonatal consultant on site, and that it is contra-indicated in cyanotic or acyanotic heart diseases associated with myocardial dysfunction .

RHW has drafted a Clinical Policy reflecting the restricted clinical use of Propofol and will be e provided to the Coroner when released.

The Pregnancy &Newborn Services’ Network (NSW Health) agreed that Propofol should be avoided in all babies with congenital heart disease, not just those with cyanotic congenital heart disease. PNSN advised that other hospitals planning to use Propofol as an induction agent in neonates should follow the RHW protocol.

2) SESIAHS Guidelines were updated to accommodate the downloading of data from pulse oximeter machines, with the provisions outlined. However, whilst the number of monitors currently available with the capacity to download the pulse oximetry data is limited , the expanded roll out of clinical information systems and electronic medical records should, in the long term, improve the ability to integrate this information into a patient's health care

Record.

3) The RHW considered this recommendation but did not support the introduction of this practice into its Neonatal Intensive Care Unit. RHW advised that functional echocardiography cannot replace assessment by cardiologists, and its use by non-cardiologists is indicated in only a limited range of cases and not for the diagnosis of complex congenital heart diseases. The training that has been undertaken has largely been as a research tool and for the assessment and management of patent ductus arteriosus in premature infants.

The PSN also discussed the application of functional echocardiography training and technology in neonatal intensive care units and agreed that in the current circumstances there was no role for functional echo cardiology in neonatal intensive care units.
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