 [image: image1.png](7
“L“Q’-" Communities
NSW & Justice




CORONERS’ RECOMMENDATIONS

AND GOVERNMENT RESPONSES 2019
Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report (*denotes Aboriginal Australian)
	AH SEE TC
	KESSELL P
	WELLS N

	AL REFAAY O 
	‘L’
	WILLIAMS N

	AUTON RJ
	LAMBERT P
	WRIGHT J

	BATTAERD H
	LEVAI
	YOUSIF Y

	BELL S
	LUTZ M and MANRIQUE F, E AND M
	

	BLAKEWAY GW
	MACKELL K
	

	BOURKE X
	MAHER R
	

	BUGDEN A & BESTRIN A
	MARTIN R
	

	BUTLER W
	MAXWELL M
	

	CLUTTON N
	MOKMOOL D
	

	CRUICKSHANK J
	METCALFE I
	

	DOYLE B
	NAUDI T
	

	DUNGAY D
	Deaths of Six Individuals from Opiate Overdose
	

	‘EDWARDS H’
	PAHIVA E
	

	‘EMILY’
	PEARSON J
	

	EWIN K and O’SULLIVAN I
	RP and DJ
	

	‘Flagview South’ Sir Ivan Doherty Dr, Leadville fire
	‘RN’
	

	HELLYER K
	SEKERES P
	

	HILL C
	SPEECHLEY R
	

	HUTCHINGS AND DORENDAHL
	THOMAS P
	

	KABBOUT M
	TEASDALE R
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ossama AL REFAAY 

2016/110830


	Deputy State Coroner E Ryan 

14 -16 October 2019 

25 October 2019 

At Lidcombe 


	That Ossama Al Refaay died on or about 11 April 2019 at Long Bay Correctional Facility Malabar NSW 2036.

Mr Al Refaay died on acute methamphetamine toxicity, while an inmate of Long Bay Hospital, when a balloon or balloons filled with methylamphetamine which he had swallowed burst or dissolved inside his abdomen. 
	Commissioner of Corrective Services NSW 
	That the Commissioner of CSNSW consider:

1) In circumstances where there is evidence of an attempt by a visitor to smuggle contraband to an identifiable inmate, formalising the process of notification 

· By requiring notice in writing to be provide to the relevant intelligence officer of that attempt; and 

· By requiring that an alert notification be placed on the inmate’s Inmate Profile Document concerning the attempt.

2) Increasing the period of time at Long Bay Hospital within which CCTV footage of the visits area is retained, from 15 days to thirty days. 

3) Trialling the use of a low dose body scanner for adult visitors visiting inmates at Long Bay Hospital having due regard for any relevant statutory and privacy considerations. 


	Recommendation 1

The first part of the recommendation is already supported by the COPP. The notification process is formalised within COPP and it was a matter of non-compliance on the part of the relevant officers. This part of the recommendation should be considered completed.
The second part of the recommendation is not supported. 

Second part of the recommendation re-introducing alert CSNSW does not support this part of the recommendation. The Inmate Profile Document will become too cumbersome with introduction o{ alerts for too many indicators. There are robust systems in place to detect visitors attempting to introduce contraband and relevant reporting requirements for informing intel officers of such attempts. An additional alert may not deliver the desired outcome, particularly with the number of existing alerts in the system.

Recommendation 2 – In progress

The Governor of Long Bay Hospital confirmed that they have requested a quote regarding cost implications to increase the capacity for storage. Once a quote is provided, the Governor advised that they will be submitting a Minor Capital Work for approval and will also seek a variation to the contract of the Private Public Partnership for Long Bay Hospital.
Further update provided in February 2021 
As of 21 May 2020, CCTV cameras are now able to retain footage for 28 days. 
Recommendation 3 – Complete 

DCJ Legal recently advised in favour of introducing Millie-wave body scanners on visitors at Parklea CC. The Millie-wave scanners are non- invasive and can only detect external items, not items concealed inside the body. CSNSW is supportive of introduction of low dose body scanner for adult visitors. However, there is a cost involved in the introduction of these scanners. CSNSW has to prioritise the introduction of low dose body scanner based on risk assessment. At present no funding allocation is available to introduce low dose body scanner for adult visitors at Long Bay Hospital.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Terry Carl AH SEE 
	Deputy State Coroner Ryan

15-17 April 2019

21 May 2019 
	Terry Carl Ah-See died on 29 March 2017 on Lloyd’s Road South Bathurst NSW. The cause of death is multiple injuries sustained in a car crash. Terry Ah-See died in a single car accident when he lost control of the car he was driving while he was  being pursued by police. 


	NSW Commissioner of Police 
	That consideration be given to reviewing the current version of the NSW Police Force Safe Driving Policy (SDP) to ensure that it provides: 

1. an unequivocal definition of the term ‘termination’ as it relates to pursuits 

2. a clear indication of whether, and in what circumstances, a loss of vision of the vehicle under pursuit amounts to a termination of a pursuit 

3. consistency in language and instructions when police officers communicate, or are directed, that a pursuit is terminated. 


	On 10 September 2019, the Acting NSW Police Commissioner, GW Worboys APM, advised the Attorney General as follows:
‘The NSWPF Traffic and Highway Patrol Command and the State Pursuit Management Committee (SPMC) considered the Coroner’s recommendation and deemed the definition of ‘termination’ to be adequate. While the definition was deemed adequate, the application of the policy by police and radio operators suggests further training is warranted. 

In response to the Coroner’s recommendations, all Radio Communications Group staff have competed Verint eLearning training lessons. This training includes revised mandatory terminology for use by radio operators.  The revised wording regarding the termination of pursuits has been placed at every console in radio operations centres. 

The SDP was revised and approved on 26 June 2019 and was disseminated statewide to all members of the NSWPF. A range of mandatory training packages will be utilised to ensure all sworn and relevant unsworn members are aware of changes to the SDP. Within these packages the application of ‘termination’ of pursuits will be reinforced.  This will ensure that:

· There is a clear understanding of the term ‘termination’ as it relates to pursuits. 

· NSWPF sworn staff are instructed during training the application of ‘termination’

· Radio Operations Group will broadcast their messages on the termination of a pursuit. ‘ 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ryan John AUTON
	Acting State Coroner O’Sullivan

19-20 March 2019

30 April 2019

At Lidcombe 
	Ryan John Auton died on10 March 2017. Ryan died at Londonderry in New South Wales. His
death was caused by multiple blunt force injuries. Ryan died after a vehicle he was driving, which was being followed by a police car, went through an intersection against a stop sign and collided with a bus that had right of way. The resultant collision caused Ryan to suffer multiple blunt force injuries, that were not survivable.
	Commissioner of Police
	1) That that the NSW Police Force should ensure that police officers receive appropriate instruction prior to the release of the revised Safe Driving Policy by whatever delivery education method is deemed most effective, taking into account the view of police officers themselves as to what they find most beneficial.

2) That the NSW Police Force give consideration to how police officers involved in a critical incident that results in a death can be advised of any breach of the Safe Diving Policy and offered remedial training, in a timely period after the incident.
	By letter dated 28 June 2019 the Acting Commissioner of Police, JA Loy APM advised as follows:
Recommendation 1 – Supported

The revised NSW Police Safe Driving Policy (SDP) has been approved and disseminated state wide to all police.  A range of training tools will be utilised to ensure police officers are aware of changes to the revised SDP.  Information sessions are already being provided to Highway Patrol personnel through face-to face presentations on the outcomes of a number of inquests involving recommendations on the SDP and how they impact on the functions of the Policy and police compliance with it.   Additionally, consideration is being given to local training directives to reinforce training in the SDP.

Recommendation 2 – broadly supported 

Recommendation 2 is broadly supported. Where remedial instructions is required due to educative or training deficiencies there are brought to the attention of the Senior Critical Incident Investigator for corrective action.  Further the Critical Incident Guidelines have been amended to identify that the NSW Police Force Traffic Policy Section is available to assist with specialist advice regarding compliance with the SDP.


	FUTURE – Next response
	























TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Hans
BATTAERD
	Deputy State Coroner Linden
	That Hans Battaerd, died on 23 November 2016 of multiple injuries sustained in a motor vehicle accident at Tintenbar, new South Wales

	
	That a medical practitioner must, upon diagnosing dementia in a patient, forthwith notify the licensing authority of that diagnosis.
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Shaun BELL 


	Deputy State Coroner E Ryan

Coroner’s Court at Lidcombe

10-14 December 2018

20 December 2018

29 March 2019

14 May 2019


	That Shaun Bell died on 14 March 2016 at Tweed Heads Hospital, Tweed Heads NSW 2485. Shaun died from peritoneal sepsis caused by a perforated duodenal ulcer. He died from natural causes.  

 
	Director General, Queensland Health
	Recommendation 1

That consideration be given to providing an in service

session to all tele triage nurses, based on the Coroner’s findings and suitably anonymised.

Recommendation 2

That consideration be given to implementing the Health

Contact Centre’s ‘Global Developmental Delay Training Package’ and ‘Education on identification of developmental delay in children’ education program to all current and new 13 Health tele triage nurses.

Recommendation 3

That consideration be given to creating a 13 Health policy that ensures that tele triage nurses consult about their advice with the Nurse Unit Manager where the caller has conveyed to the tele triage nurse that the patient is a child with developmental delay.
	Awaited 

	FUTURE – 

Next response
	


	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Glen William BLAKEWAY

2017/00124131

	11 and 12 September 2019
NSW State Coroner’s Court at Lidcombe

Deputy State Coroner E Ryan


	That Glen William Blakeway died on 25 April 2017 at Old Lillypool Road, South Grafton NSW 2460.
Glen died of multiple injuries when the car he was driving collided with a tree. 
 
	None
	None
	N/A

	FUTURE – 

Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	William BUTLER 

2015/00275755 


	Deputy State Coroner Lee 

23 – 25 September 2019 

25 October 2019 

At Lidcombe 


	That William James Butler died on15 or 16 September 2015 at St Mary’s NSW 2760.

The cause of his death was blunt force head injury. The injury was inflicted by a person or persons unknown. The manner of death is therefore homicide. 
	Commissioner of Police NSW 
	That the death of William Butler be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad for further investigation in accordance with the protocols procedure of that Unit. 
	By letter dated 18 November 2019, the Commissioner of Police advised the Attorney General that the matter has been accepted by the Unsolved Homicide Unit and will be progressed at the earliest opportunity in accordance with established protocols. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Neville CLUTTON

2017/45432
	25-27 November 2019

Newcastle Local Court

Deputy State Coroner Stone
	His Honour found that the cause of Mr Clutton’s death on 10 February 2017 was complications from head injuries, and the antecedent cause was dementia. The manner of death was a push by another person resulting in a fall. 
	SummitCare


	1.That the current guideline 'Management of Acute Behavioural Disturbance/Behavioural & Psychological Symptoms of Dementia (BPSD)'be amended as follows:


(i) That the key step  Consider Environmental contributing factors’ also

include whether the resident shares a room as a relevant factor;


(ii) That Key Step 'Emergency Care' also include in the list of non-pharmacological actions move the resident to a single room in the Residential Aged Care Facility with one to one staffing as considered necessary;


(iii) That the reference documents for 'Emergency Care' include a reference to the severe behavioural disturbance guideline used by SummitCare;


(iv) That Key Step 'Reassessment' (at page 5) be amended to reflect that further assessment is being contemplated by way of the proposed actions; and


(v) That the Key Steps also include a section reminding staff of the need to report and record all internal assessments/steps taken in relation to a resident displaying BPSD.


2. Where a resident of a dementia unit in the Facility is demonstrating BPSD related aggression towards other residents, that consideration be given to developing (or amending) a policy to provide guidance to staff about disclosure of relevant risk factors to next of kin or person responsible for the other resident at risk.


3. That the resident's file record all written communication with that resident's general practitioner, and that all communication for clinical reasons with that practitioner by Facility staff be recorded in the electronic progress notes for that resident;


4. That SummitCare consider developing and implementing a chronological summary of a

resident's BPSD-related acts of (verbal and physical) aggression, for internal management and review, external clinical review and case conferencing as required;

5. That SummitCare consider developing and implementing a chart with a graph-based or pictorial representation of the chronological summary (see Recommendation (4) above),to be used in conjunction with that narrative chronological summary; and


6. That SummitCare's current behaviour Management Procedure guideline is amended to further clarify when case conferences may be required, which may include by providing examples, such as "when any ongoing aggressive behaviours escalate" or "when there

are two consecutive incidents of high risk and/or severe behaviour".
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jordan CRUIKSHANK


	Deputy State Coroner  Ryan

10 October 2019 

At Lidcombe 


	Jordan Cruikshank died on 6 May 2018 from mehtamphetamine toxicity in the background of atrioventricular node artery dysplasia in the course of a police operation.
	NSW Commissioner of Police 
	1. That the Commissioner of Police consider adding an item to the Senior Critical Incident Checklist of advising the next of kin of their rights to view the body of the deceased.

2. The Commissioner of Police consider introducing a mandatory training course and / or disseminating training material on the obligations of senior police under the equivalent section to the current Part 4.2.3 of the Critical Incident Guidelines, which includes:

· That specific notifications need to be made if the deceased person is from the Aboriginal and Torres Strait Islander community; and 

· Emphasis on the need for officers to familiarise themselves with the appropriate local contacts for those notifications including Aboriginal Community Liaison officers. 


	By letter dated 19 March 2020, the Commissioner of Police, MJ Fuller APM, advised the Attorney General  as follows:

Recommendation 1

A comprehensive review of the Critical Incident Guidelines has been undertaken and the Police Area or Police District Command (PA/PDC) has been assigned responsibility for the notification to the next of kin. Instructions have been included in the revised checklist with the inclusion of a prompt to advise the next of kin of their right to view the body of a deceased person, unless there is a contrary direction from the Coroner. 

Recommendation 2

The PA/PDC checklist in the Critical Incident Guidelines includes information in relation to the protocols that apply in the event that a deceased person is from an Aboriginal or Torres Strait Islander community.  Clear guidance is provided to senior officers within the Critical Incident Guidelines detailing their roles and responsibility and is available on the NSW Police Intranet.

 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Bryce Doyle

2016/334771


	Acting 

State Coroner

O’Sullivan 

18-20 February 2019

21 February 2019 

At Dubbo 
	That Bryce Doyle died on 8 November 2016 on the Mitchell Highway near Narromine NSW. 

The cause of his death was massive injuries to the head and body, including severe closed head injuries, skull fracture and spinal injuries.  The death was caused by accident or misadventure in that Bryce Doyle lost control of a car that he was driving while he was trying to avoid a police pursuit and struck a tree. 


	The Commissioner of Police, NSW Police Force 
	That the Commissioner give consideration to the following:

1) With respect to the Pursuit Guidelines in Part 7 of the Safe Driving Policy:

a) the first 2 paragraphs of 7-1 and 7-1-1 be combined to avoid doubt as to what the definition of pursuit is;

b) a section  is included to advise officers that if they are in doubt as to whether or not an offending vehicle has ignored a direction to stop, they should inform the DOI, or the VKG shift co-ordinator of their actions, and provide the information outlined in paragraph 7-5-1. 

	By letter received on 29 April 2019 from Acting Police Commissioner DW Hudson APM, the Attorney General  was advised as follows:
Recommendation 1(a) -  supported

‘The NSWPF Safe Driving Policy is currently being amended to provide a better guidance to Police officers including the conduct of pursuits. 

Recommendation 1(b) – not supported 

Police officer training and operational procedures enable officers to make an accurate determination in relation to real time operational situations. Police officers are able to call for advice during pursuits, if they require it.  However,  amending police procedures to place a formal requirement on officers to seek advice and provide information on radio about their situational environment will not add any benefit to the governance or management of the situation.’

	FUTURE – Next response
	



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	David DUNGAY 

2015/381722


	Deputy State Coroner Lee 

16 – 20 July 2018; 

23 – 27 July 2018; 

4 – 8 March 2019 

At Lidcombe 
	That David Dungay died on 29 December 2015 within the Mental Health Unit at Long Bay Hospital, Long Bay Correctional Centre, Malabar NSW. 

The cause of David’s death was cardiac arrhythmia. 

David died whilst being restrained in the prone position by Corrective Services New South Wales officers. David’s long-standing poorly controlled type I diabetes, hyperglycaemia, prescription of antipsychotic medication with a propensity to prolong the QT interval, elevated body mass index, likely hypoxaemia caused by prone restraint, and extreme stress and agitation as a result of the use of force and restraint were all contributory factors to David’s death.


	Commissioner, Corrective Services New South Wales and Chief Executive, Justice Health & Forensic Mental Health Network 
	1. That training on the Joint Planned Interventions by CSNSW and JH&FMHN in Long Bay Hospital (January 2019) and Enforced Medications - Long Bay Hospital Mental Health Unit (January 2019) be provided to all CSNSW and Justice Health staff working at Long Bay Hospital, including theory, practical training and assessment.

2. That CSNSW and Justice Health audit compliance with the Joint Planned Interventions by CSNSW and JH&FMHN in Long Bay Hospital and Enforced Medications - Long Bay Hospital Mental Health Unit Local Operating Procedures.

3. That Section 4.6 of the Enforced Medications - Long Bay Hospital Mental Health Unit (January 2019) be amended to mandate the attendance of a psychiatrist/medical officer to assess a patient in the event of administration of enforced medication.

4. That the Joint Planned Medication Checklist of the Enforced Medications - Long Bay Hospital Mental Health Unit (January 2019) be amended to include information indicating that risk factors for restraint and positional asphyxia have been considered by Justice Health and CSNSW staff prior to the administration of enforced medications.

5. That the Joint Planned Interventions by CSNSW and JH&FMHN in Long Bay Hospital (January 2019) and Enforced Medications - Long Bay Hospital Mental Health Unit (January 2019) be amended to provide that Justice Health medical personnel are able to give directions to CSNSW correctional officers regarding the positioning of a patient for the administration of injections.
	Recommendation 1 – Completed 
A two-day package was developed by SOG, due for rollout in early 2020, and is for CSNSW and JH&FMHN staff at LBH. 

As of September 2020, JH&FMHN has implemented a training plan to ensure the clinical competency of staff to adhere to Network specific policies and procedures in relation to medication administration prior to, during, and following the administration of enforced medication. CSNSW staff have also participated in, and will continue to engage in, these training programs.
The training sessions provided to staff include, simulation-based training in the mental health unit at LBH and the code blue session plans with training in communication for emergency situations and emergency sedation simulations.

Every Network staff member at LBH has now completed a clinical competency assessment to assess their skills, knowledge, values and abilities in the administration of enforced medication and joint planned interventions with CSNSW. This is to ensure staff are providing safe and effective care in line with Network specific

policies and protocols.

Recommendation 2 – Completed 

JH&FMHN have developed an audit tool via the Quality Audit Reporting System (OARS) to monitor compliance with the Enforced Medications - Long Bay Hospital Mental Health Unit Local Operating Procedure. This state-wide system is utilised to improve the provision of high quality and safe health care.

JH&FMHN’s OARS audit tool was endorsed by the JH&FMHN and CSNSW in August 2020. 
Recommendation 3 – Completed

JH&FMHN has amended section 4.6 of the Enforced Medications - Long Bay Hospital Mental Health Unit local operating procedure to mandate the attendance of a psychiatrist or medical officer to assess a patient in the event of administering enforced medication. The following direction is now published in the procedure, "the Psychiatrist/Medical Officer MUST attend the ward and assesses the patient and the need for enforced medication".

This document is intended to provide guidance to staff on Network specific policies and procedures in relation to medication administration prior to, during, and following the administration of enforced medication.
Recommendation 4 – Completed 

The Joint Planned Intervention Checklist attached at appendix 10 of the Enforced Medications - Long Bay Hospital Mental Health Unit local operating procedure has been amended to include a medical alert. The medical alert confirms that the JH&FMHN and CSNSW staff have considered the below risk factors for restraint prior to the administration of enforced medications:
- Cardiovascular

- Respiratory (e.g. asthma)

- Diabetes

- Neurological

- Disability (e.g. developmental, speech, hearing)

- Trauma

- Obesity

- Pregnancy. 
Recommendation 5 – Completed

The JH&FMHN has amended the following local

operating procedures and checklist to inform Network medical personnel that they are able to give instruction to CSNSW officers regarding the position of a patient for the administration of injections:

- The Enforced Medications - Long Bay Hospital Mental Health Unit;

- Joint Planned Interventions by CSNSW and JH&FMHN in Long Bay Hospital;

and

- Joint Planned Intervention Checklist.

	
	
	
	Commissioner, Corrective Services New South Wales
	6. That all necessary steps be taken to make an Aboriginal Welfare Officer or Aboriginal Inmate Delegate available within Long Bay Hospital to assist where required, in interactions with Aboriginal or Torres Strait Islander inmates in the Mental Health Unit and that Corrective Services New South Wales inform and train officers working in the Mental Health Unit to utilise this process where appropriate.

7. That Corrective Services New South Wales review the use of the proclamation process by the Immediate Action Teams in Long Bay Hospital to ensure that appropriate consideration is given, at the time the proclamation issued, to the possibility that a mentally ill inmate patient may not be in a position to comply or respond to the proclamation in a rational manner.

8. That CSNSW continue to provide Positional Asphyxia Awareness online training to all custodial staff up to and including the rank of Functional Manager/Senior Assistant Superintendent, and audit completion rates annually to identify correctional staff who have not yet completed such training.

9. That CSNSW continue to provide specialist practical training on positional asphyxia to Immediate Action Team and Special Operations Group officers, and audit completion rates annually to identify officers who have not yet completed such training.

10. That CSNSW provide training to all Corrective Services Officers working in the Mental Health Unit in restraint techniques, positional asphyxia and the risks of sudden death from restraint.

11. That CSNSW audit at least one-third of all video recordings, as a representative sample, of uses of force by Immediate Action Teams in order to verify that sections 13.7.8 and 13.7.9 of the Custodial Operations Policy and Procedures have been complied with, with consideration to be given to additional auditing if the nominated representative sample does not allow for such verification.

12. That CSNSW complete the trial of a suitable soft restraint system for use in the Mental Health Unit as an alternative to the use of handcuffs, with the relevant training to be provided to applicable staff including staff in G Ward.

13. That CSNSW, through the Special Operations Group, create and implement a revised use of force training package for Mental Health Unit staff which places greater emphasis (50% weighting) on de-escalation techniques versus physical control and restraint techniques.

14. That CSNSW review the current version of the Custodial Operations Policy and Procedure to ensure that clear instructions are provided requiring the retention of all potentially relevant video footage, including CCTV footage, in the event of a death in custody.
	Corrective Services NSW has 24 identified ATSI Offender Services and Programs roles in total (1 Senior Service and Programs Officer [Clerk 7 /8] and 23 Service and Programs Officers [Clerk 5/61). Specifically, there is currently one Service and Programs Officer [Clerk 5/6] role at Long Bay Hospital available during business hours, which can be utilised for these purposes. The Governor of the Long Bay Hospital will remind staff to contact this role as required. Due to the role and function of Long Bay Hospital is not feasible to embed an Aboriginal Inmate Delegate within the Mental Health Unit. 
Recommendation 7 – Not supported

It is current policy for CSNSW staff to issue a verbal proclamation prior to a planned use of force. Whilst appropriate consideration is given to the mental health of the relevant inmate prior to commencing planned use of force in Long Bay Hospital, CSNSW Officers, including IAT Officers, are not trained mental health professionals and do not possess the professional skills needed to determine whether an inmate is intentionally being non-compliant or is not in a position to comply in a rational manner. It is also noteworthy that often use of force is required to protect both the mentally ill inmates themselves (from self-harm) and for the safety, protection and security of staff, including JH staff. CSNSW will continue to encourage Officers to consider the mental capacity of inmates to rationally respond to the proclamation.

Recommendation 8 – Completed 
Online training has been developed for custodial staff and is auditable. 

Recommendation 9 – Completed 

Training now includes training on positional asphyxia to IAT and SOG provide specialist practical training on staff. This training is auditable. Over 400 IAT and SOG staff members have already been provided specialist positional asphyxia training since it was rolled out. The SOG IAT Senior Assistant Superintendent (SAS) will undertake yearly audits of training completion by IAT staff members and identify staff yet to complete training.

Recommendation 10 – Completed 

Mandatory e-learning - Positional Asphyxia Awareness was implemented in July 2018. Training to all correctional staff is conducted via LMS on positional asphyxia. A joint AC Custodial Corrections and AC Security and Intelligence Memorandum was released to all staff on 31/07/2018 instructing staff to complete the mandatory course and to identify updated Custodial Corrections Policy and Procedures (COPP) - Section 13.7 Use of Force, which was updated to include information on position.ii asphyxia. All custodial staff are trained in the use of restraints during primary training. 

Recommendation 11 – Not supported 
All incidents of use of force are reviewed by CSNSW. Tier 1 incidents are reviewed by the relevant governors In the first instances and are then referred to the Tier 1 Use of Force Committee, as outlined in COPP section 13. 7 Use of force. The Operational Performance and Review Branch audit a random sample of up to 10% of Tier 2 incidents. CSNSW recently reviewed the policy and procedures relating to use of force in response to a separate matter at ICAC. 

There are a large volume of incidents relating to use of force within the CSNSW system. With currently available resources and funding levels, it is not practically possible to audit one third of all video recordings of uses of force by Immediate Action Teams. 
Recommendation 12 – In progress

The 6 month trial of soft restraints at the Surry Hills Court Cells, Amber Laurel Correctional Centre, Silverwater Women’s Correctional Centre, Long Bay Hospital and Metropolitan Special Programs Centre has commenced in January 2020 and is working well so far.  
Further update provided in February 2021 – In progress

A trial of soft restraints has commenced at the Surry Hills Court Cells, Amber Laurel Correctional Centre, Silverwater Womens Correctional Centre, Long Bay Hospital and the Metropolitan Special Program Centre. The pilot will conclude in February 2021. 

Policy has been revised, changed and published. Custodial Corrections is working to amend the regulation.  
Supported – In Progress 

The CSNSW Soft Restraints Trial commenced in October 2021 and ended on 17 April 2022. The trial is currently in the evaluation phase and will conclude late 2022.
Recommendation 13 – Not supported 

Use of force training is provided as part of primary training and encapsulates a large amount of technical skills with specific training requirements to meet tertiary education qualification standards. The training occurs over 11 days and includes training and assessing competence in using firearms, batons, defensive tactics, restraints, riot response, de-escalation and communication techniques, as well as exposure to CS gas. All Correctional Officer staff undertakes this training prior to being posted to a work location (i.e. Correctional Centre or Court Cells. 

The Security Operations Group (SOG) provides supplementary courses for staff v1hc occupy roles in Immediate Action Teams (IAT), the Medical Escort Unit (MEU) and mental health units. This training is additional to primary training on use of force and includes 

(depending on the course) use of force refresher training, positional asphyxia training, managing non-compliance, use of chemical munitions, developing Local Operating Procedures (LOPs) and will soon include soft restraint training. 

All of these training programs include training in de-escalation techniques and communication skills, both specific theory, and application through scenario training. 

When complemented by ancillary training provided by Brush Farm Corrective Services Academy (BFCSA), including Managing at risk inmates, managing female inmates, managing .young adult offenders, mental health awareness, safe management, trauma informed practice, working with AOD offenders and mental health first aid, a more complete training profile is created and courses are facilitated by the staff most qualified to do so. 

Given the breadth of topics that need to be covered in use of force training, it is not feasible to spend 50% of the training time on de-escalation techniques. However, along with the supplementary and ancillary courses, and Correctional Centre Governors implementing regular local training days, a strong multi-disciplinary training profile is available, to provide sound training to staff working in mental health units, which includes a continued theme of de-escalation and communication skills throughout all components.

Recommendation 14 – Completed

The COPP will be reviewed and any necessary amendments incorporated. At this stage, it is anticipated that the review process, including initial drafting, consultation and further amendments, and approval, will be completed in the first quarter of 2020. Relevant staff from Custodial Corrections and Security & Intelligence will meet to review progress.

COPP section 13.9 - Video evidence includes within subsection [4.6] the requirements for retention and disposal of records in accordance with the Functional Retention ond Disposal Authority: DA199. It states that recordings with evidentiary value of significant incidents, such as a death in custody, including coronial investigations and reports, must be retained for 25 years and then sent to State Archives_



	
	
	
	Chief Executive, Justice Health & Forensic Mental Health Network
	15. That Justice Health implement training for all clinical staff working at Long Bay Hospital Mental Health Unit, including medical officers, in relation to the NSW Heath Policy Directive Aggression, Seclusion and Restraint in Mental Health Facilities New South Wales (PD2012_035).

16. That Justice Health give consideration to whether a position other than the prone position should be utilised for enforced medication to be administered under the Enforced Medication and Rapid Tranquilisation - The Forensic Hospital and Long Bay Hospital Mental Health Unit (Policy Number 1.180) and emergency sedation to be administered under the Emergency Sedation – Forensic Hospital and Long Bay Hospital Mental Health Unit (Policy Number 1.441).

17. That Justice Health amend the Medical Emergency Response procedure and training/educational materials in respect of the Procedure to include a statement to the effect that it is the responsibility of the Medical Emergency Response Team Leader to assign roles to team members in the event of a Medical Emergency Response and to oversee and direct the Response, but not to actively participate in it.

18. That Justice Health amend the Medical Emergency Response Procedure and training/educational materials in respect of the Procedure to include specific reference to the roles which the Medical Emergency Response Procedure Team Leader is to assign to Response participants.

19. That Justice Health audit staff performance under the Medical Emergency Response Procedure and the Medical Emergency Response Procedure Checklist to ensure compliance.
	Recommendation 15 – In progress 
To support this recommendation, the Justice Health Forensic Mental Health Network implemented a violence prevention and management education plan for all clinical staff at the mental health unit at Long Bay Hospital in August 2019.

As at July 2020, 90% of mental health unit staff at Long Bay Hospital have received training, which is aimed to complement the Corrective Services NSW security roles. The completion of training will continue to be monitored through the Justice Health and Forensic Mental Health Network Close the Loop Committee.

This training also supports the NSW Health state wide policy directives PD2020_004 Seclusion and Restraint in NSW Health Settings and PD2017_008 Violence Prevention and Management Training Framework for NSW Health Organisations.

The Health Education & Training Institute also provides face to face workshops for team restraint techniques for NSW Health staff who are responsible for assessing, caring for, treating, case managing or providing other services to forensic and/or correctional patients; and/or staff who work in mental health facilities.

Recommendation 16 – Completed 
The Joint Planned Interventions by CSNSW and JH&FMHN in Long Bay Hospital local operating procedure has been revised to include a direction to staff to consider patient positioning during enforced medication or rapid tranquilisation. As outlined in the

response to recommendation 4, the Joint Planned Intervention Checklist now includes a medical alert for risk factors to be considered by Justice Health Forensic Mental Health Network and Corrective Services NSW staff prior to restraint and the

administration of enforced medications.

Recommendation 17 & 18 – Completed 

The Clinical Procedure Long Bay Hospital - Clinical Emergency Response and Medical Emergency Team now includes specific information on the roles which the Medical Emergency Team (MET) Team Leader is to assign to members of the MET
team. As outlined in the response to recommendation 1, the Justice Health Forensic

Mental Health Network has implemented an education plan with scheduled monthly MET simulation-based training. This includes the MET Leader Project Plan which comprises of a training needs analysis, education plan and performance criteria for assessing participating senior staff.

Recommendation 19 – Completed 

The Justice Health Forensic Mental Health Network has developed an audit tool in the QARS to monitor staff compliance with the Clinical Procedure Long Bay Hospital - Clinical Emergency Response and Medical Emergency Team. The audit will assist in

monitoring the quality of healthcare services and be used to create action plans to drive change through training, education and increasing awareness of clinical staff at network and facility level.

In support of NSW Health's commitment to reducing and, where possible, eliminating the use of seclusion and restraint, the Network has established the Forensic Hospital Seclusion and Restraint Reduction Committee (SARRC) to oversee seclusion and restraint practices. The SARRC and the senior management team at the Forensic Hospital partner with consumers to evaluate seclusion and restraint data for quality

improvement.

The SARRC has made a commitment to the reduction of seclusion and restraint across the Network, with a continued focus on the implementation of the following 'Six Core Strategies':

1) leadership in organisational culture change

2) using data to inform practice

3) workforce development

4) inclusion of families and peers

5) specific reduction interventions (using risk assessment, trauma assessment, crisis planning, sensory modulation and customer services)

6) rigorous debriefing.

	
	
	
	Chief Executive, Nursing and Midwifery Board of Australia
	20. That pursuant to section 151A of the Health Practitioner Regulation National Law (NSW) No 86a, the transcript of the evidence of Registered Nurse Charles Xu be forwarded to the Chief Executive, Nursing and Midwifery Board of Australia for consideration of whether the professional conduct of Registered Nurse Xu on 29 December 2015 should be the subject of review.
	Awaited
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	Harold 

EDWARDS (a pseudonym) 

2017/00160498


	Deputy State Coroner Truscott 

5 – 8 August 2019

At Lidcombe 
	That Harold Edwards died on 27 May 2017 at the Acute Mental Health Ward in Nepean Hospital, Kingswood NSW.  

The cause of Harold Edwards’ death was hanging. 

The manner of Harold Edwards’ death was suicide. 


	Nepean Blue Mountains Health Local District
	1. Install and use Closed Circuit Television cameras throughout the public areas and at the nursing station window in the Acute Mental Health Unit of the Nepean Hospital.

2. Implement a system whereby the allocation of patients to a nurse on each shift is recorded under a system that allows identification of such at any one time to improve quality staff performance monitoring and appraisal.
	Recommendation 1 – Not supported 
Although NSW Health does not support the installation of closed circuit television cameras as recommended, it has taken alternative actions to address the concerns of the Deputy State Coroner. 

The Nepean Blue Mountains Local health District convened a meeting of senior staff in the Mental Health Service and the Clinical Governance Unit to examine the risks and benefits of this recommendation in detail. The expert group examined material, including previous adverse outcomes in other health services, and a narrative review of literature titled ‘Ethical and Practical Issues in Video Surveillance of Psychiatric Units’.

The expert group concluded the evidence does not suggest that installation of closed circuit television cameras throughout public areas and the nursing station of the acute mental health inpatient unit will prevent adverse outcomes for consumers in the future. Therefore, this recommendation is not supported. 

As an alternative action to ensure all nursing staff are performing duties in line with mandated clinical practice policies and procedures to ensure the safety of the patients, the Nepean Blue Mountains Local Health District is undertaking a process to examine options for systemic improvements in the District’s mental health service. The process includes: 

· investigation of the feasibility, benefits, risks and ethical implications of surveillance in mental health units; 

· analysis of strategies employed in acute mental health units in other local health districts; 

· consideration of recommendations, which reflect evidence-based solutions. 

This co-design process includes consumers, family members and senior staff of the mental health service. 

Mitigation strategies that have already been implemented by the Nepean Blue Mountain Local Health District include:

· A review of the management structure of the Acute Mental Health Unit and the creation of a Clinical Nurse Unit Manager position to provide additional leadership and support to the unit; 

· A review of the practices to ensure compliance with ‘PD2017_025 Engagement and Observation in Mental Health Inpatient Units’. This policy outlines the standardised approach for the determination and review of observation frequency in mental health inpatient units. The policy also outlines the requirement for observations to actively engage the patient wherever possible to ensure informed clinical decision making. 
· Team development activities with a focus on embedding a safety culture. Staff took part in activities including intentional rounding, workshops, and in-services. The topic of “safe behaviours” has been included as standing agenda item for all mental health team members.

Recommendation 2 – Completed 

NSW Health supports this recommendation a new local procedure ‘Recording of Nurse Allocations in Mental Health Units’ was published in July 2020. The procedure outlines a consistent process of recording the allocation of nursing staff throughout mental health inpatient units within the Nepean Blue Mountains Local Health District. The procedure aims to ensure a clear line of responsibility and accountability for care provided to mental health patients. The practices outlined in the procedure have been occurring since March 2020 and are subject to audits to confirm compliance.  
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	Inquest into the death of EMILY 


	Deputy State Coroner  Grahame 

5-9 November 2018

19-20 November 2018

Findings 26 February 2019


	The person who died was Emily. She died in 2014. She died in NSW. She died from [cause redacted]. Her death was intentionally self inflicted. 
	Group Executive Manager of the Identified OOH NGO 
	That consideration be given to:

Engagement of External clinicians

1. Taking steps to reintroduce the use of a written form to be used when children in the case of the identified OOHC NGO foster carer are seen by an external clinician.  Such a form could be revised (from the form currently in exhibit 8) to include:

a) Details of the role of the identified OOHC NGO in relation to the child, including authorising the provision of information by the clinician to the identified OOHC NGO. 

b) Information regarding relevant past treatments and clinicians.

c) Provision for the external clinician to provide information regarding the clinician’s diagnoses and recommendations. 

2. Reviewing relevant policies with a view to provision being made for:

a) Written reports to be obtained from external clinicians in relation to significant attendances relating to future management of foster children. 
b) Proactive sharing of relevant previous reports of other clinicians with external clinicians.

c) External clinicians being invited to participate (either in person or by way of written report) in multidisciplinary case conferences. 

Communication with schools

3. Reviewing relevant policies with a view to provision being made for:

a) A requirement that information be provided in writing to schools regarding significant past and emerging issues that affect the safety, welfare or well being of a child in the care of the identified OOHC/ NGO foster carer (both at enrolment and on an ongoing basis).  That information should include the name and contact details of mental health practitioners that have been engaged with the child where considered appropriate. 

b) Where a child in the care of the identified OOHC NGO foster carer is to transfer schools, information in writing should be requested from the school form which the child is exiting as to any significant past and emerging issues that affect the safety, welfare or well being of the child.

c) School representatives being invited to participate (either in person or by way of written report) in multidisciplinary case conferences.
Education of foster carers

4.Taking steps to develop a training package for foster carers specific to the transition to adolescence. 
5.Developing and providing a training regime and schedule that prepares foster carers for various milestones in advance (such as commencement of school, transition to high school, adolescence and leaving care) shortly before those milestones are reached. 

Communication of significant decisions to children in OOHC

Communication issues

7. Updating the identified OOHC NGO’s ‘Parents Information Book’ to include: 
a) Guidance on appropriate communication to support the child’s sense of belonging.

b) Specific issues regarding communication via social media. 

8. Taking steps to develop social media fact sheets for foster parents and children in foster care.

	

	
	
	
	Minister, Department  of Family and Community Services 
	9. Consideration be given to whether:

a) the currently available carer training used/ recommended by FACS includes training directed at:

i. anticipating possible limit testing and oppositional behaviour in the adolescent child in Out of Home Care;

ii. understanding why such behaviours may be exhibited (i.e ‘acting out’ in response to underlying trauma and attachment issues);

iii. providing strategies for responding to and dealing with such behaviours including seeking clinical support; and 
b) if the training in all or any of i), ii) and iii) above is not currently available, whether such training ought to be developed. 

10) That the above recommendations 1to 8, directed to an identified OOHC NGO are circulated to all NGOs that provide OOHC in NSW, with a request that the NGOs review their policies and procedures to identify whether there are any gaps which require remedying.  [In making this recommendation, it is noted that this may complement a planned consultation by FACS with NGOs in 2019 to identify if there are any gaps in health and education pathways for children in OOHC]. 


	By letter received on 11 March 2020 from The Hon Gareth Ward MP, the Attorney General was advised as follows:
Recommendation 9 – Supported
Department of Communities and Justice (Families, Communities and Disability Services) (DCJ FCDS) Psychological Services offer three key training packages to foster carers: Turning into Teens, Trauma Training of Carers and Behaviour Support Training. 

The training assists foster carers to understand limit testing and oppositional behaviours within the context of a child’s experience of trauma. The carer training addresses the possible issues linked to underlying trauma and attachment issues. 

The carer training covers strategies for dealing with these behaviours and is in keeping with the OOHC Health Pathways and individual health plans for each child and young persons in care. Advice is also provided on how carers can access clinical supports within their local circumstances. 

DCJ (FCDS) regularly reviews existing carer training to address planning and support issues. 

Recommendation 10 – Supported 
On 4 September 2019. DCJ (FCDS) wrote to all OOHC providers about the Coroner’s findings and recommendations in respect of ‘Emily’. 

In line with the Coroner’s recommendations (1-8) the letter requested the agencies review their internal policy framework and take necessary actions to ensure casework practice aligns with the Coroner’s recommendations. 
The letter also advised providers about: 

· Updates to Permanency Support Programs Permanency Case Management Policy; 

· Implementation of health and education pathways; and 

· Opportunities for the training and development of carers. 

The NSW Government remains committed to continually improving the way it works with families and communities to help keep children safe. This includes investing over $2 billion to protect and support out most vulnerable children, young people and families. 
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	Kayla 

EWIN 

2012/398593

Iziah 

O’SULLIVAN

2014/221198


	State Coroner O’Sullivan

2-4 September 2019

At Lidcombe 


	That Kayla Ewin died on 23 December 2012 at her home in Nowra, NSW. Kayla died from Sudden Unexpected Death in Infancy (SUDI) within the category SUDI 0+.  

That Iziah O’Sullivan died on 26 July 2014 at his home in Quakers Hill, NSW. Iziah died from Sudden Unexpected Death in Infancy (SUDI) within the category SUDI 0.  


	Ambulance Service of NSW

	1. That the Ambulance Service of NSW consider amending its policies to instruct attending paramedics to take the aural temperature of a deceased infant under 12 months (and the time that it was taken) where clinically appropriate.
	Awaited 

	
	
	
	NSW Police
	2. That NSW Police revise the ‘SUDI’ section of the Police Handbook to contain an instruction to police officers attending a scene or managing an investigation to assess whether it is preferable to use the term ‘coronial scene’ rather than ‘crime scene’ and in doing so, consider the impact of the use of the terminology on the family.

3. That NSW Police Forensic Evidence and Technical Services Branch and the Crime Scene Services Branch use the term ‘coronial scene’ rather than ‘crime scene’ in regard to infant deaths determined to be accidental.

4. That NSW Police revise the ‘SUDI’ section of the Police Handbook to explicitly state that the officer in charge of a SUDI investigation should minimise the police presence at both the scene and the hospital.

5. That NSW Police review its policies and training procedures in order to ensure that guidance is provided to officers in dealing appropriately with a family seeking time to say goodbye to their child in the context of a SUDI death.

6. That NSW Police consider amending the P79A form and the Standard Operating Procedures entitled “Crime Scene Manual (Specialist) – Death Investigation” and SUDI section 2.4.14 to include additional SUDI questions on the matters as set out in paragraph 90 of these Findings.
	By letter dated 30 March 2020 the Commissioner of Police, MJ Fuller APM, advised the Attorney General as follows:

Recommendation 2 – Supported 

This recommendation is supported although application of such a charge by police in the field is complex. As pointed out in evidence, it may not be known for some time whether the death of an infant is suspicious or not. A supplementary instructions will be made to the Police Handbook, similar to: ‘When it is clear that the death is not suspicious and/or clearly identified as a SUDI death,  police are to use the term ‘coronial scene’ instead of the term ‘crime scene’ when speaking with the family members of the deceased’.
The Police Handbook has been amended, although application of such a change by police in the field is complex. As pointed out in evidence, it may not be known for some time whether the death of an infant is suspicious or not. 

The recommendation is now COMPLETED.

Recommendation 3 – Supported

FETS have amended its internal guidance to Crime Scene Officers consistent with changes to the Police Handbook. 

The recommendation is now COMPLETED.
Recommendation 4 – Supported 
An additional instruction has been added to the Police Handbook to give guidance to police investigating SUDI matters to explicitly state that the officer in charge of a SUDI investigation should minimise the police presence at both the scene and the hospital.
The NSWPF Investigators Course and Detectives Designation courses have also been updated to reflect the amendments to the Police Handbook.

The recommendation is now COMPLETED.
Recommendation 5 – Supported

An additional instruction can be added to the NSWPF Handbook similar to: ‘When it is clear that the death is not suspicious and/or clearly identified as a SUDI death all police are to ensure that the immediate family of the deceased child is are given an appropriate and reasonable amount of time to say goodbye to their child’. Once the Handbook is updated the NSWPF Probationary Constables pre-attestation ADPP curriculum will be updated.

The NSWPF Investigators Course and Detectives Designation Court are both currently under review/ redesign. The intention is to incorporate into the curriculum, information and guidance to investigators on how to appropriately engage with a family seeking time to say goodbye to their child in the context of SUDI.

The recommendation that the NSWPF provide guidance to police that ensures officers deal appropriately with family members who are saying goodbye to their child in the context of SUDI death is currently covered by the Education and Training Command at the NSW Police Academy during a SUDI scenario demonstrating Police having empathy with bereaved family members. However, the Red Nose Organisation are working on further training material to be available in 2021 which will have to be assessed to see if it will be suitable as a supplement for training the NSWPF.
Recommendation 6 - Supported

The recommendation is supported however, as outlined in the Coronial Report the application by police is more complex. As stated in evidence (page 17-19) this change may be advantageous to guide investigating police more thoroughly but may also be impossible for police to secure answers to many of the questions at the time the P79A form is submitted and as such, police should not be criticised if the answers to each question are unknown at the time. 
This recommendation is pending further consultation and feedback from the SUDI-Cross Agency Working Group.

The current questions outlined on the p79A form and the recommended questions have been disseminated to members of the SUOI Working Group for further advice prior to updating the form. The Crime scene manual already has similar questions, however, no further amendments will occur until advice is obtained in 2021 from members of the SUDI Cross Agency Working Group. 

	
	
	
	NSW Health Pathology
	7. That NSW Department of Forensic Medicine review its policies to encourage forensic pathologists to routinely request, and then review, crime scene photographs prior to signing off an autopsy report.

8. That the Department of Forensic Medicine review its policies to ensure that the role of the Clinical Nurse Consultant (CNC) includes ensuring that the SUDI medical history form has been received and provided to the case forensic pathologist in a timely manner.
	Awaited 

	
	
	
	NSW Ministry of Health
	9. That NSW Ministry of Health review its training policies to determine whether guidance is given to staff in dealing appropriately with a family seeking time to say goodbye to their child in the context of a SUDI death.

10. That NSW Ministry of Health implement their proposed audit of the revised SUDI medical history form over a period of 12 months and evaluate whether the form is being sufficiently completed and whether it is consistently being provided to the Department of Forensic Medicine in a timely manner.

11. That NSW Ministry of Health implement their proposal to monitor the issue of duplication in taking a medical history from the family of a deceased infant over the next 12 months in order to ascertain the most useful and sensitive approach.
	Awaited 

	
	
	
	NSW Ministry of Health and NSW Police
	12. That NSW Ministry of Health and NSW Police implement the proposal for an interagency early clinical review meeting to take place within 1 week of every SUDI death in NSW, or as soon as practicable thereafter and no later than 1 month after the death, and evaluate the implementation of this proposal within 12 months from the date of its commencement.
	By letter dated 30 March 2020 the Commissioner of Police, MJ Fuller APM, advised the Attorney General as follows:

The interagency arrangements for this proposal are best considered by the Coronial Services Committee which is chaired by the State Coroner and attended by representatives of the NSWPF, NSW Health and Communities and Justice NSW. Once agreement is reached on the process, the NSWPF Handbook could be amended to include an instruction similar to ‘the OIC of  a SUDI Death investigation is to ensure that they participate in the scheduled Early Clinical Review led by NSW Health.’
Further update from NSW Police: The recommendation for NSW Ministry of Health and NSW Police Force to implement the proposal for an interagency early clinical review within 1 week and not greater that 4 weeks after a SUDI death is possible. However, the proposal is pending further advice from NSW Health Pathology.

Any arrangements to have police involved in a clinical review would have to consider police rostering and location of duty. More importantly, the availability of a pathologist and availability of timely medical records and medical history is the main challenge in implementing this recommendation at this stage.

	
	
	
	State Government of NSW
	13. That the State Government give consideration to the creation of the role of a paediatric clinical nurse consultant (CNC) at the Coronial Case Management Unit (CCMU) trained in SUDI investigations in order to provide centralised support available 24 hours a day to agencies in NSW investigating SUDI and accidental child deaths in NSW.
	Awaited 
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	‘Flagview South’ Sir Ivan Doherty Dr, Leadville fire
	Deputy State Coroner Forbes

Mudgee Local Court

30 October 2019
	The origin of the fire was on the property known as ‘Flagview South’ Sir Ivan Dougherty Drive, Leadville. The cause of the fire was a lightning strike on or near the top of a wooden strainer fence post which caused the post to smoulder for a number of days before igniting the fire on 11 February 2017.
	NSW RFS Commissioner
	1. That the NSW Rural Fire Service offer an information and engagement briefing with affected residents in the Dunedoo area (Castlereagh District) and Cassilis area (Liverpool Range District) to discuss the Coroner’s findings and the agreed chronology annexed to those findings. 

This briefing is to be led by RFS personnel at the Assistant Commissioner/Manager Planning and Predictive Services level, and is to include 2 anticipated changes in bushfire frequency and behaviour in those districts (including fire thunderstorm events), how landholders can access RFS information in advance about predicted conditions for local districts, and adaptive firefighting strategies in response to changes in bushfire frequency and behaviour.
2. That the NSW Rural Fire Service consider providing farming communities with access to topographical maps and other relevant information held by the RFS to assist primary producers to prepare for fire preparedness.

3. That the NSW Rural Fire Service reviews the Community Field Liaison Team Program to incorporate rural initiatives, information sharing and joint training opportunities targeted to the needs of particular RFS districts.

4. That the NSW Rural Fire Service undertake a community engagement campaign (including information specifically targeted at farming communities) to reflect any revision of the Fire Danger Ratings system following the current review by the National Social Research Project. 

Such a campaign to include notice that in large fire events, the RFS cannot guarantee that every landholder will receive assistance from the RFS and such a campaign to be repeated (even in a modified form) prior to the start of each statutory bush fire danger period.

5. That the NSW Rural Fire Service review its Building Impact and Damage Assessment Team process to increase the early detection of asbestos risk in fire damaged buildings and associated protocols to support landowners affected by fire and asbestos.
	Supported

The NSW RFS will conduct two (2) community meetings, one to be held at Liverpool Range and the other to be conducted at the Castlereagh districts. The community meetings will address bush fire frequency and behaviour relevant to those districts, including thunderstorm events and related issues.

NSW RFS Community Engagement, Corporate Communications and Planning and Predictive Services representatives will have a presence at the meetings. Implementation of the meetings is subject to logistical constraints, including restraints on travel due to coronavirus.
Supported

As part of its Community Engagement activities, the NSW RFS will add a new section to the existing Farm Fire Plan. This new section will specifically address issues concerning property and will also direct farming communities to information relevant to them, such as mapping information currently available to the general public via the Spatial Services Portal https://six.nsw.gov.au/. 

Supported

The NSW RFS conducted a pilot Community Field Liaison Team Program over the 2019/20 bush fire season. The pilot program is currently being reviewed, with any relevant findings to be implemented in time for the 2020/21 bush fire season.

Supported in principle

The Bush Fire Danger Ratings system is currently under review. The NSW RFS will consider and implement findings at the conclusion of this project. It is noted that throughout the 2019/20 bush fire season the NSW RFS actively promoted fire safety and awareness through multiple channels such as community engagement events, social media, online, media releases and the Fires Near Me app.

Supported

The NSW RFS introduced Hazard Identification into its Building Impact Assessment as a trial commencing on 14 November 2019. The objective of the trial was to identify impacts of bush fire on buildings and structures, identify hazards within individual properties presenting a risk to the public and to identify basic Make Safe measures to reduce the risk of hazards to owners/occupiers and members of the public.

After each assessment, a Hazard Identification Notice was displayed at each property with fire impact to signify that potential hazards had been identified during the assessment. This was then followed by a multi-agency impact assessment coordinated by the NSW RFS which included further make-safe arrangements for subject properties, including: restricting access to the property; erecting signage indicating potential hazards exist within the property; sampling of building materials to confirm the presence of hazards, and developing or implementing dust suppression strategies in the event asbestos or another respiratory irritant was an identified risk.

The NSW RFS is to adopt the Hazard Identification Notice as part of its Building Impact Assessment process on an ongoing basis.

	
	
	
	NSW RFS Commissioner and NSW Farmer
	6. That the NSW Rural Fire Service and NSW Farmers consider a joint approach to the Bushfire and Natural Hazards Cooperative Research Centre (or similar organisation) to conduct social research into best developing a “shared responsibility” to hazard reduction, community engagement outside of bushfire season, information sharing around predictions for more extreme fire behaviour, and the delineation of decision making responsibilities on the fire ground when RFS and private vehicles respond to a fire.

7. That the NSW Rural Fire Service, in consultation with NSW 3 Farmers, extend and expand primary producer engagement strategies to include a focus on how private landholders within farming communities can work with the RFS, including a focus on information sharing outside of bushfire season, fire ground communication during a fire, fire ground management structure and firefighter safety.

8. That NSW Rural Fire Service, in consultation with NSW Farmers, promote the use of the Rural Liaison Officer (RLO) within an Incident Management Team including information about the role of the RLO within the IMT, when a RLO is likely to be appointed, the likely experience of someone accredited as an RLO and locating the RLO on the fire ground.

9. That the NSW Rural Fire Service and NSW Farmers collaborate to develop an engagement program for current NSW Farmers and future representatives serving on local and state level bush fire risk management committees, to ensure the views of farming communities are represented at regular meetings outside of fire season and during operational bush fire events.
	Supported

The NSW RFS recognises the importance of a shared responsibility and will explore the development of further targeted initiatives to inform and engage communities about their responsibilities and our shared responsibilities for bush fire risk reduction, including consultation and engagement in risk management processes, preparedness planning and responses to bush fires. The existing post fire research framework utilised by the NSW RFS will inform this work.

Supported

The NSW RFS will explore the development of an initiative to engage farming communities, including primary producers, as outlined in our response to recommendation 6. The NSW RFS will consider formalising any arrangements through an appropriate framework that addresses practical issues, including engagement between the NSW RFS and farmers on the fire ground if required. The NSW RFS will consult with key stakeholders as part of the development of this framework.

Supported

The NSW RFS will review the Incident Management Procedure framework to explore how rural liaison officers (RLO), as part of an incident management team (IMT) can be incorporated into the AIIMS community liaison framework. The review will consider the pathways and accreditation processes relevant to the RLO role, in addition to other specialist roles such as Aboriginal Liaison Officers and Multicultural Liaison Officers.

The NSW RFS will promote the RLO role and its benefits, as they form part of an IMT, both internally to key IMT personnel and externally to rural communities. This could include promotional opportunities in IMT training, workshops and forums, exercises, internal communications and through NSW RFS social media and media channels.

Supported

The NSW RFS Bush Fire Coordinating Committee (BFCC) will facilitate and establish Bush Fire Management Committee (BFMC) training for farmers.
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	Kenneth HELLYER


	Deputy State Coroner Truscott 

Coroner’s Court at Lidcombe

3 April 2019


	Kenneth Hellyer died on 24 January 2017 at Long Bay Aged Care Rehabilitation Unit, Long Bay Hospital of natural causes, namely metastatic adenocarcinoma of an unknown primary.

	Minister of Corrections and to the Minister of Health
	That Corrective Services and Justice Health Forensic Mental Health Network, liaise to consider implementing a policy to ensure that a prisoner’s Emergency Contact Person/ Next of Kin are notified when that prisoner enters any palliative care arrangement or where their end of life is imminent so that if JH&FMHN staff do not inform the Emergency Contact Person/Next of Kin directly they do inform CSNSW, so that a Services and Programs Officer (SAPO) or if out of hours, CSNSW a staff member contact the Emergency Contact person/Next of Kin.

	NSW Health advised 21 December 2020:
“There is an ongoing focus by the Justice Health and Forensic Mental Health Network to strengthen the communication process with the emergency contact and next of kin of patients in custody who require end or life or palliative care. NSW Health is committed to working in collaboration with Corrective Services NSW to ensure the ongoing delivery of quality health care services to individuals in a correctional facility.
The care of persons in custody is regulated by the Crimes (Administration of Sentences) Act 1999 (NSW) (‘The Act’). Given that the Act provides that inmates are in the custody of the Governor of the relevant correctional facility, the responsibility for contacting a patient's next of kin lies with CSNSW. Therefore, the Act does not permit support for the Network directly informing the next of kin.
In April 2019, a new process was established requiring CSNSW to nominate an appropriate staff member who will contact the next of kin or family members if requested by the patient in a health emergency, or if transfer to a facility outside of the correctional facility is required. The Network is required to engage with the nominated CSNSW staff member for each patient case to ensure appropriate contact is made. The chaplain service may be engaged to assist with contacting a patient's next of kin. 
I have been advised that a multi-disciplinary palliative care case conference led by the Network is convened on an annual basis, with the participation of CSNSW supporting the ongoing collaboration between the two agencies. A standing agenda item regarding communication of a patient's health status with their next of kin is now included for discussion and insight into areas for potential improvement. 
Further to this, the Network continues to progress work and initiatives to support the continuous enhancement of health care services in correctional settings. Current work consists of multi-disciplinary meetings (with the inclusion of CSNSW), the utilisation of a joint manager plan for complex patients, and progression of a palliative care project. The Network has also ensured recruitment to the following palliative care positions.
· Transitional Nurse Practitioner, Palliative Care (1.0 FTE)

· Occupational Therapist, Palliative Care (0.6 FTE)

· Social Worker, Palliative Care (0.4 FTE)

· Aboriginal Health Worker, Palliative Care (1.0 FTE)”
· Brad Hazzard MP, Minister for Health and Medical Research

Further update provided in February 2021 – In progress
The MOU between CSNSW and NSW Health is close to being finalised. A working party has been established to review NOK/ECP CSNSW policy and procedures. 

Justice Health now have a palliative care technician who will lead palliative care across the network. 
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	Christopher HILL 


	Deputy State Coroner  Forbes 

13- 15 March 2019

At Armidale 
	I find that Christopher Hill died on Thursday 31 August 2017, on the New England Highway, at Bendemeer in the State of NSW. The cause of his death was multiple injuries sustained in a motor vehicle collision that occurred when his vehicle drifted onto the wrong side of the road during a  police pursuit. The evidence is such that I am unable to make a finding in relation to whether his death was intentionally self-inflicted or accidental.


	None made 
	None made 
	In September 2019 the NSW Police Commissioner MJ Fuller APM advised that Attorney General as follows: 

‘Although the Deputy State Coroner did not make formal recommendations in this matter, she did make a suggestion to the Commissioner of Police for consideration.  Her Honour identified an ‘anomaly’ in respect of urgent duty and pursuits in the SDP Part 5 (SDP 5-1-7) that deals with vehicle categorisation. It states that Category 3 vehicles are the ‘least suitable for pursuits. May be used for Urgent Duty in matters that are life threatening or in an emergency where such response is appropriate’. 

A number of other ambiguities and uncertainties in the SDP were identified:

a) The Traffic Stop provisions are contained within the Coded System of Driving (Part 8) yet they also made reference to Urgent Duty.

b) The fact that the Coded System of Driving seems to define Code Red in similar terms to the actions of Senior Constable in this situation makes it difficult to determine if he was in fact driving Code Red.

c) Reference in SDP-6-1 to ‘driving police vehicles under urgent duty or pursuit conditions’ seems to suggest all pursuits are urgent duty, but that may not be the case.   

d) There is a lack of assistance in how Urgent Duty (Part 6) and Pursuit (Part 7) of the policy interrelate and overlap. For example, clearly an officer can be on Urgent Duty but not in pursuit, but can an officer be in pursuit but not engaged in Urgent Duty?

e) If the latter is correct, why is the threshold for such an inherently dangerous activity such as a pursuit, set so much lower than urgent duty? 

To assist with any perceived ambiguities and uncertainties, I can advise that the recently revised NSW Police Force SDP clearly identifies the differences between – 

· Traffic stops - which are generally for police directing a driver to pull to the left hand side of the road and stop of a legitimate reasons for example, traffic violation, defective vehicle, mobile RBT.

· Urgent duty – which is the police response to an incident – for example, armed hold up, siege, violent domestic incident.

· Pursuits – which commence when the driver of a vehicle is avoiding apprehension and is appearing to be ignoring a request to stop.

Within the revised SDP, Traffic stops, Pursuits and Urgent duty all have their own sections, along with definitions, differences of each term and examples of their practical application.  The anomalies identified with the Coded System of Driving within the SDP have also been clarified.’ 
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	Eeva DORENDAHL 

Gregory

HUTCHINGS

2014/27636

2014/27576


	Acting State Coroner O’Sullivan 

10-14 December 2018

26 March 2019
	Eeva Dorendahl died between 11 January and 18 January 2014. She died at Pottsville NSW. The medical cause of death is unknown. Eeva died while in the care of her father Gregory Hutchings and she died as a result of her father’s actions. 

Gregory Hutchings died between 11 January and 18 January 2014. He died at Pottsville NSW. The medical cause of death is unknown. The death was intentionally caused in that Gregory Hutchings took his own life. 
	NSW Commissioner of Police 
	That consideration be 
given to the following recommendations: 

1) That the Missing Persons Standard Operating Procedure be amended to include advice that where a parent fails to return a child pursuant to a parenting plan or court order, and the child cannot be sighted by police, they are to be treated as a missing person.

2) That the Chapter titled ‘Family Law’ in the NSW Police Force Handbook be amended to include advice that where a parent fails to return a child pursuant to a parenting plan or court order, and the child cannot be sighted by police, they are to be treated as a missing person. 

3. That a training package be developed to notify police of the changes to the Missing Persons Standard Operating Procedures and the NSW Police Force Handbook and that way in which it operates in practice.  
	Recommendation 1 

Supported - Incorporated into Revised Missing Persons, Unidentified Bodies and Human Remains Standard Operating Procedures.

Recommendation 2 

Supported – The Family Law chapter of the NSW Police Force Handbook has been updated.

The recommendation is now COMPLETED.
Recommendation 3

Supported – the new Standard Operating Procedures (SOPS) – Missing Persons, Unidentified Bodies and Human Remains was published in January 2020. A statewide Nemesis message was released to NSW Police advising of the new SOPS. Face to face training with individual Commands will be undertaken and is expected to commence in late March 2020. Missing Person Co-ordinators have been established in each Police Area Command and Police District. A Training Package for these Co-ordinators has been developed and will be incorporated into the first yearly Missing Person Co-ordinator Conference. 
Mandatory educational training relating to missing persons was released to the field as an on-line Commissioner’s Directive training package 

The recommendation is now COMPLETED.
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	Momtaz KABBOUT 

2012/208342


	Deputy State Coroner  Truscott 

At Lidcombe 

7 May 2019 
	That Momtaz Kabbout died on 2 July 2012 in Shortland Bush Reserve, Lansdowne, from multiple gun shot wounds inflicted by person/s unknown. 
	Commissioner, NSW Police 
	That the death of Momtaz Kabbout by referred to the Unsolved Homicide Unit. 
	On 5 September 2019 the Commissioner of Police MJ Fuller APM advised the Attorney General as follows:

“This matter has been referred to and accepted by the Unsolved Homicide Unit and will be progressed at the earliest opportunity in accordance with established protocols’.
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	Pauline KESSELL 

2015/240190


	Deputy State Coroner  Russell

6 - 10 August, 10 – 12 December, 2018, 10 –12 April

2019

7 August 2019 

At Lidcombe 
	Pauline Lynn Kessell died on 14 August 2015 at Westmead Private Hospital, Westmead.  The cause of her death was multiple organ failure as a result of septic shock.  
	To the Urological Association of Australia and New Zealand
	That the Urological Society give consideration to the need for further guidance to urologists on treatment

of large staghorn calculi. 
	Awaited 

	
	
	
	Ramsay Health Care and Westmead Private Hospital 


	That those organisations incorporate in the

proposed Lessons Learned procedure, arising out of the death of Pauline Kessell,

i. consideration of problems arising, where a number of consultants are attending a patient, from a lack of

clarity as to who has responsibility for ensuring the administration of

antibiotics;

ii. consideration of methods, including use of stat charts, for ensuring that

antibiotics are given promptly upon their being ordered;

iii. consideration of, and dissemination of information about, the dilemma, as

set out in these findings, facing an experienced and competent PACU nurse in securing a clinical review for

a patient about whom she was concerned. That the process address, not only those making the call for

clinical review (PACU nurses), but also those receiving the call

(anaesthetists/VMOs and members of the Rapid Response Review Team).
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	Paul LAMBERT 


	State Coroner O’Sullivan 

5-9 November 2019 

15 February 2019

At Coffs Harbour  


	The deceased person was Paul Lambert, who died on 3 November 2016. He died on the Pacific Highway near Bonville in NSW.  The cause of death was the combined effect of gunshot wounds to the chest and abdomen. Mr Lambert was shot multiple times by an officer or officers of the NSW Police Force in circumstances where he was advancing towards a police officer with a raised knife. The shooting followed an attack by Mr Lambert on the same day on his former girlfriend and a subsequent police pursuit and stand-off with police on the Pacific Highway. 

 
	Commissioner

NSW Police 
	1)  That the NSW Police Force continue to review other tactical options of a non-lethal nature for dealing with offenders armed with a knife, including the use of shields, in order to minimise the likelihood of serious harm in the event of a police response that requires an offender to be disarmed. 

2) That the NSW Police Force consider the implementation of an opt-in information sharing system to allow licensed weapons dealers to check if a person attempting to buy a knife has an outstanding apprehended violence order or apprehended domestic violence order. 

3) 3. That the Commissioner of Police undertake a review of the Exhibits Procedures Manual and the Police Handbook chapters entitled Exhibits, Forensic Information and Miscellaneous Property System (EFIMS), Exhibits and Miscellaneous Property so as to:

- Consider creating a single system and common procedure across NSW for the retention and disposal of exhibits and miscellaneous property;

- Require that a notification is logged on EFIMS where a Coronial Investigation has been commenced and an exhibit or miscellaneous property is held that relates to the deceased person the subject of the Coronial investigation;

- Require that photographs are taken and retained for all exhibits and miscellaneous property booked onto EFIMS.


	By letter dated 8 August 2019, the Commissioner of Police MJ Fuller APM, advised the Attorney General  as follows:
Recommendation 1

The NSWPF Weapons Tactics Policy Review (WTPR) team undertakes continued investigative work into less than lethal weapons options for police to resolve volatile incidents. The WTPR has considered the use of shields as a potential tactical option by researching other policing jurisdictions, taking into account modern technology and available alternatives. While WTRP does not recommend the introduction of shields to NSW Police Officers, the recommendation has been actions with an assurance that ongoing assessments of tactical capabilities will continue. 

The Exhibits Procedures Manual underwent a thorough review in January 2020 and all recommendations made by the Coroner were addressed. Once the review was complete the Police Handbook Exhibits Chapter was quality reviewed and completed in July 2020, to align with the updated information contained in the Exhibit Procedures Manual. This information was published on the NSWPF Intranet site in July 2020.

To advise all NSWPF personnel of these changes a state-wide NEMESIS message was released on 4 September 2020.

The recommendation is now COMPLETED.

Recommendation 2 – not supported
The NSWPF has considered a number of options for an opt-in information sharing arrangement. Weapons dealers (of which there are 86 NSW-wide) comprise a small fraction of knife retailers as noted in the coronial findings. Therefore the recommendation to introduce an opt-in sharing system between weapons dealers and police will not prevent an individual from accessing and using any form of a knife to cause or inflict actual bodily harm or fatally injure a person. Knives are readily available in multiple retail outlets and are accessible in domestic kitchens.  The recommendation only focusses on weapons dealers and so sets up a higher standard for dealers than ordinary knife dealers.  This seems inequitable and burdensome particularly given that weapons dealers comparatively trade in very small numbers of knives than ordinary retailers.  As such the recommendation is not supported. 

Information sharing between Queensland Probation and Parole Service and the Commissioner for NSW Police

The NSWPF and NSW Corrective Services have introduced an automated information sharing ability between their respective systems.  Wherever a person is released on Parole or Intensive Corrections Order (ICO) a warning is automatically created on the NSWPF Computerised Operational Policing System (COPS).  This warning is visible to other jurisdictions via the National Police Reference System (NPRS).  Such systems are not available to Queensland Corrections and Parole Services. There are no automated or manual information sharing protocols in existence between NSWPF and QPOL or CSNSW and QCS. 

NSWPF is not aware whether a system similar to that introduced by NSWPF could be implemented in the State of Queensland. Warnings created by all police jurisdictions can be viewed on NPRS/  At this juncture NSWPF are not aware if QPOL is able to create warnings for offenders on parole.  To progress the Coroners recommendation, the NSWPF Justice Liaison Unit, State Intelligence Command is willing to initiate contact with QPOL and QCS to examine the feasibility of introducing a system similar to that used by NSWPF. 

Comment on critical investigation team records 

The Coroner suggested that critical investigation teams record why officers are interviewed on a relevant date and measures undertaken to ensure the witnesses did not discuss the matter with other officers in the interim. 

This was not a formal recommendation however the Coroner was of the view that the NSWPF representatives would ‘bring my comments to the attention of relevant parties.’  

The comments made by the Coroner stem from the delay in interviewing one of the police officers involved in the incident.  He was not interviewed until 6 days after the shooting despite making himself available. Further the officer had been instructed to take notes as part of the critical incident direction but did not do so on legal advice. 

Three issues require clarification:

1. That the officer did not take notes of the event on legal advice 
The current Critical Incident Guidelines state that officers involved in a critical incident and witness officers have the right to remain silent when being questioned about a critical incident.  This includes the right not to make notes of an incident. The Critical Incident Guidelines are currently in the process of being updated and the new Guidelines will also include these instructions. 

2. The delay in interviewing the officer

Following this event, the officer involved had been ‘struggling’ and was seeking counselling. As such, a decision was made not to interview the officer until his doctor indicated that he was well enough to be interviewed. This was the reason for the delay.  This information was conveyed to Counsel Assisting the Coroner within days of the completion of the inquest however it was not included in the findings and the Coroner had not received this information. 

3. Recording reasons for an officer being interviewed on a certain date. 

In relation to measures taken to ensure that witnesses do no discuss the matter with other officers, once an officer is declared a directly involved officer or a witness officer, they are provided with  a P1109 Critical Incident – Notice to a Directly Involved Officer or a P110 Critical Incident – Notice to Witness officer by the Senior Critical Incident Investigator as appropriate.  These forms both include the following direction:

“You are directed not to interfere with or compromise the integrity of this investigation in any way, which includes discussing or disclosing any information about it to any person that you know, or have reasonable cause to suspect is a witness or otherwise in the matter without my authority…”
These forms will remain in use after the new guidelines are approved and implemented. 
Suggestion regarding Dr Jay’s involvement in Domestic Violence training

Dr Jay has presented at the Domestic Violent Liaison Officer (DVLO) Course held on 7 May 2018. Dr Jay has agreed to participate in the development of an online Domestic Violence training package to be rolled out to DV course participants in future. 
Recommendation 3 

Supported and Completed (See Recommendation 1 Response) 
Additional Information:

Although not a formal recommendation, Magistrate O’Sullivan directed that:

“this finding be provided to Queensland Probation and Parole Service and the Commissioner for the NSW Police Force so that further reflection can take place about how information systems between States could operate more effectively”. The Queensland Police Service (QPOL) has now in place an information sharing provision with Queensland Corrective Services (QCS) and the National Policing Reference System (NPRS) which is the information sharing platform between national law enforcement agencies. Information appearing on the NPRS is accessible by all NSWPF officers, including information about any offender that is on a parole order in Queensland. The recommendation is now COMPLETED.
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	Death of LEVAI


	Deputy State Coroner H
Grahame 
3-5 June 2019 

5 July 2019 
	The person who died was Levai. He died on 21 May 2013 at 5a/ 83-83 Mulga Road Oatley NSW.

He died from blunt force head injury with bilateral acute subdural haemorrhage,

hypoxic/ischaemic encephalopathy, brain swelling and herniation.  He died from an injury inflicted by Kodi Maybir at approximately 6.30 am on 20 May 2013. He was left unconscious and untreated until he was last seen alive at about 11.30pm.
	Commissioner of the NSW Police Force
	1. That consideration be given to developing guidelines to advise police officers on the appropriate way to conduct sensitive interviews of children to obtain their version of events and to check on their welfare following an allegation of child abuse and/or neglect. The guidelines should adopt the position that, except in exceptional circumstances, a child who is the subject of allegations child abuse and/or neglect should be examined and/or interviewed away from the alleged offender(s). 

2. That consideration be given to reviewing the adequacy and appropriateness of the policies and training materials relating to the defence of lawful correction under s. 61AA of the Crimes Act 1900 (NSW). 

3. That consideration be given to including the following in the training curriculum for students completing the Constable Education Program: 

a. training scenario based on the circumstances surrounding the concern for welfare call on 31 March 2013 relating to allegations of child abuse and neglect of Levai; and 

b. the circumstances in which it is appropriate for police to examine and/or interview a child who is the subject of child abuse allegations away from their parents or caregivers; and 

c. Information about the defence of lawful correction under s. 61AA of the Crimes Act 1900 (NSW) and the circumstances in which it would or would not apply.

4. That consideration be given to developing a mandatory continuing education package in relation to responding to allegations of child abuse and neglect that includes: 

a. a training scenario based on the circumstances surrounding the concern for welfare call on 31 March 2013 relating to allegations of child abuse and neglect of Levai; and 

b. Information about the defence of lawful correction under s. 61AA of the Crimes Act 1900 (NSW) and the circumstances in which it would or would not apply. 

5. That consideration be given to amending the Community Service Report questionnaire that is included in the COPS events to include questions on the following topics: 

a. The potential risk posed by new partners; and 

b. The risk for families who are transient. 


	Recommendation 1

Supported. The NSWPF Handbook has been amended to include a link to child interviews within the Child Abuse/Child Sexual Assault chapter. This change was made to better enable an officer to source the relevant advice, if required, in any future incidents. PowerPoint presentations were provided to Police Area Commands/Police Districts Child Abuse and Sex Crime Squad coordinators across the state on the newly introduced Child Abuse Referral Criteria and State Crime Command. 
Recommendation 2

Supported. A number of training initiatives have been disseminated across the state, including:

· A Law Note – Defence of Lawful Correction for Police was published in the October 2019 issue of the Police Monthly.

· Planning is underway on the creation of Microlearn training sessions on:

· The topics of s61AA of the Crimes Act 1900 with similarities to the inquest scenario;

· E-learning module titled ‘Speaking with a child’ that includes similar scenarios arising from the coronial Inquest and relevant legislation and links to legal notes;

· Similar scenarios are being developed for inclusion in the Domestic Violence Liaison Officer and Domestic Violence Workshops as well as the Constable Education Program at the Police Academy. 

Recommendation 3

Supported, refer also recommendation 2 above. An E-Learning education package is currently under development and will be delivered at the Constables Education Program. 

Recommendation 4

Supported, refer also 2 above. An E-Learning education package is currently under development and will be delivered at the Constables Education Program. Additionally, a Law Note on Lawful Correction was published in the October 2019 Police Monthly. Scenarios on police responding to allegations of child abuse and concern for welfare checks on children will be included in ‘microlearn’ training sessions to be disseminated to all staff. Additionally, a link has been included in the Police Handbook to child interviews within the Child Abuse/child Sexual Assault chapter. 

Recommendation 5

Supported. Amendments to the Mandatory Report Guide (MRG) are the responsibility of the Department of Communities and Justice (DCJ) which informs the Community Service Report on Computerised Operational Policing Systems (COPS). Once DCJ has amended the MRG, COPS can be updated to capture the changes. NSWPF has initiated contact with DCJ to assist in identifying options to progress this recommendation. 
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	Death in custody of ‘L’


	Deputy State Coroner Ryan

Coroner’s Court at Lidcombe

18-21 February 2019

30 April 2019


	L died on 14 July 2016 in his cell at Parklea Correctional Centre in NSW.

L died as a result of asphyxiation by ligature. 

L’s death was intentional and self inflicted in circumstances where he was an inmate at Parklea Correctional Centre. 
	Minister of Corrections 

MTC Broadspectrum 
	1. That consideration be given to reviewing the method by which inmates are called to a Clinic appointment by announcement over the PA system, and that other options be explored as additions or alternatives. 

2. That options for obtaining tear resistant sheets for inmates in normal cell placement be explored and costed as an alternative to the normal bedding issued to inmates. 


	Recommendation 1 is supported
MTC Broadspectrum, the new operators of Parklea, do not generally use the PA broadcast function for inmate clinic attendances. Instead the following protocol is in place: 

“For medical appointments, inmate names are recorded on appointment lists and distributed to accommodation areas either via share point or email. The accommodation officers alert inmates that they are required at the clinic. Depending on cohort, they may be escorted to the relevant clinic area by staff. Clinic officers manage the appointment list and inmate flow ensuring all inmates attend as required.”

Recommendation 2 is not supported 

This recommendation is not supported by Custodial Corrections. The material is not conducive to any type of comfort for general use. The material is of heavy weight (canvas) and it would be inhumane to expect inmates to use this as bedding. The material also has the potential to increase operational risk due to being tear resistant. 
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	Kim MACKELL 

2017/122545 


	Deputy State Coroner Ryan 

13 August 2019 

11 October 2019

At Lidcombe 
	Kim Mackell died at some time between 18 December 2016 and 19 April 2017. She died in bushland in the area of Shipley Plateau Blackheath NSW.  The manner and cause of Kim Mackell’s death is unknown. 


	Commissioner of Police NSW 
	1. That the Commissioner of Police consider amending the Missing Persons Standard Operating Procedures, the Missing Persons Standard Operating Procedures (Blue Mountains), and the iAsk Priority Procedure, to include clarification that: 

· during business hours the Client Liaison Unit, Information Services of Intelligence Command is the appropriate point of contact for officers to follow up and progress outstanding Priority iAsk requests after they have been made and where urgent response to the request is properly justified in the circumstances 

during afterhours the appropriate point of contact is the State Coordinator. 

2. That the Commissioner of Police consider amending the Missing Persons Standard Operating Procedures to provide that in all circumstances where an iAsk request has been made, the iAsk request reference number be included in COPS entries for the investigation, to enable timely follow up by officers other than the investigating officers. 
	By letter dated 6 May 2020, the Commissioner of Police advised the Attorney General as follows:

‘I can advise that NSWPF fully supports the recommendations. 

Recommendation 1 - Supported
Following a review of the local Standard Operating Procedures (SOPs), the Blue Mountains Police Area Comand has been replaced by corporately endorsed SOPs. 

The suggested amendments to iAsk Priority Procedure were implemented before the Inquest was finalised, as noted by the Deputy State Coroner in her findings. 

Any iAsk requests to the Information Services Unit (ISU) are followed by an automated email to the requesting officer suggesting possible follow up requests. If the request is made during business hours, the ISU will have the carriage of the matter, otherwise a follow up request is to be made to the State Co-ordinator Unit (SCU). Statewide message was circulated advising staff of the amended instructions. 
The iAsk Intranet page was also updated to clarify the iAsk Priority procedures and gave advice as to the appropriate contacts with all phones within Information Services (Service Centre and Client Liaison Team) being diverted after hours to a message directing callers to the State Co-ordinators. ISU has also liaised with the Commander, Radio Operations Group to confirm these afterhours’ iAsk procedures with the State Co-ordinators. 

Recommendation 2 - Supported
In response to this recommendation, the Missing Persons SOPs were updated to reflect the recommendation of including an iAsk reference.  The recommendation was also incorporated under Section 22 of iAsk request for Missing Person investigations. 

With regards to para 56 of the Coronial findings, NWMR refers to SCC Missing Persons SOPs, which under subpoints 9.1 and 9.2 refer to recording of results /actions and or relevant information in COPS or another corporately endorsed system’. 
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	Rebecca MAHER 

2016/218940


	Hearing: 4-15 March 2019

Finding: 5 July 2019 
State Coroner’s Court at Lidcombe

Magistrate Teresa O’Sullivan, Acting State Coroner

	The person who died was Rebecca Maher. Rebecca died on 19 July 2016. Rebecca died in a cell at Maitland Police Station, the cause of death being respiratory depression after a loss of consciousness caused by mixed drug toxicity and possibly aspiration of vomit. Rebecca’s death occurred accidentally when she was detained by officers of the NSW Police Force as an intoxicated person, medical attention not having been sought on her behalf. 
	Attorney General  of NSW and Commonwealth Minister for Aboriginal Affairs
	1) That the Attorney General  consider amending the Law Enforcement (Powers and Responsibilities) legislation to ensure that an Aboriginal person detained under Part 16 of LEPRA as intoxicated is provided with the same access to the Aboriginal Legal Services CNS as an Aboriginal person detained under Part 9 of LEPRA, and that the duty of police to put an Aboriginal person in custody in touch with the CNS is extended to Aboriginal persons detained under Part 16; and 

2) That the Commonwealth Minister for Aboriginal Affairs continue to work with the NSW Government on funding options and on potential improvements to the Aboriginal Legal Services CNS model to enable it to provide its services to Aboriginal people detained under Part 16 of LEPRA.


	Recommendations 1 and 2 – Supported.
The Law Enforcement (Powers and Responsibilities) Regulation 2016 was amended on 11 October 2019 to require that the compulsory notification requirements under clause 37 of the Regulation also apply in relation to Aboriginal and Torres Strait Islander people detained under Part 16 of LEPRA. 
The effect of this amendment will be that a custody manager or detention officer must notify the Aboriginal Legal Service when an Aboriginal or Torres Strait Islander person is detained under Part 16 of LEPRA, and the person detained must be immediately informed that the Aboriginal Legal Service will be notified.
The Commonwealth Minister for Indigenous

Australians, the Hon Ken Wyatt AM MP, confirmed that the Commonwealth Government would invest a total of $1 million in 2019-20 to support the Coroner's recommended expansion of the CNS. 
The NSW Government will continue to work with the Commonwealth Government on funding options moving forward, as recommended by the Coroner.

	
	
	
	Commissioner of Police NSW 


	1) That the NSWPF consider improvements to its education and training of police officers to provide clear and understandable information as to the nature of infectious diseases and associated risks.

2) That the NSWPF consider improvements to its education and training of police officers as to circumstances which call for persons detained as intoxicated to be searched, in particular circumstances where the person may be intoxicated with prescription drugs and might have such drugs on them when detained. 

3) That the NSWPF consider the implementation of a requirement that all police officers who perform duty as custody manager at police stations undertake the Safe Custody Course which would include education and training as to:

a) The duty in respect of a person detained under Part 16 of LEPRA to make all reasonable efforts to identify and locate a ‘responsible person’; and 

b) Content of the NSWPF poster ‘Safe Custody – Medical Risks’ including that when managing a person detained as intoxicated, it is dangerous and inappropriate to take the approach that a person can or will ‘sleep it off’.

4) That the NSWPF consider modification to the custody management system to require the custody manager:

a) When making entries for inspections to record, where the detainee is intoxicated, 1) what occurred when the custody manager attempted to rouse the detainee and 2) the custody manager’s assessment of the detainee’s level of consciousness; and 

b) to record the efforts they have made to identify and locate a ‘responsible person’  including consulting previous custody management records.

5) That the NSWPF continue to review the circumstances of the death of Rebecca Maher at Maitland Police Station as a case study in training of police officers who are to undertake the duties of a custody manager.
	Recommendation 1 – Supported and Complete
Custody courses have been reviewed and information on Infection Control was added.

Custody Fundamentals Course is an on-line course with an infield assessment post the on-line completion. This will be completed by all police that will be applying for promotion to the position of Sergeant in a General Duties role. It will also be a requirement for promotion to senior Constable (they must complete from confirmation of constable up to promotion of Senior Constable). 

The session Infection Control will take the participant about 15-20 minutes to complete. Within the content will be the ANZPAA booklet “Blood-Borne Viruses”. At the conclusion of the session there is one specific question about this document. The question is designed so that the participant must read the document to obtain the answer. The participant will have one attempt at this question and if their answer is incorrect, they will be returned to the start of the session. There is also information on HIV and Hep c within the session.

Advanced Custody Course (in pilot phase) is a totally face to face course within a classroom environment. It is delivered over a 3-day consecutive period. The Custody Fundamentals Course will be a pre-requisite for this course. The course will consist of 10 main sessions. One of these sessions will be “Infection Control” covered over a one hour and ten-minute duration with the content the ANZPAA booklet “Blood-Borne Viruses” discussed. Each participant will receive a copy of the document in their Custody Resource Material “take home” package.
Custody Re-accreditation Course is an on-line course. To be completed bi-annually by any officer that has completed the Advanced Custody Course. The content of this course will be the same information within the Custody Fundamentals Course which as stated contains the ANZPAA information.

Custody Awareness Course is a total on-line course. This course was offered as a mandatory course for all NSWPF employees to complete within the training year 2019-2020. This course remains available for any officer to complete at any time. Within this course there is a component on Infection Control dealing with HIV and Hep C.

The ANZPAA booklet “Police and Blood-Borne Viruses” is also available on the NSWPF intranet as part of a suite of infection control documents under the NSW Police Force Safety Management System. 

In addition, as a result of the COVID pandemic, and as part of ongoing review and improvement, considerable additional material on infection control practices has been prepared and rolled out across NSWPF, including a mandatory e-learning module for all staff.

The recommendation is now COMPLETED.
Recommendations 2 and 3 
Supported. All custody courses are being reviewed and where required, redesigned to build an incremental custody pathway. A blended methodology will enable flexibility in learning and increased availability for all NSW Police officers. Part of this body of work will be considering the qualifications required to perform the role of Custody Manager. 

The proposed custody Pathway Model will have three levels of training: 

1. Custody Fundamentals: Is being developed for online delivery which will be available to all police at any time;

2. Advanced Custody Course: This course will be a blend of on-line and a two-day face-to-face module.

3. A refresher/reaccreditation on custody for Custody Managers will be implemented to occur every 2 years.

Learning resources were released state-wide on 14 December 2018 and 9 April 2019 respectively via email to all NSWPF employees with links to the videos, ensuring their immediate accessibility to all police. The learning focused on the appropriateness and lawfulness of conducting strip searches in custody. The resources are also accessible to all police via the NSWPF Intranet.
A Mandatory Continuing Police Education (MCPE) module went “live” in August 2019. The module has been developed to address the Coroner’s recommendations, and comprise components on LEPRA/police powers, general search and strip searching of persons detained/arrested in police custody, assessment process and inspections, next of kin (NOK), responsible person and support person, property, detention of intoxicated person, prisoner handover, and infection control. 

The new Custody courses/modules will continue to emphasise and reinforce the requirements of an officer to identify a Responsible Person and NOK. The Custody Management Systems (CMS) is undergoing changes to better enhance the process. It will be mandatory that any screening relating to a NOK/Responsible Person will require the officer to add information on their efforts to locate and contact a NOK/Responsible Person.

A state-wide message was emailed to all police that reiterated their responsibilities when assessing all prisoners entering custody.

The ‘Safe Custody: Medical Risks’ poster will be revised and incorporate the Coroner’s recommendation. The content of the poster forms part of the mandatory MCPE Custody Package for the 2019/2020 training year.

In addition, the NSWPF Person Search Manual was released in August 2019 which assists police in identifying the circumstances in which it is appropriate to search persons in custody. 

Update: Recommendation 2

The learning resources focusing on ‘Strip Search’ and ‘Death in Custody’ were circulated to all NSW Police officers.

The Custody Awareness Course, Mandatory Continuing Police Education (MCPE) provides increased knowledge about LEPRA/police powers, general search and strip searching of persons detained/arrested in police custody, assessment process and inspections, next of kin (NOK), responsible person and support person, property, detention of intoxicated person, prisoner handover, and infection control.

In addition, all custody courses will have a component regarding searching a person based on a police officer’s powers to search. The material will also concentrate on the importance for a search of a person in custody to ensure the safety of the person in custody, police, etc. and the necessity and urgency of the search. All four packages show at least one of the NSWPF Microlearn short video presentations for searching. The material concentrates on all persons in custody including those that are brought in for intoxication only under Part 16 of LEPRA. The material also contains the entering into the Custody Management System of any justification reason for conducting a strip search. 

The NSWPF Search Manual was added to the Safe Custody Course participant resource package in late 2019. The Manual forms part of the new resource package for the Advanced Custody Course.

The recommendation is now COMPLETED.
Update: Recommendation 3 

The new Custody Pathway is designed to ensure that all police who will perform the role of the Custody Manager will need to complete the new Advanced Custody Course.

The Custody Pathways Course contains information on the requirement under Part 16 of LEPRA to make all reasonable efforts to identify and locate a responsible person.

The Custody Fundamentals Course includes a slide with the content of the poster and a direct link to it. The Advanced Custody Course includes the poster in the resource material.

The recommendation is now COMPLETED.

Recommendation 4

The Custody Management System has been upgraded and modified to enhance the inspection process for an intoxicated person. Once a person is entered as intoxicated the system will automatically default to 30 minutes inspection period and if this is changed the system will ask a mandatory question as to why. 

The system now requires mandatory comments on a person’s level of intoxication. It is mandatory to answer questions regarding waking the person and speaking to them, recording what was said and if not completed, reasons why this was not done. The system now has a more defined countdown clock and once the time expires the system will add an automatic mandatory inspection function. 

These changes and modifications were signed off in early February 2020.

The Custody Management System has been upgraded and modified to enhance Next of Kin/Support Person functions. The system will now ask the police in the first instance for Next of Kin details in the Electronic Field Arrest Form. Police now have an option where the previous Next of Kin persons are displayed on the system. This was signed off in late August 2020 and forms part of that process. 

The recommendation is now COMPLETED.

Recommendation 5

Supported. A case study has been developed and included in the Advanced Custody Course and the Custody Fundamentals Module (online) and includes the management of Aboriginal and Torres Strait Islander prisoners, locating next of kin and powers in regard to detaining intoxicated persons. 

A desktop screen saver has also been developed that reminds Custody Managers, Custody Officers and all other police involved in the custody and care of prisoners, to make timely inspections of prisoners in their custody,
A case study scenario which is near identical to what occurred to Rebecca Maher at Maitland Police Station now forms part of the Custody Fundamentals Package. There is a series of questions related to the better management of the situation in the case study. Police will need to answer correctly in order to proceed through the package.

The Advanced Custody Course has a case study that is the actual facts of the Rebecca Maher matter (names, locations, photos, addresses etc have been omitted). Participants are given a case study booklet that contains:

•
A summarised account of the incident

•
The findings by the coroner 

•
All the Coroner’s recommendations

•
A screen shot of the Custody Management Record for NOK details

•
The Custody Management Record

•
The field arrest report

•
The property docket

•
A case study analysis document for participants to work through. 

At the conclusion of this session the class will discuss lessons learnt from this case.

The recommendation is now COMPLETED. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Maria Claudia LUTZ

Fernando MANRIQUE

Elisa MANRIQUE

Martin MANRIQUE


	Deputy State Coroner E

Truscott 

8-11 April 2019

17 May 2019

At Lidcombe 


	Maria Lutz:

Maria Claudia Lutz died between 16-17 October 2016 at 68 Sir Thomas Mitchell Drive, Davidson, NSW 2085 of carbon monoxide toxicity due to a known person, without her knowledge, deliberately dispersing carbon monoxide gas into the family home while she slept.

Elisa Manrique:

Elisa Manrique died between 16-17 October 2016 at 68 Sir Thomas Mitchell Drive, Davidson, NSW 2085 of carbon monoxide toxicity due to a known person, without her knowledge, deliberately dispersing carbon monoxide gas into the family home while she slept. 

Martin Manrique:

Martin Manrique died between 16-17 October 2016 at 68 Sir Thomas Mitchell Drive, Davidson, NSW 2085 of carbon monoxide toxicity due to a known person, without his knowledge, deliberately dispersing carbon monoxide gas into the family home while he slept. 

Fernando Manrique:

Fernando Manrique died between 16-17 October 2016 at 68 Sir Thomas Mitchell Drive, Davidson, NSW 2085 of carbon monoxide toxicity after deliberately exposing himself to carbon monoxide gas to cause his death. 
	Secretary Department of Health (Cth)
	That the Secretary consider exercising her power under section 52D and 52E of the Therapeutic Goods Act 1989 (Cth) by her delegate, the Therapeutic Goods Administration, initiating a process for consultation with the Advisory Committee on Chemical Scheduling and the public to consider amending the Uniform Scheduling of Medicines and Poisons (‘Poisons Standard’) by: 

i. including carbon monoxide; and 

ii. adding carbon monoxide to Appendix J of the Poisons Standard. 


	

	
	
	
	BOC Limited
	That BOC consider 

a. providing additional measures to enable the assurance of End User Declaration compliance at the point of delivery; 

b. with reference to this case, include in the Driver Training Package: 

i. education about the legitimate use of carbon monoxide; and 

ii. a “Dynamic Risk Assessment” to involve the identifying of warning signs as to whether the gas is for a legitimate purpose (such as delivery of an industrial gas to a residential address) and taking appropriate action (such as call BOC’s Product Stewardship Manager) before completing a delivery. 


	

	
	
	
	Australia New Zealand Industrial Gas Association 

(ANZIGA)
	ANZIGA continue to take steps to urge its members to implement controls on the supply of compressed carbon monoxide at both the point of sale and distribution, including by encouraging its members to implement: 

i. measures similar to the End User Declaration, Sensitive Chemicals Declaration and Product Stewardship Customer Screening Protocol implemented by BOC; and 

ii. specific training for drivers in relation to carbon monoxide, in similar terms as that recommended to BOC. 


	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ross

MARTIN 

2016/276872


	Deputy State Coroner Grahame 

23-27 September 2019

At Lidcombe 


	That Mr Ross Martin died on 13 September 2016 in his car, outside 18 Eldridge Road, Greystanes NSW. 

Mr Martin died of acute pentobarbitone toxicity. There were a number of other drugs in his system, including zopiclone which was detected in the upper end of the toxic blood level range. 

Mr Martin’s death was intentionally self-inflicted. He died less than a fortnight after premature discharge from a mental health facility. 
	The Commissioner of Police 
	1. That the Commissioner of Police undertake a review of the Exhibits Procedures Manual and the Police Handbook chapters entitled Exhibits, Forensic Information and Miscellaneous Property System (EFIMS), Exhibits and Miscellaneous Property and consider revising them so as clarify police powers to open and retain property where it is suspected on reasonable grounds of containing something that may cause harm to police

or any other person.

2. That the Commissioner of Police undertake a review of the Exhibits Procedures Manual and the Police Handbook chapters entitled Exhibits, Forensic Information and Miscellaneous Property System (EFIMS), Exhibits and Miscellaneous Property and consider revising them so as to require that where any officer obtains advice as to the retention of or the return of an exhibit or miscellaneous property, a record of the advice is

made within EFIMS.

3. That the Commissioner of Police undertake a review of the Exhibits Procedures Manual and the Police Handbook chapters entitled Exhibits, Forensic Information and Miscellaneous Property System (EFIMS), Exhibits and Miscellaneous Property so as to:

i. consider creating a single system and common procedure across NSW for the retention and disposal of exhibits and miscellaneous property;

ii. require that a notification is logged on EFIMS where a Coronial Investigation has

been commenced and an exhibit or miscellaneous property is held that relates to the deceased person the subject of the Coronial investigation;

iii. require that photographs are taken and retained for all exhibits and miscellaneous property booked onto EFIMS.
	Recommendation 1 & 2 – Supported and Complete 
The Exhibits Procedures Manual underwent a thorough review in January 2020 and all recommendations made by the Coroner were addressed. Once the review was complete the Police Handbook Exhibits Chapter was quality reviewed and completed in July 2020, to align with the updated information contained in the Exhibit Procedures Manual. This information was published on the NSWPF Intranet site in July 2020.

To advise all NSWPF personnel of these changes a state-wide NEMESIS message was released on 4 September 2020.

The recommendation is now COMPLETED.


	
	
	
	Western Sydney Local Health District
	4. That Western Sydney Local Health District undertake a review or audit of the note taking

of clinical staff working in consultation-liaison psychiatry at Westmead Hospital for the

period September 2016 to the present.

5. That Western Sydney Local Health District consider organising supplementary training for

clinical staff working in consultation-liaison psychiatry at Westmead Hospital in relation to

clinical note taking.
	Awaited

	
	
	
	Referral to the NSW Medical Council
	Pursuant to section 151A of the Health Practitioner Regulation National Law, Deputy State Coroner Grahame refers Dr Peter Kelly to the NSW Medical Council for investigation of his management and care of Mr Ross Martin on 1 September 2016. 

Pursuant to section 151A of the Health Practitioner Regulation National Law, Deputy State Coroner Grahame refers Dr Tangina Sultana to the NSW Medical Council for investigation of her management and care of Mr Ross Martin on 1 September 2016. 


	Awaited

	FUTURE – Next response
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	Myley MAXWELL 


	Deputy State Coroner Ryan

Coroner’s Court at Lidcombe

Hearing:

5-7 March  2019

Findings: 30 May 2019


	Myley Maxwell died on 5 March 2017 at Gwabegar NSW 2356.  She died of blunt force head trauma when the adult sized quadbike on which she was a passenger collided with a tree, causing her to receive fatal head injuries.


	The Department of Communities & Justice 
(referred to as the NSW Attorney General’s Department in the Deputy State Coroner’s findings).
	Recommendation 1 
That consideration be given by the NSW Attorney General to the introduction of legislation creating a criminal offence for adults who allow children under the age of 16 to ride adult-sized quadbikes. 

Recommendation 2 
That consideration be given by the NSW Attorney General to the introduction of legislation creating a criminal offence for adults who allow children under the age of 16 to ride any quadbike without a helmet. 
Recommendation 3 
That consideration be given by the NSW Attorney General to making the necessary amendments to legislation to allow police to enter private property to investigate the above offences, where there is a reasonable suspicion that an offence has been committed. 


Recommendation 4 

That consideration be given by the NSW Attorney General to the introduction of legislation requiring mandatory licensing of all persons using adult sized quadbikes (ie all persons over the age of 16). 
Recommendation 5 

That a working group comprised of appropriate representatives from NSW Government, SafeWork NSW, NSW Police and non-government industry groups be formed to consider: 

a) how any new requirements regarding the use of adult sized quadbikes should be implemented 

b ) how any new requirements relating to the use of adult sized quadbikes should be enforced 

c) what education campaign is likely to be effective in changing attitudes and behaviour relating to the use of children by quadbikes in a manner that poses an unacceptable risk to their safety. 
	Recommendations 1 – 4 are not supported at this time

The Attorney General is not currently proposing to introduce new offences to prohibit adults from allowing children under 16 to ride adult-sized quad bikes or to prohibit adults from allowing children under 16 to ride any quad bike without a helmet. The Attorney General therefore is not currently proposing to introduce new powers for police to enter private property to investigate the suggested offences. 

The Attorney General is not responsible for the licensing of quad bikes and is not proposing to introduce legislation to introduce mandatory licensing for all persons using adult-sized quad bikes.

Recommendation 5 is supported in-principle

The Minister for Better Regulation and Innovation has portfolio responsibility for quad bike safety in NSW. SafeWork NSW is the primary government agency responsible for quad bike safety. SafeWork NSW is convening an interagency working group to consider the coronial findings and quad bike safety more generally. The working group will also be considering new quad bike safety measures announced by the Commonwealth Government in October 2019, which will require, among other things, new quad bikes to be fitted with operator protection/roll over prevention devices. 

The working group will provide advice to the NSW Government on quad bike safety.  

	FUTURE – Next response
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	Ivan METCALFE

2018/109798


	Deputy State Coroner  

Truscott 

At Lidcombe 

27 August 2019 

4 September 2019 
	That Ivan Metcalfe died on 8 April 2018 at Prince of Wales Hospital Randwick NSW 2031.

He died of complications associated with advanced chronic lung disease.  He had other significant conditions contributing to his death but not relating to the disease or condition causing it namely Diabetes Mellitus (Type 2), ischaemic cardiovascular disease, atrial fibrillation. When he died, Ivan Metcalfe was in the lawful custody of the Commissioner of CSNSW. 


	
Minister for Corrections
	I recommend that the Department of Corrective Services NSW amend 13.2.2.2 Custodial Operations Policy and Procedures (COPP) to ensure that when a prisoner in the care of an external heath care provider enters palliative care or end of life care, the prisoner’s next of kin is notified so that final visits with the prisoner can be undertaken. 

To that end, I recommend that the CSNSW enter into discussions with NSW Health to amend their Memorandum of Understanding so that NSW Health staff will be responsible for advising on the custodial patient’s clinical status and CSNSW staff will contact the custodial patient’s ECP if their medical condition becomes life threatening, subject to receiving advice from NSW Health staff. 


	Recommendation 1 – In progress

The Custodial Corrections policy is being reviewed in relation to palliative care and end of life procedures. 
A working party has been established to review the Next of Kin and Emergency Contact Person CSNSW policy and procedures. A MOU between CSNSW and NSW Health is in the final stages of completion. 
Supported – Completed
COPP update to Sections 1.1, 6.2, 13.2, 13.3 and 23.2 to include Next of Kin and Emergency Contact Person definitions and processes. Updates include associated forms

MOU between NSW Health and CSNSW is updated to reflect current Next of Kin and Emergency Contact Person notification process.

	FUTURE – Next response
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	Danukul MOKMOOL 
2017/228552


	Deputy State Coroner  

Truscott 

20-24 May 2019 

17-18 June 2019 

5 August 2019
	That Danukul Mokmool died on 26 July 2017 at Central Railways Station Eddy Avenue, Sydney of a gunshot wound to the head, as the result of a police operation. 
He was experiencing a psychotic episode and was shot by police officers in circumstances where he ran at police with scissors in his hand. 
	Commissioner of Police NSW
	That consideration be given to amending the applicable Standard Operating Procedures so that uniformed officers performing frontline duties are required to carry a Taser absent good reason not to. 
	By letter dated 1 June 2020, the Commissioner of NSW Police advised the Attorney General as follows:

‘I advise that the carrying of tasers by NSW Police officers is currently under review’. 

	FUTURE – Next response
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	Tristan NAUDI

2016/18089
	13-17 May 2019

Byron Bay Local Court 

State Coroner, Magistrate Teresa O’Sullivan 
	Tristan Francis Naudi died on 18 January 2016 at Lismore Base Hospital. 

Tristan died from an acute cardiac arrhythmia in 3,4-methylenedioxymethylamphetamine (MDMA) intoxication with physical restraint (including prone physical restraint). 


Tristan died while being restrained at Lismore Base Hospital as medical staff were attempting to sedate him. 
	Commissioner of the NSW Police Force


	1. That the NSW Police Force Guidelines on the Management of People Affected by Methylamphetamine and Other Stimulant Drugs be reviewed to ensure consistency with other NSW Police Force policies and training regarding the use of prone restraint. 
2. To the extent that there is any change to the Guidelines referred to in Recommendation 1, that consideration be given to providing a training module on the amended Guidelines, including by reference to the risk factors presently included at Appendix A. 
3. That consideration be given to removing the “Excited Delirium” module from NSW Police training resources given that the ‘mental condition’ of ‘excited delirium’ is not recognised in the DSM-V nor ICD-10 and the advice to officers contained therein appears to be inconsistent with the current NSW Health – NSW Police Force Memorandum of Understanding 2018 regarding the transportation of a person detained under the Mental Health Act 2007 in a police vehicle. 
4. That consideration be given to improving the conditions under which mentally ill or disordered persons might be transported using police vehicles, including through modifications to existing vehicles that may include, but are not limited to: 
(i) Improved air-conditioning or other ventilation. 
(ii) Installation of padding in caged vehicles. 
	Recommendation 1 

The NSW Police Force is currently developing revised guidance for officers on the management of people affected by methylamphetamine and other stimulant drugs to ensure consistency with other NSW Police Force policies and procedures.
Recommendation 2 

Officers will be notified of the revised guidelines following their completion. Refer recommendation 1.

Recommendation 3 

NSWPF is aware that there are opposing medical views around excited delirium. The training focuses on behaviour and is designed to teach police to recognise the potential life-threatening nature of these behaviours and to arrange medical intervention at the earliest opportunity. 
Police assess an individual based on observations of their behaviour at the time they encounter them, not a medical schedule. 

A review of the current (2018) MOU with NSW Health related to responding to mental health incidents was undertaken. The only section that appears to be relevant to what is discussed in the "Excited Delirium/Positional Asphyxia" package is the section of transport (page commences 12 of the MOU). That section allows for the transportation of a violent patient in police vehicles, although this should be considered a last resort. 

The training does not appear to be inconsistent with the MOU, and particularly when taken in context with the other training delivered surrounding the MOU and mental health response delivered by other parts of the NSWPF. The recommendation in the training not to transport without medical clearance in these circumstances is not a prohibition but provides guidance and will be considered along with other factors in the operational context when making decisions. 

Recommendation 4 

A project is underway to develop new prisoner transport modules to align with vehicles used by NSWPF. The new designs will incorporate features aimed to enhance the level of welfare provided to persons transported in these modules. Design features include, but are not limited to, the following:

· Manufactured from High Density Polyethylene (plastic). This material has a higher degree of flexibility compared to older prisoner transport enclosures constructed from steel and aluminium. This product will naturally reduce the likelihood and severity of injuries by virtue of the flexible quality of the material.

· Standalone air conditioning will become standard in all police transport modules.

· Fleet Services anticipates that the new modules should be in service early 2021.

	FUTURE – Next response
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	Deaths of Six individuals from Opiate Overdose

DB 

JD  

DC 

RG 

AH 

AB 

 
	Deputy State Coroner Grahame 

At Coroners Court, Glebe and Lidcombe 

7-10 May 2018

31October -1 November 2018

26 November 2018

1 March 2019
	DB died on 5 May 2016 at Liverpool NSW. He died from multi-drug toxicity following the injection of a liquid substance believed to be heroin. DB’s death was the result of an accidental overdose.

RG died on 22 May 2016 at his home in  Brookvale NSW. He died from multi-drug toxicity following the injection of a substance or substances which included Fentanyl. RG’s death was the result of an accidental overdose.   

AH died on 24 May 2016 at Waterloo NSW. He died from multi-drug toxicity following the injection of an opiate substance believed to be heroin, and the consumption of alcohol and benzodiazepines. AH’s death was the result of an accidental overdose.   

JD died on 24 May 2016 at  Werrington,  NSW. He died from heroin toxicity following the injection of heroin. JD’s death was the result of an accidental overdose.  

DC died on 27 May 2016 at Kings Cross,  NSW. He died from multi-drug toxicity following the injection of an opioid substance believed to contain heroin. DC’s death was the result of an accidental overdose.   

AB died on 13 May 2016 at Lane Cove, NSW. She died from multi-drug toxicity following the injection of drugs which included Fentanyl. The Fentanyl had been extracted from a patch which had been legally prescribed by a doctor. AB’s death was the result of an accidental overdose.   


	To the NSW Department of Premier and Cabinet
	1. That the Department facilitate and host a NSW Drug Summit, bringing together experts in the field of health, drug addiction and drug law reform, with members of State Parliament, law enforcement, sociologists, researchers, parents, current and former drug users, family support groups and community leaders, to develop drug policy, that is evidence and human rights based, and focused on minimising harm to users, their families, and the community. 

2. The ambit of the Drug Summit should be wide and should give full and genuine consideration to: 

a) Ways of reducing deaths by drug overdose in NSW 

b) The best evidence from countries outside Australia as to what works to minimise the risk of deaths by drug overdose 

c) Decriminalising personal use of drugs, as a mechanism to reduce the harm caused by drug use 

d) Ways of improving and expanding treatment for drug users 

e) Reducing the stigma and shame currently associated with drug use 

f) The availability of alternative non-pharmaceutical pain management options, including, for example, physiotherapy, hydrotherapy, and counselling. 

g) The availability of support mechanisms for family and friends of drug users 

3. That, following from the Drug Summit, a new ‘Plan of Action’ be developed with a comprehensive ‘whole of government’ and ‘whole of community’ approach to the management of illicit drug use and the care of users and their families. 


	Noted

The NSW Government notes that the Terms of Reference of the Special Commission of Inquiry into the drug ‘Ice’ were expanded on 28 February 2019 and that the Coronial inquest into music festival deaths was announced in January 2019.

The NSW Government will not be implementing these recommendations given that there is an inquiry and a further inquest already underway, which will draw on a breadth of expertise and community experience. The issues raised by the relevant recommendations are able to be addressed through these existing forums.

	
	
	
	NSW Health 


	4. Noting that on 2 October 2018, the Therapeutic Goods Association registered naloxone 1.8mg nasal spray as an antidote to opioid overdose, and that stock is anticipated to be available from early 2019, NSW Health should support the immediate distribution of the nasal spray to: 

a. NSW Ambulance officers and paramedics for use in the treatment of those suffering an overdose 

b. NSW Police force members for use in the treatment of those suffering an overdose 

c. General practitioners working in areas where there is a high prevalence of overdose, for the free supply to those at risk. 

d. Emergency Departments, for the distribution to drug users suspected of having an overdose, and to their families and friends. 

5. That NSW Ambulance officers be trained to leave naloxone at the scene of a suspected overdose. 

6. That Triple 0 operators receive training on how and when to advise callers about the administration of naloxone to callers themselves or to an individual they are with who is suspected of having an overdose. 

7. That further support be given to the expansion of the ORTHN (Overdose Response and Take Home Naloxone) project, providing for the distribution of naloxone, and training, to members of the community most likely to come into contact with those at risk of an opiate overdose, in particular that efforts be made to expand the trial to rural areas. 

8. That consideration be given to increasing funding to organisations like NUAA (NSW Drug Users Association), for harm reduction outreach in rural areas, and within specific communities of interest (e.g exiting prison populations, brothels) to distribute naloxone free to users. 

9. That attention is given to the introduction of Real Time Prescribing (RTP) in NSW, which includes private scripts as well as drugs provided pursuant to the Pharmaceutical Benefits Scheme (PBS). In this respect, a critical review of operation of the RTP scheme currently in operation in Tasmania may be instructive. 

10. That urgent attention is given to improving the affordability of drugs substitution programs (methadone and Buprenorphine) for all drug addicted persons wanting to access them. This should include covering the dispensing fee and other associated costs. 

11. That consideration be given to the availability of alternative drug substitution programs for a small group of persons who have not been suited to traditional programs, including low dose mobile methadone, long acting Buprenorphine and pharmaceutical heroin substitution for a minority who are severely dependent and treatment resistant. 

12. That consideration be given to additional venues for the medically supervised injection of opiates, including the smaller consumption room model and/or additional medically  supervised injection rooms (MSIR), in areas where there are many drug overdoses and where the community supports the establishment of MSIR. 

13. That support be given for a program of opiate monitoring to be available at venues, including the Medically Supervised Injection Centre (MSIC) and the NUAA. This will provide data for planning, implementation and evaluation of public health practise. 

14. That funding be allocated to Family Drug Support Australia and/or any similar support groups, to increase the number and availability of support services for the family and friends of drug users in NSW. 

15. That, following a study of unmet need for drug treatment facilities in NSW, resources be committed to increasing the number and type of facilities available to assist drug users to address health and related concerns. 

16. That support be provided to increase the availability and accessibility of non pharmaceutical pain management strategies, including hydrotherapy, counselling, physiotherapy and mindfulness training. Further research should also be undertaken into the use of medicinal cannabis in chronic non-cancer pain as an overdose prevention strategy. 

17. That consideration be given to developing and piloting a system of plain speaking discharge summaries for all persons admitted for a condition related to problematic drug consumption, which contains reference to support hotlines, their next appointment and harm reduction measures. 


	On 4 September 2019 the Hon B Hazzard MP, Minister for Health, advised the Attorney General  as follows:

Recommendation 4 is Noted

a) NSW Ambulance paramedics administer naloxone by an intravenous or intramuscular injection in doses titrated to achieve clinical effect. The nasal spray delivers naloxone with no opportunity to titrate the dose.

b) NSW Police Force Drug Overdose guidelines developed in conjunction with NSW

Health, discourage police from attending overdose incidents unless required by ambulance services. This is to encourage those in attendance at an overdose to call the ambulance without fear of prosecution for minor drug use and possession offences by Police.

c) General practice is under the jurisdiction of the Commonwealth Government. NSW Health has an existing ongoing contract with the Royal Australian College of General Practitioners to build the capacity of the GP workforce to respond to alcohol and other drug presentations. This includes webinar training to support GPs to offer

naloxone interventions to relevant patients. NSW Health is currently participating in a one year Commonwealth initiative to access a free supply of naloxone for targeted high risk populations and community based settings such as people exiting from correctional settings; alcohol and other drug services and needle syringe program distribution points.

d) South Eastern Sydney Local Health District is leading a project (the ONE Study) to develop, trial and evaluate an education intervention delivery by emergency department staff to people presenting for opioid overdose, their families and friends.

Workforce training and procedures are also being trialled in this study. Materials developed for the trial, and study outcomes, will guide supply of naloxone to people presenting to emergency departments.

Recommendation 5 supported in principle

Ambulance officers already have the ability to administer naloxone. However, they will need to be authorised under the Poisons and Therapeutic Goods Regulation 2008 (NSW) to supply naloxone in the manner suggested. There are a number of considerations that would need to be taken into account prior to implementing this

recommendation. These include the provision of appropriate workforce training and the development of protocols and procedures. NSW Ambulance has indicated that the most appropriate treatment for a person who has had a suspected overdose is to transport the person to a hospital emergency

department for appropriate medical assessment and treatment.

Recommendation 6 is supported 

NSW Ambulance uses the Medical Priority Dispatch System (MPDS) to triage triple zero emergency calls. MPDS protocol provides specific instructions on how assistance for the patient can be provided prior to the arrival of paramedics. The updated MPDS version 13 includes Naloxone Administration Instructions. NSW

Ambulance anticipates migrating to MPDS version 13 in the last quarter of 2019.

Recommendation 7 is supported

The ORTHN intervention is available in some regional and rural areas already, including Murrumbidgee Local Health District and Hunter New England Local Health District.

The ORTHN intervention will be available in all Local Health Districts in NSW, and the Justice Health & Forensic Mental Health Network, by the end of 2019. The intervention will be expanded to include participating private and non-government Alcohol and Other Drug health services, commencing in 2020.

Recommendation 8 is supported in principle

NSW Ministry of Health is working with NUAA to procure and supply naloxone product to the populations NUAA serves, once the appropriate authorisation and training is complete.

In 2019, the Justice Health & Forensic Mental Health Network will be supported to purchase intranasal naloxone and train and provide appropriate authority to workers to provide naloxone and training in the use of naloxone to prisoners upon release.

From 2020, private and non-government services will be supported to supply naloxone free of charge to targeted, at-risk populations, which may include people in rural areas and sex workers.

Recommendation 9 is supported 

NSW Health supports the introduction of a national system of Real Time Prescription Monitoring (RTPM) for the monitoring of drugs listed in Schedule 8 of the Poisons and Therapeutic Goods Act 1966 (NSW). NSW Health is currently scoping the costs of upgrading existing NSW systems to enable participation in a national scheme.

Recommendation 10 is noted

The Australian Government wholly subsidises the cost of methadone and buprenorphine supplied as pharmaceutical benefits for treatment of opioid dependence under the Section 100 scheme of the Pharmaceutical Benefits Scheme.  Access to opioid substitution treatment medication is free at all NSW public health services.  NSW Health does not have control over medication preparation and dispensing fees  in private businesses.

The emerging availability of new long-acting preparations of buprenorphine may lead to increased affordability and access for clients of the NSW Opioid Treatment Program. If these new products are listed under the Section 100 scheme, they will

reduce or avoid the associated cost of daily medication dispensing. 

Recommendation 11 is noted

NSW Health will continue to monitor Australian and international research with respect to enabling novel opioid substitution treatment access to people whose circumstances are not suited to traditional opioid treatment programs.

NSW Health is leading work on the implementation of long acting injectable depot formulations of buprenorphine, which has recently been approved for limited access in NSW. Long acting buprenorphine will initially be available through authorised

Addiction Medicine Specialist and Addiction Psychiatrist prescribers in public opioid treatment clinics, before being made available through authorised prescribers more generally.

Recommendation 12 is not supported 

Part 2A of the Drug Misuse and Trafficking Act 1985 (NSW) provides the statutory basis for the operation of the Medically Supervised Injecting Centre in NSW. Section

36A of the Act allows for only one supervised injecting facility licence to be issued in respect of only one premises in NSW.

In 2016, there was a statutory review of Part 2A of the Act in accordance with section 36C of the Act. The review considered whether the Act should continue to restrict the responsible authorities to the issuing of one licence in respect of only one premises.

The review concluded that there was not a sufficiently established need anywhere else in NSW and did not recommend any changes. Consistent with the statutory review, the NSW Government will not be amending the Act to allow for more than one licence or more than one location.

To reduce overdoses, NSW Health is enhancing access to opioid treatment, expanding the provision of free naloxone to at-risk groups in hospital and community-based settings, and increasing availability of new opioid treatment products where appropriate.

Recommendation 13 is noted

Opioid related monitoring is currently being strengthened. NSW Health is enhancing monitoring for severe drug related toxicity through emergency departments and intensive care units. It is also strengthening collaboration with clinical laboratory

networks and the state reference laboratory for forensic toxicology services. This will improve the timeliness of information in relation to drug products seized by police across NSW, and the detection of opioids where forensic testing is performed.

NSW Health already receives information in relation to trends in the substances injected by people attending the MSIC. As the response to recommendation 12 states, the NSW Government has no plans to amend section 36A of the Drug Misuse and Trafficking Act 1985 (NSW).

Recommendation 14 is noted

The NSW Ministry of Health continues to fund a range of support services for families and friends affected by the substance use of someone close to them.

The Alcohol and Drug Information Service (ADIS) and Family Drug Support (FDS) services are funded to provide 24/7 telephone information and support. Six local health districts have been funded to provide support to families of young people seeking treatment from Youth Treatment Network services.

Health worker training for supporting families has been delivered by the Network of Alcohol and Drug Agencies for NSW Health over the last 12 months and a web version of this training module will be available late in 2019.  The ‘YourRoom’ website provides information regarding alcohol and illicit drugs. Further web-based resources for families and friends accessing ‘YourRoom’ will be published in 2019.

Recommendation 15 is noted

The NSW Government will consider any recommendations arising from the Special Commission of Inquiry into the drug ‘Ice’ regarding unmet need for drug treatment facilities in NSW.

Recommendation 16 is noted

The Commonwealth Government is responsible for community access to nonpharmacological pain management strategies through Medicare. NSW Health supports the increased availability and accessibility of evidence based nonpharmaceutical pain management strategies

Recommendation 17 is supported in principle

NSW Health continues to work with the NSW Users and AIDS Association to develop a plain English consumer guide on relevant subjects, including consumer focused resources related to opioid dependence such as information regarding support and access to treatment, harm reduction and driver safety information for

people consuming sedating medication. This information can be provided to consumers on discharge or at any other time.



	
	
	
	NSW Police Force 


	18. That consideration be given to providing NSW Police officers with naloxone nasal spray for use in the treatment of those suffering an overdose. 

19. That consideration be given to providing NSW Police with training on the use of naloxone, particularly nasal spray naloxone as it becomes available in 2019. 

20. That consideration be given to training NSW Police to leave naloxone at the scene of a suspected overdose. 

21. That consideration be given to how best to collect and consider data on the involvement of opiates, particularly Fentanyl, in the overdose deaths of NSW citizens. 


	By letter dated 12 June 2019 the Commissioner of the NSWPF, M Fuller APM, advised the Attorney General as follows:

Recommendation 18 – Not supported 

While recognising the potential threat posed by illicit fentanyl, NSW Police are of the view that there is no evidence to support the recommendation that police officers be equipped and trained to administer Naloxone to treat those suffering an overdose. 

NSW Police are unaware of any situation where an opioid related overdose death has occurred because police were unable to intervene. Of the six cases examined by the Deputy State Coroner, there were none where police were at the scene or could have effectively administered Naloxone on arrival to prevent the death. 

NSW Police Force Drug Overdose Guidelines, developed in conjunction with NSW Health, discourage police from attending overdose incidents unless required by ambulance services. This has been the official policy position since 1999/2000 to encourage those in attendance at an overdose to call the ambulance without fear of prosecution for minor drug use and possession offences by police. 

NSW Police are supportive of the recommendations which seek to increase the availability of, and access to, Naloxone for those in the community in a position to prevent an overdose death through its administration and to increase the availability of treatment services to opioid dependent individuals. 

Recommendation 19 – not supported 

This recommendation is not supported, given the NSWPF position on recommendation 18.

Recommendation 20 – not supported

Not supported as an effective harm minimisation strategy current policy discourages police from attending non-fatal overdoses.

Recommendation 21 – Supported 

NSWPF supports this recommendation, noting that the collection and analysis of this data is primarily a responsibility of NSW Health. 

NSWPF can support NSW Health with information and evidence collected at the scene of an overdose which may identify or distinguish between the involvement of licit and illicit fentanyl. 

NSW HEALTH RESPONSE 

On 4 September 2019 the Hon B Hazzard MP, Minister for Health, 

advised the Attorney General  as follows:

Recommendations 18,19 and 20 are not supported 

While recognising the potential threat posed by illicit fentanyl, NSW Police are of the view that there is no evidence to support the recommendation that police officers be equipped and trained to administer Naloxone to treat those suffering an overdose.

NSW Police are unaware of any situation where an opioid related overdose death has occurred because police were unable to intervene. Of the six cases examined by the Deputy State Coroner, there were none where police were at the scene or could

have effectively administered Naloxone on arrival to prevent the death.

NSW Police Force Drug Overdose Guidelines, developed in conjunction with NSW Health, discourage police from attending overdose incidents unless required by ambulance services. This has been the official policy position since 1999/2000 to encourage those in attendance at an overdose to call the ambulance without fear of prosecution for minor drug use and possession offences by police.

The NSW Police Force is supportive of the recommendations that seek to increase the availability of, and access to, Naloxone for those in the community in a position to prevent an overdose death through its administration and to increase the availability of treatment services to opioid dependent individuals.

Recommendation 21 is supported 

NSW Health and the NSW Police Force are in the process of considering the best approach to data collection and analysis where opiates have been involved in overdose deaths.

The NSW Police Force supports this recommendation, noting that the collection and analysis of this data is primarily a responsibility of NSW Health.

The NSW Police Force can support NSW Health with information and evidence collected at the scene of an overdose that may identify or distinguish between the involvement of licit and illicit fentanyl.



	
	
	
	Department of Justice – NSW Attorney General  


	22. That the legislation governing the supply of prescription drugs be amended so that: 

a) Family and friends of drug users can obtain a supply of naloxone from their General Practitioner on prescription. 

b) persons cannot be penalised for providing naloxone to a person suspected of having an overdose (the so called ‘good Samaritan laws’). 

23. That the Act and Regulations governing authority to prescribe drugs of addiction be reviewed for the purpose of: 

a) simplifying the wording of the legislation to make it more easily understood by doctors and pharmacists 

b) considering whether Fentanyl should be reclassified, for the purpose of the Poisons and Therapeutic Goods Act and the Therapeutic Goods Regulation, so that it is subject to stricter regulation before it can be supplied. 


	Awaited 

NSW HEALTH RESPONSE 

On 4 September 2019 the Hon B Hazzard MP, Minister for Health, 

advised the Attorney General  as follows:

Recommendation 22 is supported 

a) Family and friends of drug users can obtain naloxone over the counter from a community pharmacist, or by prescription by a general practitioner. The Commonwealth Government administers the Pharmaceutical Benefits Scheme which may limit the provision of prescriptions to the end user.

In addition, the Commonwealth Government has recently announced a naloxone implementation pilot project, which aims to increase access and use of naloxone in primary care settings, which includes those at risk of overdoes and/or family or community members who are likely to witness an opioid overdose.

b) NSW Health has a discretion not to prosecute under the Poisons and Therapeutic Goods Act 1966 (NSW), which would be relevant in circumstances where a ‘good Samaritan’ administered naloxone to a person reasonably suspected of having an opioid overdose.

Recommendation 23 is supported 

a) The Ministry of Health is undertaking a review of the Poisons and Therapeutic Goods Act 1966 (NSW) and Poisons and Therapeutic Goods Regulation 2008 (NSW). As part of this process, the Ministry is looking to simplify the wording of the legislation.

b) Although the classification of drugs of addiction is primarily done at a Commonwealth level, provisions relating to the prescribing and supply of drugs of addiction will be considered as part of the above-mentioned review.

	
	
	
	Royal Australian College of General Practitioners and NSW/ACT State Faculty of Royal Australian College of General Practitioners


	24. That consideration be given to the design and delivery of a combination of training methods for General Practitioners about: 

a) how to care for vulnerable drugs users 

b) The risk assessment to be done before prescribing pain killers 

c) The use of alternatives to prescription pain killers 

d) The interpretation and implementation of opioid and benzodiazepine Prescribing Guidelines developed by the College - including summary documents to guide busy practitioners 

25. That consideration be given to mandating training in the RACGP in this area so that General Practitioners are required to complete the training as part of the Continuing Professional Development (CPD) triennium cycle. 


	Awaited 

	
	
	
	NSW Pharmacy Guild 


	26. That the Pharmacy Guild of Australia consider what educational activities could be developed for pharmacists on naloxone, its safe use, importance of stocking in community pharmacies, and the availability of nasal spray naloxone from early 2019. 


	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Epenesa 

PAHIVA 

2014/276764 


	State Coroner O’Sullivan

25 – 28 June 2019

At Lidcombe 


	That Epenesa Pahiva died on 19 September 2014 at Concord Hospital.  

Epenesa Pahiva died of the combined effects of ischaemic heart disease and chronic obstructive pulmonary disease, on a background of chemical burns and dementia.

Epenesa Pahiva died of natural causes, following treatment for a skin condition, which resulted in chemical burns, which were healing at the time of her death.


	Castellorizian Aged Care Services
	1. That consideration be given to how clinical staff training can be delivered effectively, including methods of evaluating participants’ competency in the knowledge and skills being taught. 

2. That consideration be given to identifying an effective method of reminding clinicians of their obligations when a resident is prescribed a new medication (such as, for example, placing a checklist on the resident’s file or placing a sign somewhere prominent) including any need to seek family consent. 

3. That consideration be given to the current medication management policy as to whether it appropriately provides (i) for all medications to be written by the doctor on the resident’s medication chart and (ii) for written instructions to be provided by the doctor when necessary, including for novel treatments, and (iii) to ensure that treatment is not commenced without that documentation being provided. 

4. That consideration be given to providing assertiveness training for Registered Nurses and Assistants in Nursing, particularly in relation to dealing with medical professionals,
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	RP and DJ 

2010/00435610

2010/00273783


	Deputy State Coroner 

Grahame

At Lidcombe and Glebe 

27-31 August 2018

27 February – 1 March 2019
	That RP died sometime between 3.25pm on 23 April and 6.15am on 24 April 2010 in Cell 108 of Pod 10 of Fordwick Block of the MRRC. RP died from pressure to the neck inflicted by his cellmate. An autopsy revealed extensive haemorrhage of the soft tissues of the neck with fractures of the hyoid bone and cricoid cartilage. 

DJ died on 1 September 2012 in Cell 407 of Pod 16 Hamden Block in MRRC from neck compression inflicted by his cellmate.
	Minister for Corrections 

Minister for Justice Health 

Commissioner of CSNSW 
	1) A review be carried out urgently of the need for assessment cells at the MRRC and the extent to which a lack of access to such cells and other resources for assessment including health services provided for the purposes of assessment, are delaying the intake of new inmates.

2) That consideration is given into conducting research into the feasibility and clinical benefits of treating all acutely mentally ill inmates in NSW in a secure health facility rather than in the general prison population. 
	Recommendation 1 is supported and complete
MRRC in consultation with Justice Health reviewed the RIT processes. This review examined RIT review time frames, integrated mental health assessments, offender risk management, cell placements and mitigation strategies to address identified impediments to the flow of fresh custody offenders into MRRC. 

MRRC is currently undergoing a prison bed expansion with an additional 440 offender bets being constructed. Within this expansion O Block inmates accommodation unit will have 26 single cell assessment cells and 15 transition cells. 

Custodial Corrections advised that projected operational completion for the new assessment unit is May 2021. 

Recommendation 2 is supported and complete
CSNSW, Justice Health (JH) and CSNSW Management of Death in Custody Committee (MDICC) have considered this recommendation. There was a broader discussion on the topic during the MDICC meeting on 17 December 2019. It was agreed that although the proposition of creating a secure health facility has merit, this requires decision from the Government due to several reasons, including funding allocation for establishing such a secure facility for acutely mentally ill inmates. JH advised that they have already conducted a literature review of the relevant existing research on this topic and have provided their report and advice to the ministry and would be happy to share the research with MDICC stakeholders. Following the MDICC meeting, JH provided the report to MDICC Secretariat and it was circulated to the MDICC members.

	
	
	
	Minister for Corrections 

Commissioner of CSNSW


	3) As part of the building project currently being undertaken at the  MRRC, the creation of a new space to conduct Risk Assessment Intervention Team (RAIT) assessments and mental state examinations be considered, such space to be appropriate for the proper conduct of RAIT assessments and mental state examinations. 
	MRRC Bed Expansion Project will build an additional 26 single cell assessment cells and 15 transition cells within the new O Block. O Block will also have 8 interview rooms purposed to provide confidential, secure and safe interview space to facilitate RIT, Justice Health, Psychiatry and medical screenings. Custodial Corrections advised that the expansion project will create a new space for assessment and the projected operational completion for the new assessment unit May 2021, which is when it is expected inmates will be occupying the area. 

	
	
	
	Justice Health
	4) Steps be taken to ensure that inmates’ medication charts are routinely available to RITs/RAITs and mental health nurses and psychiatrists conducting mental state examinations of inmates. 
5) File keeping practices be adjusted to ensure that discharge summaries received through the request for information process be collated and held together in one part of the file and that this part of the file be moved from any closed volume of a file into any new volume of a file opened so as to be easily accessible to those conducting mental state examinations and RITs/RAITs.

	NSW Health Response:

Recommendation 1 is supported.
The Justice Health and Forensic Mental Health Network initiated several actions to support the intent of the recommendation. 
A review of assessment cells is currently occurring at the Metropolitan Remand and Reception Centre (MRRC) and includes the provision of additional beds in assessment cells to increase the capacity to accommodate inmates who are identified to be at risk of self-harm or suicide. In assessment cells, all fixtures are recessed, all furniture is fixed to reduce the number of possible ligature points, and each cell is equipped with closed-circuit television cameras and clear panels for observation purposes. These measures reduce the opportunity for inmates to self-harm.
Once the additional beds in the assessment cells are operational, models of care will be reviewed to ensure appropriate placement and care of inmates in an assessment cell as part of an Immediate Support Plan (ISP) or Risk Intervention Team (RIT) management plan. 

It is anticipated that the construction of 55 additional camera cells at the MRRC in 2021 will also enable the Mental Health Screening Unit to provide more timely assessments of inmates received into custody. Inmates will be transferred to a camera cell following assessment instead of remaining in the induction unit (The Darcy Unit). This will support the timely intake of new inmates received into custody and ensure appropriate intake screening, mental health assessment and cell placement. 
In addition, a clinical redesign project will improve the flow of new inmates received into custody completing intake screening and mental health assessment and being accommodated in an appropriate cell.
Recommendation 2 is supported.

The Justice Health and Forensic Mental Health Network ('Network') acknowledges that there are clinical benefits of treating acute mental health patients in custody at a secure health facility. Evidence to support the clinical benefits of this approach is detailed within the Treatment Advocacy Centre’s report titled: Emptying the 'New Asylums': A bed capacity model to reduce mental illness behind bars. This publication describes the benefits of early intervention for those in custody who have mental health issues. 
This recommendation will continue to be jointly discussed by the Network and Corrective Services NSW and be referred to the Network's research faculty for its consideration.
Recommendation 3 is supported.

The Risk Intervention Team (RIT) includes a mental health nurse from the Justice Health and Forensic Mental Health Network ('Network'). Medication charts are available during the assessment of patients who have been identified as being at risk of harm to self, to others, or by others within a correctional centre. 
In October 2018, the revised 'Custodial Mental Health -Operational Procedure Manual' was published to ensure robust processes and procedures for reception triage, mental health assessments and referrals are embedded across the Network and to support improving patient outcomes. This manual supports local policy directive 1.443 'Custodial Mental Health Referral and Case Management Policy', which stipulates the criteria for the referral of patients to custodial mental health, including guidelines for the case management of patients with severe and enduring mental illness.
Recommendation 4 is supported.

The implementation of the electronic medical record in 2016 has enabled staff to utilise a centralised platform to store and access clinical correspondence and patient discharge summaries. External discharge summaries also have a dedicated section within the system. 
In addition, local and state-wide policy directives 4.020 'Health Records', PD2012_069 'Health Care Records -Documentation and Management' and PD2009_057 'Records Management -Department of Health' provide direction on health care records management and the requirements for clinical documentation.
Joint recommendation 5 is supported.

The local policy directive 1.231 'Health Problem Notification Form (Adults)' outlines the appropriate utilisation of a health problem notification form to improve communication between Corrective Services NSW, private providers, and the Justice Health and Forensic Mental Health Network. The intent of this recommendation was supported through the publication of a revised version of this local policy in September 2019. The updated version supports the effective communication of the clinical needs and risks of adult patients, including their suitable placement and management requirements, without inappropriately disclosing the health information of patients.
Joint recommendation 6 is supported.

The intent of recommendation 6 is supported through the implementation of the 'Custodial Mental Health -Operational Procedure Manual', which provides clear guidance on the processes and procedures of the Risk Intervention Team (RIT) / Risk Assessment Intervention Team (RAIT). In addition, the manual details the differing roles and responsibilities of staff involved in risk intervention and the assessment process. 
A flow chart within local policy directive 1.231 'Health Problem Notification Form (Adults)' also specifies the process for the use of the health problem notification form, including a number of mandated requirements i.e. the noting of observation intervals and duration, the change in clinical state and/or health needs of the patient or the differing health requirements upon patient transfer.


	
	
	
	Joint Working Group between Justice Health and Corrective Services 


	Existing policies governing the exchange of information between Justice Health and CSNSW be amended to ensure that health information relevant to an inmate’s risk of harm to others be included on the HPNF or some other form, and that the information remain current and available to any CSNSW officer making cell placement decisions.

Following any amendment, consideration is given to implementing training for staff involved in the RIT/RAIT process in relation to the purpose of the HPNF. 


	Recommendation 1 is supported and complete 
The Joint working group between Justice Health and CSNSW is consulting on Justice Health's development of a new HPNF. The new HPNF will include drop-down fields to ensure that consistent terminology and advice is provided; and information is conveyed by Justice Health staff to CSNSW staff in a meaningful way that can be implemented. Based on amendments made to the HPNF, both JH&FMHN and CSNSW policy will require updating. The Working Group will consult on the standardisation of this terminology and implications for policy. 

The current Custodial Operations Policy and Procedures (COPP) states that the Health Problem Notification Form (HPNF) i1 used by Justice Health & Forensic Mental Health Network (JH&FMHN) to communicate advice and recommendations about an inmate's clinical status. These must be implemented unless there are overriding security concerns or issues. The advice provided by JH&FMHN must include advice regarding an appropriate cell placement type and any management requirements in view of their assessment of the inmate. 

On 25/02/2020 Custodial Corrections met with senior representatives from Justice Health and confirmed progress with their review of the HPNF. Justice Health advised that this i1 a priority for 2020 and it is anticipated that a revised version  will be available this year. It was requested that Custodial Corrections be consulted on this and it be included as a standing agenda item as part of the Joint Working Group until finalisation. Post the production of a revised HPNF, training for both Justice Health and Custodial staff will be required.

Further update provided in February 2021

A new Health Problem Notification Form (HPNF) is being created by JH&FMHU that will include drop-down fields to ensure that consistent terminology and advice is provided, and information is conveyed by Justice Health staff to CSNSW staff in a meaningful way that can be implemented. 

The current Custodial Operations Policy and Procedures states that the HPNF is used by JH&FMHN to communicate advice and recommendations about an inmate’s clinical status. These must be implemented unless there are overriding security concerns or issues. The advice provided by JH&FMHN must include advice regarding an appropriate cell placement type and any management requirements in view of their assessment of the inmate. 
Recommendation 2 is supported and complete. 

CSNSW has considered this recommendation and advises that training regarding the use of the HPNF is provided to staff during primary training. CSNSW staff are also able to complete an online module regarding wing accommodation which provides an overview of the HPNF and its purpose. It is understood that JH is also incorporating relevant training for their staff. CSNSW and JH will liaise to ensure that course material and contents of courses delivered by each agency are consistent.

	
	
	
	
	
	

	
	
	
	
	
	

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	‘RN’

2016/107266


	Deputy State Coroner  

Truscott 

At Lidcombe

1-2, 4-5 July 2019 

25 October 2019 
	That RN died on 7 April 2016 in the bathroom of his cell at Parklea Correctional Centre Quakers Hill NSW. RN died as a result of asphyxiation by ligature. RN’s death was intentional and self-inflicted in circumstances where he was a recent remand prisoner at Parklea Correctional Centre.  
	Commissioner of CSNSW 
	I recommend that consideration be given to developing a policy requirement for inmates, who are detained in custody and housed at Amber Laurel Correctional Centre prior to movement to a reception centre, be provided with a personal telephone call to a nominated family member preferably within 24 hours but certainly no later than 48 hours. 
	Recommendation is not supported
Security & Intelligence, CSNSW have advised that tt is not feasible to provide all new reception inmates at Amber Laurel Correctional Centre (CC) with a welfare call within the first 24-48 hours for the following reasons:

· Insufficient information is available to Court Cell staff on risk issues, including whether there is an active Apprehended Violence Order (AVO) in place between the inmate and contact person, if there are child protection issues, and whether the person being contacted is a witness or complainant in the crime allegedly committed by the inmate, and contact may facilitate witness tampering and intimidation.


· At Amber Laurel CC, there is no suitable office space to provide access to a telephone, there are not the correct type of phones and phone lines installed to allow for staff to monitor the phone calls for risk issues and threats and it is not possible to administer the Offender Telephone System (OTS) from this location.


· Staff at Amber Laurel CC, when requested by an inmate and capable of doing so in consideration of time and resource constraints, will contact a nominated person on behalf of the inmate to advise of their location. Especially where the inmate has identified 

they are the primary carers for children or elderly persons  or have pets at home alone.

· The majority of inmates are moved out of the court cell location within 24 hours. Where there is difficulty inhaving an inmate moved, from court cells into  a Correctional Centre, Amber Laure! CC will try to seek the assistance of the Welfare Officer employed at Emu Plains CC to attend Amber Laurel CC and facilitate welfare phone calls. This is conducted through a local agreement with Emu Plains CC and is dependent on resource availability at Emu Plains CC.

· Whilst Amber Laurel CC is gazetted as a Correctional Centre, it is operated as a court cell facility and does not have the same resources or capability to operate as a CC. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Paul Josef SEKERES 


	Deputy State Coroner  Lee 

11 January 2019 

At Glebe 
	That Paul 
	NSW Commissioner of Police 
	I recommend that the death of Paul Josef Sekeres be referred to the Unsolved Homicide Unit of the NSW Police Homicide Squad for further investigation in accordance with the protocols and procedures of the Unit .
	By letter dated 1 Feb 2019, the Commissioner of Police, MJ Fuller APM, advised that :

‘The matter has been referred to and accepted by the Unsolved Homicide Unit and will be progressed at the earliest opportunity in accordance with established protocols’. 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Raymond 

SPEECHLEY 

2017/0023809
	Deputy State Coroner Truscott 

9 – 12 September 2019 

At Lidcombe 


	That Mr Raymond Speechley died between 8 and 10 July 2016 in bushland west of the highway some distance north of the turnoff to Dalmeny NSW. 

Mr Speechley’s death was caused by hypothermia. 

Mr Speechley became lost in bushland after scaling the fences of the  Illawarra Retirement Trust aged care facility in Dalmeny, wanting to return home to be with his wife. 


	Commissioner of the NSW Police Force 
	1. That consideration be given to the introduction of greater general purpose, air scent and cadaver dog resources in the South Coast of NSW. 

2. That consideration be given to discussing and implementing liaison arrangements between police in the A.C.T and police on the South Coast of NSW in times of emergency. 

3. That consideration be given to introducing a policy of maintaining all land search operations for missing persons for 3 days beyond the maximum survival period, being identified by a person with extensive search and rescue medical knowledge, for the purpose of attempting to recover the person’s remains, and thereafter consulting with the family of the missing person before a decision is made to stop search 

4. That the police co-ordinate and carry out recovery searches for Mr Speechley’s remains, with the utilisation of a fit-for-purpose cadaver dog, in relation to areas known as Area 1 D West up to 3.2 km and Area 3(2-SA3) -Task Area 3 in furtherance of the search conducted 7 and 8 July 2016 and 6 and 7 August 2016.
	By letter undated, the Commissioner of the NSW Police Force, MJ Fuller APM, advised the following: 
Recommendation 1 
Given the unpredictable nature of policing and resources being finite, it is not always possible to have all types of resources on hand at all locations state-wide. The NSWPF has a contingent of dogs that are specially selected and trained for a range of deployments. These include general purpose, explosive, blood detection, cadaver, and, search and rescue.
While there may not be a permanent presence or posting of all dog types in all regions, they are available for deployment across the state as operationally viable and required including by air transport.
Recommendation 2 - Supported

Since 2016, significant work has been undertaken to expand Land Search and Rescue (LANDSAR) services in NSW, including in the Southern Region. 
All LANDSAR incidents are coordinated centrally through the NSW Rescue and Bomb Disposal Unit (RBDU), a 24/7/365 unit based in Alexandria. The RBDU has trained LANDSAR Coordinators, trained rescue operators, qualified National Search and Rescue Managers, and a number of Non-Rescue LANDSAR Coordinators across Southern Region. Where, required, the RBDU can move resources outside the area to assist with search efforts.
The Australian Federal Police (AFP) provide Search and Rescue capabilities and expertise in support of the AFP operations in the ACT. The NSWPF has well established arrangements in place with AFP Search and Rescue that establish clear lines of communication and close working relationships when responding to emergencies. This includes RBDU and AFP Search and Rescue working together on the coordination of LANDSAR resources. The NSWPF will continue to work with AFP Search and Rescue to enhance current arrangements to ensure they best meet the needs of both jurisdictions. 
Recommendation 3 – Supported in principle

In April 2020, the Deputy Commissioner Field Operations sent a Statewide memorandum to all police reminding them of their responsibilities when conducting and concluding land search operations. 

This included:

•
Immediate notification of the Rescue and Bomb Disposal Unit (BRDU) (Alexandria) when a decision is made to conduct a land search operation

•
Nomination of a qualified NSWPF Land Search and Rescue Coordinator Land Operations to undertake the search operation planning and coordination function

•
Clear guidance on circumstances where a Land Search and Rescue Coordinator from either the RBDU or the nearest Regional Police Rescue Squad must attend the search location

•
Clear instruction that no Land Search and Rescue Operation will be suspended, postponed or discontinued without first consulting the Operations Coordinator or Commander, RBDU (Alexandria) on the actions undertaken by the Search Controller and or Search Coordinator. This includes the decision to withdraw resources based on environmental, climatic or impending hours of darkness.

The RBDU and all NSWPF Land Search and Rescue Coordinators operate under the National Search and Rescue Manual. This includes making arrangements to ensure that the next of kin are fully briefed on the complete search effort and the reasons for proposing the suspension or termination of the search, where practicable. This practice is included during initial training courses and continues to be reinforced through established lines of communication, contemporary training sessions and practiced throughout coordinated land searches.

The NSWPF Police Handbook has been reviewed and updated to reflect contemporary roles, responsibilities and actions to be undertaken by all police regarding land search operations.

Recommendation 4 – Supported
A coordinated land search was conducted 15 – 16 August 2020 at Area 1D and Area 3 (2-SA3) of the South Coast Police District. The search was led by NSWPF. Specialist resources from the Bush and Rescue Teams (NSW State Emergency Service), Remote Area Fire Teams (NSW Rural Fire Service), and police were used to search for the remains or property of Mr Speechley. Police cadaver dogs were used extensively in conjunction with the above teams in this search. The land search operation failed to find the remains or property of Mr Speechley.

The Speechley family were kept informed of the search efforts and advised of the outcome.

The recommendation is now COMPLETED.



	FUTURE – Next response
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	Ryan TEASDALE


	A/State Coroner O’Sullivan

Coroner’s Court at Lidcombe

1 May 2019


	The identity of the deceased The person who died was Ryan Teasdale. 

Date of death Ryan died on 16 March 2017. 

Place of death Ryan died in Unanderra, NSW. 

Cause of death The medical cause of Ryan’s death was drowning. 

Manner of death Ryan drowned after he was forced by the flow of water into an open stormwater inlet.
	Public Works Advisory (NSW)
	1. Public Works Advisory (NSW), in conjunction with Local Government NSW, develop guidelines for the safe design of stormwater inlets in New South Wales. Without being exhaustive, the guidelines are to provide: 

a. technical design assistance with the construction of safe stormwater inlets, particularly those situated in residential or areas readily accessible to the public; and 

b. criterion for the conduct of risk assessment of the risks posed by existing stormwater inlets, identification of sites posing unacceptable risks to public safety particularly with respect to drowning and/or the allocation of resources to improve sites considered to require design improvements as a matter of priority. 

2. Public Works Advisory (NSW), possibly in conjunction with Local Government NSW, disseminate copies of these findings to all Local Councils in New South Wales for the attention of elected Council members and relevant council officers having responsibility for stormwater and flood management within the relevant Local Government Area.
	Awaited 

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Patrick THOMAS 

2013/00364820


	Hearing: 11-12 February 2019

Finding: 22 March 2019

State Coroner’s Court at Lidcombe

Magistrate Truscott, Deputy State Coroner  
	Patrick John Thomas died on 18 October 2013 at Sutherland Hospital. The cause of his death was intestinal failure/ sepsis arising from venous ischaemia as a result of superior mesenteric vein division which occurred accidentally during a surgical procedure to remove colon cancer at Kareena Private Hospital on 9 October 2013. 


	The Chief Executive 

South Eastern Sydney Local Health District 
	1. That where a patient transferred for care from  a private health facility dies in the Sutherland Hospital, there be a written protocol which provides for:
a) the notification of the death to the Director of Clinical Services / General Manager of the private facility from which the patient was transferred;

b) the Director of Clinical Services at The Sutherland Hospital to notify the LHD Director of Clinical Governance of any such deaths for consideration of what action is required to be taken under the NSW Health ‘Incident Management Policy’.
	Recommendation 1 – Supported.
The South Eastern Sydney Local Health District has developed a clinical business rule (TSH CL/N533 - Notification of Deaths for Patients Transferring from Private Hospitals), which has been endorsed by the St George Hospital and the Sutherland Hospital Clinical Governance Documents Committee. The clinical business rule makes it a requirement for St George Hospital and Sutherland Hospital staff to notify the private hospital from where the patient was transferred if the patient dies. 
Incident management and investigation processes will be strengthened with the commencement of the Health Legislation Amendment Act (No 3) 2018, which passed the NSW Parliament in November 2018. The Act introduces the concept of a preliminary risk assessment which is to be conducted before any formal serious adverse event review is undertaken. The preliminary risk assessment process will allow for earlier identification of risk factors and a more timely dialogue with affected, patients, family members and carers. NSW Health policies to support new provisions under the Act have been implemented across public health services and will be introduced for private facilities in 2021 
To support patient harm minimisation, proactive planning, and to prevent the reoccurrence of a similar incident, the Ministry of Health shared this coronial recommendation with the Chief Executives of each local health district and specialty health network in November 2019. Chief Executives were requested to review local practices to enhance communication between public and private hospitals, particularly in relation to the notification of the death of a patient who was initially transferred from a private facility to a public facility.

	
	
	
	The Chief Executive Officer, Kareena Private Hospital
	1. That where a patient transferred from care from a public health facility dies in the Kareena Private Hospital, there be a written protocol which provides for:

a) The notification of the death to the General Manager/ Chief Executive of the public health facility from which the patient was transferred;

b) Communication between the Director of Clinical Services of Kareena Private Hospital and Director of Clinical Services of the public health facility as to whether follow up review is required, who is responsible and what resources should be shared. 

2. Where a transfer for escalated care follows surgery , the surgeon must complete and sign a transfer document, outlining the nature of the operation, the complication (if any) and reasons for the transfer.

3. That the Hospital implement training and education regarding the requirement of an RCA being conducted.

4. That the Hospital implement training and education regarding the requirement to notify the Coroner of a death.   

	Recommendation 1 – Partially supported
Kareena Private Hospital partially supports this recommendation. It should be noted that not all deaths that occur following a transfer are unexpected, such as patients transferred for palliation. Kareena Private Hospital takes the position that only deaths that are reportable to the NSW State Coroner should require notification back to the facility from where the patient came. Kareena Private Hospital has revised its local policy, Reportable Deaths to the NSW Coroner, to include this requirement. The policy was ratified by the Ramsay Health Care legal and clinical governance units for implementation and dissemination to staff. The hospital will undertake internal audits of reportable deaths to ensure compliance with the policy.
Recommendation 2 – Supported.

Kareena Private Hospital supports this recommendation. It has implemented the recommendation through a new local policy titled 'External transfer of patients for escalated care' and a supplementary transfer form titled 'External transfer report by attending practitioner'. Both documents were implemented in July 2019 and subsequently disseminated to staff. The policy includes the requirement for the attending practitioner to complete and sign the transfer document outlining the nature of the operation, the complication (if any), and the reason for the transfer. Kareena Private Hospital will undertake audits of external transfers for escalated care to ensure policy compliance. In addition, the form will be reviewed to ensure all relevant information is supplied.
Recommendations 3 and 4 – Supported.

The Kareena Private Hospital acknowledges the need for further training and education with regard to identifying incidents which require notification to the NSW State Coroner and those which also require a root cause analysis investigation. The hospital's executive, clinical department managers and after-hours clinical managers have been provided with onsite training sessions held by the Ramsay Health Care Clinical Governance Unit. Copies of Ramsay Health Care and NSW Health policies, guidelines and procedures in regard to deaths reportable to the NSW State Coroner, and how and when a root cause analysis should be conducted, have been recirculated to all executive, department, and after-hours managers.

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
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Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Nicholas WELLS 

2016/157430


	Deputy State Coroner  E Ryan 

22 May 2019

- 30 May 2019

22 July 2019 

At Lidcombe 


	That Nicholas Wells died on 23 May 2016. He died at John Hunter Hospital in Newcastle NSW. He died from peritonitis secondary to a perforation of the small bowel. Nicholas Wells died when the bowel perforation which he had sustained as a result of a motor vehicle accident did not receive adequate care and treatment from medical and nursing staff at the hospital to which he was brought.
	Hunter New England Local Health District  (the LHD)
	1. That Hunter New England Local Health District [the LHD] consider creating a policy document that reflects the current practice at John Hunter Hospital that no International Medical Graduate subject to Level 1 supervision (under the Medical Council of Australia Guidelines – Supervised Practice for International Medical Graduates or earlier versions) be appointed to a position beyond that of an intern, and distribute this to the Director of Medical Workforce and to all selection panels constituted to employ junior medical staff (interns, residents and registrars). 

2. That the LHD consider creating a policy document specifying whether International Medical Graduates subject to different levels of supervision (under the Medical Council of Australia Guidelines – Supervised Practice for International Medical Graduates or earlier versions) are eligible to be appointed to intern, resident or registrar positions within the LHD. 

3. That the LHD consider creating a policy framework to govern the way in which International Medical Graduates are supervised and monitored, including a system to ensure that their supervision requirements are communicated to the senior medical staff who provide their supervision. 

4. That the LHD consider undertaking a review of the Handbook and Guidelines for Junior Medical Staff and Trainees – John Hunter Hospital Surgical Services with a view to revising Section 8.3, 8.4 and 15.6 in view of the findings made in this inquest. 

5. That the LHD consider revising Local Procedure JHH_0362 – Clinical Responsibilities of the Attending Medical Officer (AMO): John Hunter Hospital so as to require that AMOs personally and fully assess patients within 24 hours of admission other than in exceptional circumstances. 

6. That the LHD consider providing training and education to medical staff at John Hunter Hospital in relation to the need to complete the Standard Adult General Observation Chart where a medical officer wishes to prescribe a specific frequency of observations. 

7. That the LHD consider including as part of its auditing of patient specialling performed under Local Procedure JHH_0203 – Patients Requiring Additional Supervision/Special at JHH: 

 whether the patient’s respiratory rate has been documented 15 minutely; and 

 whether the patient’s vital sign observations have been attended to at least every 30 minutes (in cases where the patient requires specialling due to acute/deteriorating medical condition).
	NSW Health supports recommendations 1 and 3
The Hunter New England Local Health District (‘the District’) medical workforce and human resource departments have led the development of the International Medical Graduate (IMG) Recruitment, Supervision and Support Framework. The framework provides guidance on the management of international medical graduates which applies to all sites across the District, including John Hunter Hospital. The local framework addresses:

· The requirement for international medical graduates under level 1 supervision to work in roles with no more authority or autonomy than would be expected for an intern. Where possible, international medical graduates with level 1 supervision requirements working in hospital-based positions are appointed to intern positions.

· Principles and factors that must be considered when identifying the appropriate position for an international medical graduate subject to level 2-4 supervision requirements as mandated by the Medical Council of Australia guidelines, Supervised Practice for International Medical Graduates (4 January 2016). 

· Information for international medical graduates, supervisors and managers addressing the practical implications of all levels of supervision.

The framework has been approved by the District’s executive leadership team and a supporting policy compliance procedure is being finalised to facilitate implementation across the District. 

In addition, the medical workforce and medical administration departments at the District have reviewed all international medical graduate appointments across all sites and confirmed that those with level 1 supervision requirements are appointed to intern positions with intern level supervision.  

NSW Health supports recommendation 2

The Hunter New England Local Health District ('the District') supports a requirement that international medical graduates subject to level 1 supervision be recruited into positions with responsibilities equivalent to those of an intern. Further to this, the District considers when an international medical graduate, is subject to level 2-4 supervision requirements, arrangements should be in place which ensure safe patient care and balance the need for direct supervision with the need to develop the international medical graduate's confidence and autonomy as a clinician. 
The International Medical Graduate (/MG) Recruitment, Supervision and Support Framework and policy compliance procedure articulate the principles and factors that must be considered when identifying the appropriate position for an international medical graduate subject to level 2-4 supervision requirements. 
The Director of Medical Services, John Hunter Hospital has provided education sessions to all medical groups to inform them of the requirements for supervision for level 1 restrictions. Additionally, all supervisors employed at John Hunter Hospital have been contacted to ensure they understand and are adhering to mandated practices for all levels of supervision.
To support the state-wide implementation of this recommendation, the Ministry of Health NSW has amended the letter of offer to international medical graduates to include the following caveat, "conditional on the Australian Health Practitioner Regulation Agency (AHPRA) level of supervision". 
NSW Health supports recommendation 4

A review of the Handbook and Guidelines for Junior Medical Staff and Trainees - John Hunter Hospital Surgical Services is currently underway with stakeholder consultation completed. This work has been delayed during the NSW Health pandemic response. 
Revisions to the handbook are being finalised for publication in preparation for the new junior medical officers to commence employment in February 2021. On publication of the revised handbook, John Hunter Children's Hospital will also undertake a review of this facility's orientation handbook to ensure consistency across sites. As routine practice, the handbook will continue to be reviewed regularly to ensure high quality and accurate information. 
NSW Health supports recommendation 5
The Hunter New England Local Health District ('the District') supports the expectation that attending medical officers (AMO) accept responsibility for patients admitted under their care and should ensure they are aware of, and responsive to, the patient and their needs. In order to provide this care, the AMO is required to review the patient in person. The District also supports the position that the initial attendance and assessment should occur in a timely fashion and in principle, supports 24 hours as a reasonable timeframe within which assessment should occur. 
The District has amended the Local Procedure JHH_0362 - Clinical Responsibilities of the Attending Medical Officer (AMO): John Hunter Hospital to include the following direction:
"It is acknowledged that there are circumstances when the AMO may not be able to personally assess a patient within 24 hours of admission. In this case the AMO must ensure that within 24 hours of admission the patient has a comprehensive management plan."

John Hunter Children's Hospital is not included in local procedure JHH -0362 and a similar local procedure has been drafted, Clinical Responsibilities of the Attending Medical Officer (AMO): John Hunter Children's Hospital to align with the revision made to JHH-0362.
NSW Health supports recommendation 6

The Hunter New England Local Health District ('the District') supports clarifying expectations regarding the frequency of recording patient observations on the Standard Adult General Observation (SAGO) Chart. The District also supports encouraging medical officers to document the frequency of patient observations when clinically required. 
The following local policy compliance procedures have been revised to include detailed guidance on the frequency of observations required for patients transferred from acute areas, such as the emergency department, and in response to a patient's changing clinical presentation:
· Policy Compliance Procedure - Between the Flags - Recognition and Management of Clinical Deterioration; and

· Policy Compliance Procedure - Adult Vital Sign Observations and Monitoring Frequency 16 years and Over.

The policies stipulate that vital sign monitoring must occur on admission to the hospital and then at a minimum of every 4 hours for acute patients until discharged, and every 6 hours for mental health patients until discharged. This must occur unless the medical officer determines that a higher or lower frequency is required and prescribes the frequency of vital sign monitoring on the standard observation charts (SOC). The District's Clinical Governance Unit is leading training to ensure medical staff are aware of the policy revisions. 
To support the state-wide implementation of this recommendation, the NSW Health policy directive, Recognition and management of patients who are deteriorating (PD2020_015) was revised and published on 12 June 2020. The revised policy is aligned with the standards of the Australian Commission on Safety and Quality in Health Care and includes specific guidance on the minimum requirements for vital sign monitoring for all patient groups. 
NSW Health supports recommendation 7

The Hunter New England Local Health District ('the District') continues to undertake compliance audits as part of routine patient safety processes and has amended the Patient Specialling Audit checklist to include the following matters:
· whether a patient's respiratory rate has been documented 15 minutely;

· whether a patient's vital sign observations have been attended to at least every 30 minutes (in cases where the patient requires increased care due to an acute or deteriorating medical condition).
The Patient Specialling Audit has also been added to the program of audits required by the Hunter New England Local Health District Patient Safety Committee who will provide ongoing monitoring and oversight.


TOP
	Name of Deceased & File No.
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Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Jarrod WRIGHT 


	Deputy State Coroner  Ryan 

18 Jan 2019

Coroners Court at Glebe 


	That Jarrod Wright died on 9 July 2016 at Liverpool Hospital, Liverpool NSW. He dies as a result of cardiac arrest following hypoxic ischaemic encephalopathy, likely due to E.coli septicaemia.

Jarrod died of natural causes in circumstances where his condition of hypoxaemia was not appropriately managed in hospital. 


	Executive Director of the South Western Sydney Local Health District
	It is necessary and desirable to make the recommendation that the Executive Director of the South Western Sydney Local Health District consider releasing as a Policy Directive the Guideline titled Nursing Workforce in ICU issued in November 2016 (as previously made on 17 December 2018).


	Awaited 

	FUTURE – Next response
	These are findings made in a fresh inquest into the circumstances of the death of Jarrod Wright. These findings are made in addition to those made on 17 December 2018 in a previous inquest into the circumstances of Jarrod Wright’s death.




TOP
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	Naomi WILLIAMS 

2016/2569

	Deputy State Coroner  Grahame

17-21 September 2018 

13-15 March 2019

29 July 2019 

At Gundagai and Lidcombe 
	That Naomi Jane Williams died on 1 January 2016 at Tumut Hospital NSW.  Naomi died from septicaemia secondary to Neisseria Meningitides infection.  
At about 14:30 hours on 1 January 2016, Naomi arrived at Tumut Hospital by ambulance in

extremis. She had been briefly treated in the Emergency Department of Tumut Hospital in the early hours of 1 January 2016 (‘the presentation’). Naomi’s history of numerous and

frequent presentations to the Emergency Department in the months immediately preceding

that presentation, where she received brief symptomatic treatment rather than necessary

investigation or specialist intervention of underlying causes, likely led to her having reduced

expectations of care at this time. It could not have been known by the nurse and the midwife

at the presentation that Naomi was suffering from a bacterial infection, which was life

threatening. It was not known that she had high complex needs because her hospital

notes were not read at the presentation. It was not known that she had been assessed with a high risk pregnancy, about two weeks earlier, because that information had not been flagged.

On the basis of some of the clinical information known and recorded at the

presentation Naomi should have been further investigated. She was discharged earlier than

was clinically indicated, after which she deteriorated from septicaemia associated with

Neisseria meningitides infection.
	Murrumbidgee Local Health District (MLHD)
	1. That consideration is given to providing a training session to all staff about the importance of safety alerts (such as “re-presentation calls for medical review”, or “high risk pregnancy”) and a consistent method for implementing such alerts is communicated to all staff.

2. That consideration is given to implementing a Nurse Directed Emergency Care (NDEC) policy as a matter of urgency.

3. That consideration is given to strengthening the Aboriginal Health Liaison Worker program by:

· Ensuring Aboriginal Health Liaison Workers are available 24 hours a day; and 

· Ensuring that all staff are aware that the NSW Health Policy ‘Notification / referral of Aboriginal inpatients (MLDH PROC208) applies to patients who present at the Emergency Department  as well as to those who are admitted. 

4. That consideration is given to adopting targets within the MLHD for the employment and

retention of Indigenous health care professionals in numbers at least equivalent to the number of Indigenous residents in the local area.

5. That consideration is given to auditing the possibility of implicit bias by recording statistics

for Indigenous and non-Indigenous patient triage categories, discharge against medical advice, triage times and referrals for drug and alcohol reviews for patients presenting to the

Emergency Department at Tumut Hospital.


6. That consideration is given to identifying other assessment tools to measure the existence

of implicit bias in the provision of health care and commit to making such tools available to Tumut Hospital.

7. That consideration is given to establishing targets for the proportionate representation of

Indigenous people (by population and no less than two) on the Local Health Advisory Committee and Murrumbidgee Local Health District Board.

8. That consideration is given to establishing an ongoing consultation process with the HEAL

(Healthy Enriched Aboriginal Living) Mawang (Together) Group with a view to developing a

strong local model for providing culturally safe health care, in line with initiatives implemented by Hunter New England Health.

9. That consideration is given to seeking immediate consultation with Hunter New England Health in relation to strategies for developing culturally appropriate care, in line with the detailed model they have developed.
	NSW Health supports and has implemented recommendation 1
In response to this recommendation, the Murrumbidgee Local Health District has implemented an electronic medical record (eMR) with an alert system for hospitals within the district. This system provides a pop-up alert on the electronic medical record to the treating clinical team when a patient's record is accessed. The alert is activated when a patient presents to the emergency department and throughout the patient's admission. In addition, eMR training has been completed by staff at Tumut Hospital.

This system implementation also supports the following state wide policy directives 'Safety Alert Broadcast System PD2013_009' and 'Maternity - Clinical Risk Management Program PD2009_003'.
NSW Health supports and has implemented recommendation 2

To support the implementation of the nurse-directed emergency care model in 2020, training has occurred that allows credentialed nurses to conduct patient assessments, investigations, interventions and discharges. To ensure the delivery of safe care, patients are assessed against strict criteria and if appropriate, nursing interventions to manage the patient's symptom relief will commence.

The state wide policy directive 'Nurse Delegated Emergency Care Nurse Management Guidelines GL2017_009' also provides further guidance on the Nurse Delegated Emergency Care model, which is designed to provide timely, quality care for patients presenting to emergency departments in rural and remote areas.
NSW Health supports recommendation 3

The Murrumbidgee Local Health District has developed a cultural competency training package for all staff to foster stronger cultural capabilities. This training ensures staff awareness of the policy 'Notification/referral of Aboriginal Inpatients (MLHD PROC208)' which is applicable to patients presenting to the emergency department and for admitted patients.

The exploration into a 24 hour, 7 day model of care to support high risk consumers with access to Aboriginal Health Workers within the emergency department is being considered.
NSW Health supports and has implemented recommendation 4

There is an ongoing commitment by the Murrumbidgee Local Health District to increase the Aboriginal and Torres Strait Islander workforce as a proportion of the total workforce to over 3%. Further targets will also be developed to support the distribution of the Aboriginal workforce to clinical and leadership roles.

The development of an Aboriginal Workforce Strategy and Action Plan has been completed, with community engagement occurring early in 2020. This includes a strategy for an Aboriginal school-based trainee program, which will be a partnership with the Department of Industry.
NSW Health supports recommendation 5

In support of recommendation 5, the development of an indicator dashboard to facilitate data sharing and monitoring across all services has commenced. Focus continues on the support provided to Aboriginal patients from the time of admission to discharge from the emergency department. Consultation for this work has commenced, including the development of a new governance framework for the follow up of Aboriginal people.

Further to this, the Murrumbidgee Local Health District's cultural competency training package contains several auditing tools, one of which is a service tool to assess service approaches and practices.
NSW Health supports and has implemented recommendation 6

The Murrumbidgee Local Health District has investigated evidence-based assessment tools to measure the existence of implicit bias in the provision of health care, with a literature review undertaken on overseas and Australian assessment tools.

In December 2019, the District was a participant in a pilot self-assessment audit program to assess cultural safety. The pilot included six district clinical services including Tumut Hospital. The audit results will assist the development of an Aboriginal Health Plan and identify areas of improvement to ensure further Aboriginal engagement and patient safety.
NSW Health supports recommendation 7

Consistent with recommendation 7, Aboriginal representatives have been appointed to the Tumut Local Health Service Advisory Committee. The committee now includes three Aboriginal members and a member who is connected to the local Aboriginal community.

In January 2020, a new Aboriginal representative was appointed to the Murrumbidgee Local Health District's Board.
NSW Health supports and has implemented recommendation 8

To ensure further improvements in the delivery of safe patient care and support to Aboriginal patients and their families, I have been advised that regular communication has been established between Aboriginal community representatives and Tumut hospital managers to identify local priorities. The HEAL (or Healthy Enriched Aboriginal Living) Mawang (or Together) group has representation on the Tumut Local Advisory Committee.

In support of the provision of culturally safe health care to Aboriginal patients and their families, the Murrumbidgee Local Health District has removed restricted hospital visiting hours to allow patients to receive support from their family and friends at any time during their stay in hospital.
NSW Health supports and has implemented recommendation 9

In November 2019, an on-site visit to Hunter New England Local Health District occurred to explore strategies for developing culturally appropriate care. The integration of subsequent actions into the Murrumbidgee Local Health District's operational plan has continued as a key priority. 

In support of the strategic directions outlined within the NSW Aboriginal Health Plan 2013-2023, the District has also engaged with the local Aboriginal community on the design of the new hospital, which will include a cultural room to ensure the availability of a culturally safe place. A new outdoor area was also designed in partnership with the local Aboriginal community to welcome Aboriginal people at the hospital.

	FUTURE – Next response
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	Yousif YOUSIF

2016/380289


	Deputy State Coroner Grahame

20—21 November 2019 

At Lidcombe 
	That Mr Yousif died between 15 and 17 December 2016 in Orphan Creek Fairfield, NSW. 

The cause of Mr Yousif’s death was drowning, which occurred after Mr Yousif, who suffered from dementia, wandered away from a party at the Fairfield Community Health Aged Day Care Centre that had been organised by the South West Sydney Local Health District. 


	NSW Commissioner of Police
	1. That consideration is given to building a procedure, as a matter of priority, into the COPS system where an officer is obliged to undertake a risk assessment matrix upon creating a COPS Event, in relation to a mission person.

2. That consideration is given to conducting a strategic review as to the use of social and other media in the case of vulnerable missing persons such as those suffering dementia and cognitive impairment.

3. That consideration is given to amending the Missing Person Standard Operating Procedures (SOPS) to include a specific section for those suffering dementia, as is the case for children. 
	The Commissioner of Police’s response to Recommendation 1:
Supported. An electronic Risk Assessment Tool has been built into the Missing Persons Database. Planning is underway to have the Missing Persons Database and the COPS system communicate to allow the seamless deferral when a mandatory Risk Assessment is required. Additionally, whenever new information is added to a Missing Persons Event in COPS, the system will prompt the user to consider creating a new Risk Assessment, if appropriate.
The Commissioner of Police’s response to Recommendation 2:

A Working Group has been established comprising representatives from Autism Australia, Dementia Australia and NSW Police Force Bomb and Rescue (LandSAR Coordinators) and the Missing Persons Registry to review organisation responses when people with various vulnerabilities are reported missing. The objectives of the group are to develop better processes, utilising the latest technologies, to help prevent vulnerable people from going missing and to locate them more quickly when they are reported missing. It is proposed that the current NSWPF Safely Home Database will be the cornerstone of this new model. I will await the outcome from the working group to guide the NSWPF on this recommendation.
Additionally, a new tool is being developed, with the support of Telstra, to enable SMS messages to be sent to local communities alerting people that a vulnerable person has gone missing in their geographical area. The policy underpinning this initiative is currently being developed and has yet to be approved.
The Commissioner of Police’s response to Recommendation 3:

Supported. This recommendation will be considered as part of a review of the Missing Persons, Unidentified Bodies and Human Remains SOPs currently under development.


	FUTURE – Next response
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	Xavier Bourke

2017/43731
	 25 July 2019

Coroner’s Court of NSW, Lidcombe

Magistrate Derek Lee, Deputy State Coroner
	I find that Xavier Bourke died on 10 July 2017 at Macksville NSW 2447. The cause of Xavier’s death was multiple injuries. Xavier died when a vehicle that he was driving, and which was being pursued by a police vehicle in the course of a police operation, crossed to the incorrect side of the road and collided with a B-double. 
	NSW Commissioner of Police
	1. I recommend that consideration be given to providing further training to Communications Operators to ensure that appropriate enquiries are made of involved police to clearly identify the offence that a person has committed, or attempted to commit, which has caused a pursuit to be initiated. 
2. I recommend that consideration be given to making clear in Part 7 of the Safe Driving Policy that all escorts are “involved officers” for the purposes of section 7-2-5. 
3. I recommend that consideration be given to providing clarification during standard police driver training that all escorts are “involved officers” for the purposes of section 7-2-5. 
4. I recommend that consideration be given to any measure that can be taken to make the smart push-to-talk function on police radios more broadly available, and to communicate to police officers the availability of that function. 
5. I recommend that consideration be given to amending section 7-6-2 of the Safe Driving Policy to include [REDACTED]

6. I recommend that consideration be given to explicitly addressing the use of non-police vehicles (including heavy vehicles) as a road block during a pursuit, either in the Safe Driving Policy, or in another appropriate policy document or guideline, or by an appropriate direction to police officers. 
7. I recommend that consideration be given to including in the standard police driver training an instruction regarding the use of non-police vehicles (including heavy vehicles) by police officers as a road block during a pursuit. 

	By letter dated 1 June 2020, the Commissioner of Police wrote to the Attorney General to advise the following: 
Recommendation 1 – Supported

The recommendation will be incorporated into the Specific Incident Guidelines that detail procedures to be followed when an incident occurs. A Standard Operating Procedures change management email notification has been forwarded to all Radio Operations Group staff advising them of this change. The Radio Operations Group “communication officers training manual” includes “nature of the offence” as a mandatory question for Commonwealth officers when managing a pursuit with a pursuit Manager over-sighting it.
The Standard Operating Procedure (SOP) titled “Vehicle Pursuit Advised on Air Dispatch” that covers this aspect of a pursuit has been updated to include the need to request from the pursuing police the original offence.

All staff have been made aware of these changes and training material addresses this requirement.

The recommendation is now COMPLETED.
Recommendation 2 – Not supported

The recommendation was considered by the NSW Police Force (NSWPF) State Pursuit Management Committee (SPMC) and amendment is not considered warranted. The policy already states at part 7-2-5 that involved police are required to assess and reassess whether a pursuit should continue and that the duties of police directly involved in pursuits at 7-5-1 extends to drivers and escorts.

Recommendation 3 – Supported 

This recommendation has been incorporated into training material for the revised SOP. 

This aspect of police pursuits, as it relates to the Safe Driving Policy (SDP), is currently reinforced in the Day 3 Journal of the Silver Response Course regarding the number of vehicles involved in a pursuit and addresses the do's and don'ts of a pursuit. It is also reinforced by the Senior Driving Instructor during the SDP presentation on Phase One of the Highway Patrol Education Course.  An update on education initiatives, including screen savers, will be provided at a later date.

Recommendation 4

The smart push to talk (Smart PTT) is a function of" Motorola mobile or portable function on police radios. Due to the NSWPF radio network architecture this is not available on Tait mobile and portable radios in operation in parts of the north and south coasts. 
In July 2019 the NSWPF commenced a 2 year Critical Communications Enhancement Program Terminal Refresh program to replace all Tait terminals with Motorola terminals. lt is expected that by June 2021 the NSWPF radio terminal fleet will be Motorola mobiles and portables with smart PTT function available.
A dedicated intranet site has been developed along with an instructional video dedicated to Digital Radio Officer Priority (Smart PTT) to assist in the dissemination of information to police on Smart PTT. A state-wide message was issued on the availability of and limitations of the Digital Radio Officer Priority feature.
As part of the replacement of Tait mobile and portable radios, a Change and Benefits manager has been engaged to work with each police District to provide relevant training, and training materials to police prior to the deployment of the Motorola radios. This includes the training in Digital Radio Officer Priority.

Recommendation 5 – Supported 

The NSWPF THPC has considered the Coroner's recommendation and will be recommending to the SPMC to include appropriate wording under the relevant section of the pursuit guidelines at the next Safe Driving Policy Review.

Recommendation 6 – Supported 

This recommendation has been considered and is broadly supported. It will be further considered at the next Safe Driving Policy Review. 
Recommendation 7 – Supported in principle

NSWPF is considering the most suitable platform for the instruction to be delivered. The use of non-police vehicles (recommendation 6 above) is being considered in the current Safe Driving Policy Review. If amendments are made to the Safe Driving Policy, Police Driver Training material is updated accordingly.

	FUTURE – Next response
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	Jodi PEARSON

2016/57662


	1 March 2019

Coroner’s Court of NSW, Newcastle

Magistrate Robert Stone, Deputy State Coroner


	A. The date of death was on 19 February 2016; 

B. The time of death was 4.15pm; 

C. The place of death was John Hunter Hospital Newcastle; 

D. The cause of death was hypoxic encephalopathy and aspiration pneumonia and antecedent causes were aspiration of gastric contents following gastroscopy procedure. 

E. Manner of death: Jodie Ann Pearson died accidentally after a gastroscopy procedure was commenced that should not have taken place arising from a communication failure to inform the surgeon that new information was available.
	Hunter New England Local Health District
	That the policy now in place at Belmont District Hospital in its Clinical Handover from Day Surgery Nurse to Anaesthetic Nurse in Belmont Hospital Perioperative Unit policy be accepted and incorporated to apply to all Hospitals within the District and that consideration is given to ensure that the policy document identifies the particular staff member who will have responsibility for each assigned task. 


	By letter dated 25 September 2020, the Ministry for Health and Medical Research wrote to the Attorney General to advise the following: 

On 2 December 2019 Hunter New England Local Health District issued the district wide policy compliance procedure ‘Clinical Handover from Admission Unit to Procedure Area’. This procedure sets out the expectations in relation to clinical handover of patients from admission units to the procedural environment to ensure timely and structured sharing of all clinical information, including new clinical information bought into the hospital by the patient, family or carer. 

The procedure reinforced the NSW Health Policy Directive PD2019_020 ‘Clinical Handover; which was published in June 2019. This is a state wide policy which aims to enhance patient safety by ensuring systems and processes are in place to provide a consistent approach to clinical handover. The policy outlines key principles designed to guide and direct NSW Health staff to implement a minimum standard for conducting patient care handovers. The policy requests patients and family/carers are engaged as key participants during clinical handover. 

I trust that this responses confirms NSW Health’s commitment to a process of continuous improvement and delivering safe and high quality care to all patients across the NSW health system.

	FUTURE – Next response
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	Alan Bugden and Amaru Bestrin
2015/239954

2016/382203
	Hearing: 19 June 2018, 25 October 2018, 21-23 October 2019
Findings: 17 December 2019
Coroner’s Court, Lidcombe
Magistrate Harriet Grahame, Deputy State Coroner
	Alan Bugden

died on 14 August 2015

at Royal North Shore Hospital, St Leonards, NSW. He died of a pulmonary thromboembolism after suffering a stroke on 10 August 2015.

He died having collapsed in a hospital toilet. He was not located for many hours.

Amaru Bestrin died on 19 December 2016 at Liverpool Hospital, Liverpool NSW. He died from combined drug and alcohol toxicity. He died having collapsed in a hospital toilet. He was not located for many hours.
	NSW Health & Liverpool Hospital 
	1.That NSW Health create a central register of incidents of death or collapse in publicly accessible and clinical toilets (based on data to be requested from each Local Health District) which includes details regarding:

a. the cause of medical problem underlying the collapse or death;

b. the layout and structure of the toilet, including information regarding

i.whether the toilet is a SOPAT or part of a bank of toilets;

ii.design of door (does it swing outwards e.g.)

iii.location of toilet;

iv.any technological alert systems present in toilet.
c.time frame prior to discovery;
d.the time when the last clean/ check of the toilet was undertaken;
e. the relevant cleaning policy applicable to the toilet in question and the level of compliance with the relevant cleaning policy on the day of the incident and in the most recent three monthly audit (in accordance with NSW Guideline GL2019_005, section 5)
2.That Liverpool Hospital create a central register of incidents of death or collapse in publicly accessible and clinical toilets which includes details regarding:

a. the cause of medical problem underlying collapse or death;

b. the layout and structure of the toilet, including information regarding

i. whether the toilet is a SOPAT or part of a bank of toilets;

ii. the design of the door (does its wing outwards e.g.)

iii. location of toilet;

iv. any technological alert systems present in toilet.

c. time frame prior to discovery;

d. the time when the last clean/ check of the toilet was undertaken;

e. the relevant cleaning policy applicable to the toilet in question and the level of compliance with the relevant cleaning policy on the day of the incident and in the most recent three monthly audit (in accordance with NSW GuidelineGL2019_005, section 5);

3.That Liverpool Hospital notify General Health Services, the manager of General Services, the General Manager of Drug Health Services and the Harm Reduction Manager regarding any incidents entered in the central register involving a collapse or death in a publicly accessible or clinical toilets involving drugs.

4.That Liverpool Hospital amend page 2 of the Liverpool Hospital ‘Cleaning of Public Toilets’ Policy to escalate welfare concerns to the MET team and/or clinical staff rather than Security.

5.That the NSW Department of Health conduct an annual review of the central register to determine if risk mitigation measures are warranted in particular areas.

6.That Liverpool Hospital undertake a documented internal audit of the toilet audit sheets every three months, in accordance with the NSW Guideline GL2019_005,so as to determine any areas of non-compliance with the Liverpool Hospital ‘Cleaning of Public Toilets’ Policy. That audit should include documented compliance rates.

7.That Liverpool Hospital undertake a documented external audit of its toilet audit sheets every two years.

8.That SWLHD conduct a documented internal audit of the operation of the cleaning system including recorded rates of compliance

9.That Liverpool Hospital undertake an overall risk assessment of its publicly accessible toilets, which includes consultation with cleaning and security staff, the General Manager of Drug Health Services and the Harm Reduction Manager.

10.That Liverpool Hospital undertake an immediate costing regarding the shortening of the doors to the disability toilets located on the Concourse Level near Lift B and Lift D so as to provide visibility of a potential collapse inside the toilet, in the least intrusive manner possible.

11.That Liverpool Hospital implement structural changes to the doors of the disability toilets located on the Concourse Level near Lift B and Lift D so that they open outwards.

12.That Liverpool Hospital, as a matter of urgency, undertake costings for toilets identified in the risk assessment as being ‘high risk’, in addition to the disability toilets located on the Concourse Level near Lift B and Lift D, regarding:
a. door lock timers;

b. LIDAR technology; or

c. any other technological measures that would assist in detecting a collapsed person,

and to give immediate, documented consideration to prompt installation of those measures. 

13.That Liverpool Hospital provide:
a. First Aid training to all cleaners and security staff, with a particular focus on how to respond in the event of an overdose and, at a minimum training include identifying an overdose and use of the recovery position.

b. A training package be provided to all new and existing cleaners to include:

i.a simplified summary of the Liverpool Hospital ‘Cleaning of Public Toilets’ Policy and any other LHD wide and state-wide cleaning policies that may be relevant, including but not limited to the NSW GuidelineGL2019_005;

ii. details regarding the escalation procedure if a toilet is not accessible and that the new escalation is to go to clinical staff/MET team rather than security;

iii. best practice when responding to overdoses including how to best access a locked toilet;
iv. a tests and minimum pass rate regarding the understanding of the cleaning policy; and

v. details regarding feedback and performance management should areas of non- compliance with cleaning policies arise as a result of periodic audits of cleaning sheets.

14.That Liverpool Hospital train all cleaners and security staff in the use of Naloxone nasal spray and that upon completion of the training, all cleaning and security staff are provided with Naloxone nasal spray, in order for it to be used in the event of a suspected overdose.

15.That NSW Health, in consultation with Liverpool Hospital, undertake a feasibility study regarding a supervised injecting space within the grounds of Liverpool Hospital.


	Recommendations 1, 2 & 5 – Partially Supported 
NSW Health partially supports recommendations 1, 2, and 5. The maintenance of a central register of incidents in publicly accessible toilets is supported with two qualifications. Reports of deaths in 'clinical' toilets and reports of 'collapse' in publicly accessible toilets are not supported. All deaths in publicly accessible NSW Health toilets will be included in the central register. 

In line with the NSW Health Incident Management Policy (PD2020_020), all incidents of death in publicly accessible toilets are notifiable to the NSW Ministry of Health via a reportable incident brief and in the incident management system. The existing incident management system, ims+, will act as the central register for NSW Health and Liverpool Hospital, in support of recommendations 1 and 2. 

To ensure the incident information recommended by the Coroner is included in the central register, the Ministry of Health has developed the Reportable Death in Publicly Accessible Toilet- Central Register Form, which is issued to the notifying local health district when a death occurs. A copy of the completed form is held by the Ministry of Health and the facility, as part of each organisation's central register. 

In line with recommendation 5, the Ministry of Health reviews the central register annually on 1 August ( or next business day) at the daily Clinical Reportable Incident Briefs Huddle meeting. This responsibility has been incorporated in the meeting Terms of Reference and agreed to by all meeting members.
Recommendation 3 – Supported in Principle 
NSW Health supports recommendation 3 in principle. A structured process is in place at Liverpool Hospital to ensure incidents are escalated to the executive and the appropriate personnel. Incidents are reviewed locally on a daily basis by the Liverpool Clinical Governance Unit (CGU) and centrally by South Western Sydney Local Health District CGU. All critical incidents are reported through a structured matrix to executive staff, in line with the NSW Health Incident Management Policy (PD2020_047).
Recommendation 4 – Not Supported 

NSW Health does not support recommendation 4. The South Western Sydney Local Health District has a clearly documented and robust process for cleaning staff to escalate welfare concerns to security staff. If a cleaning staff member has welfare concerns for a person in a public toilet, the staff member must immediately radio the 24-hour Security Control Centre to request a security response within 20 minutes. If a medical emergency is suspected, security staff will immediately call the Medical Emergency Team (MET) from the Security Control Room. This is the fastest escalation pathway, as public toilets are not always located close to a landline telephone, which is needed to contact the MET. The existing process outlined South Western Sydney Local Health District and Liverpool Hospital policies is timely and practical. The South Western Sydney Local Health District does not support recommendation 4 and will maintain its existing process.
Recommendation 6 & 8 – Supported 

NSW Health supports recommendations 6 and 8. The NSW Health Public Toilet Safety Check guideline (GL2019_005) was published in 2019 in response to the deaths of Mr Sugden and Mr Bestrin to ensure robust toilet checking processes across NSW Health facilities. 

Monthly documented audits of toilet audit sheets commenced at Liverpool Hospital in January 2020. The results of these audits are reported to the Security Services Department and discussed monthly at the South Western Sydney Local Health District Service Meetings to ensure oversight recorded rates of toilet checking compliance.
The South Western Sydney Local Health District commenced quarterly documented audits of the operation of the cleaning system via the Corporate Measures system and the Quality Assessment Reporting System (QARS) in February 2020. The results from the quarterly audits are tabled at the Protecting People and Property meetings to enable oversight and escalation of risks and issues with the cleaning system.
Recommendation 7 – Supported in Principle 
NSW Health supports recommendation 7 in principle. Alternative actions have been identified to support the intent of recommendation 7. The South Western Sydney Local Health District has an Internal Audit team who undertake biennial audits of the toilet audit sheets. The audit result are reported to the Protecting People and Property meeting for oversight and escalation of any concerns. The Director of Corporate Services and the Internal Audit team analyse audit results to identify opportunities to improve compliance.
Recommendation 9 – Supported 

The South Western Sydney Local Health District completed a multidisciplinary risk assessment in line with recommendation 9. The toilets located on the Concourse Level near Lift B and D were the only high risk toilets identified. Structural changes were made to these toilets in line with recommendation 11 to improve safety.
Recommendations 10 & 11 – Supported 
NSW Heath supports recommendations 10 and 11. The South Western Sydney Local Health District modified the disability toilet doors on the Concourse Level near Lift B and D. The doors have been shortened and are now on pivot hinges so they swing both inwards and outwards.
Recommendation 12 – Supported in principle 
NSW Health supports recommendation 12 in principle. The South Western Sydney Local Health District consulted with consumers about implementing door lock timers and LIDAR technology in Liverpool Hospital toilets. Door lock timers were not supported by consumers due to privacy considerations and the potential for the door to open while a person was using the toilet LIDAR technology was investigated; however, it was found this technology is not available. No other technological options were identified in consultation with consumers. 

The South Western Sydney Local Health District has made changes to the high risk toilets near Lifts B and D as recommended. No other high risk toilets were identified in the risk assessment completed in line with recommendation 9. Although supported, the implementation of additional technologies outlined in recommendation 12 is not required. The South Western Sydney Local Health District will continue to monitor risks related to public toilets and identify areas to improve safety.
Recommendation 13 – Partially supported 

NSW Health partially supports recommendation 13. All security staff maintain a current First Aid certificate as a condition of their security licence. All security staff hold a security licence as a condition of their employment in the security industry in NSW. 

Providing First Aid training to all cleaning staff is not supported. Liverpool Hospital has a Medical Emergency Team (MET) to respond to clinical emergencies. The MET was introduced into practice at Liverpool Hospital in 1990 and is available 24 hours a day, seven days a week. If a clinical emergency arises anywhere in Liverpool Hospital, the MET can be called to attend the scene immediately. The MET can be contacted by landline telephone within the hospital. If a cleaning staff member identifies a medical emergency, they will immediately radio the Security Control Room where security staff can call the MET. The MET is a highly effective, well-established process for responding to clinical emergencies and negates the necessity for cleaning to staff to be trained in First Aid. 

Part (b) of recommendation 13 is partially supported. The South Western Sydney Local Health District has incorporated information and training outlined in part (b) in the orientation provided to all new cleaning staff. Existing cleaning staff have been kept informed of changes to policy and guidelines around toilet checks at the regular General Services staff meetings. All existing cleaning staff completed a signed undertaking acknowledging they understand their obligations under the Liverpool Hospital Public Toilet Cleaning and Safety Checks procedure (Proc2017 _003). General Services management staff are responsible for identifying and managing performance concerns as outlined in part (b ), and a defined pathway has been set out to escalate concerns to executive staff as needed. To date there have been no formal performance management processes required. 

Recommendation (b )(ii) is supported in principle. All cleaning staff are informed of the existing escalation procedure if a toilet is not accessible as part of the orientation training provided to all cleaning staff. As outlined in response to recommendation 4, Liverpool Hospital maintains the current escalation process for cleaning staff to escalate concerns to security, who will then notify the MET.
Recommendation 14 – Not supported 
Liverpool Hospital cleaning and security staff do not have the clinical expertise to identify a deteriorating patient and provide appropriate treatment. First Aid training would not enable this level of expertise. There are serious patient safety and staff liability considerations around allowing cleaning and security staff to administer Naloxone spray. 

The South Western Sydney Local Health District's existing process for escalating incidents in public toilets (as outlined in the response to recommendation 4) is appropriate to manage and respond to incidents in an effective and timely manner without the need for cleaning and security staff to work outside their scope of practice.

Recommendations 15 – Not supported 

Part 2A of the Drug Misuse and Trafficking Act 1985 (NSW) ('the Act') provides the statutory basis for the operation of a Medically Supervised Injecting Centre in NSW. Section 36A of the Act allows for only one supervised injecting facility licence to be issued for a single premises in NSW. 

In 2016, there was a statutory review of Part 2A of the Act in accordance with section 36C of the Act. The review considered whether the Act should continue to restrict the responsible authorities to the issuing of one licence in respect of only one premises. The review concluded that there was not a sufficiently established need anywhere else in NSW and did not recommend any changes. 

Consistent with the statutory review, the NSW Government will not be proposing any amendments to the Act to allow for more than one licence or more than one location
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