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CORONERS’ RECOMMENDATIONS 

AND GOVERNMENT RESPONSES - DECEMBER 2010 TO JUNE 2011

Made pursuant to section 82 of the Coroner’s Act 2009
Names of deceased included in this Report 

	AH SEE N

	DRURY JL

	McMAHON SH

	AL MAYAHI AJ 


	GROAT G 
	MacKENZIE WA

	ADAMS TJ

	GRIMMER CG
	MORRIS M
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	REN T

	CHIVAS S

	HONG AS
	ROSE K

	CLARKE HM

	KIRCHNER A
	SUPPRESSED #1

	CONYNGHAM I

	LAWLER W
	WANG Q

	COOK AND KUDRYTCH

	LOPES- KRISTEN T
	WEEKES G

	DJORDJEVIC J 


	
	


	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Ah-SEE Nathan
	Deputy State Coroner Mitchell

On 3 March 2011

At Dubbo 


	That Nathan Ah –See, born on 26 June 1989 died at 17 Swan Street Dubbo shortly before 1.40pm on 21 February 2009 of Anoxia due to hanging by way of suicide while has was suffering from a mental illness or mental disorder.
	Western NSW Local Health Network
	1. I recommend that the Western NSW Local Health Network ensure, where practical, that MHEC-RAP staff undertaking tele-psychiatry assessments have access to relevant Triage and Emergency Department medical records.

2. I recommend that the Western NSW Local Health Network review its training programs and material concerning the Mental Health Act 2007 so as to ensure compliance with the provisions of the Act, and, in particular, to ensure where practical, that all staff exercising powers or functions under the said Act are conversant with its procedures and requirements.

3. I recommend that Western Local Health Network  introduce a training program concerning mental health presentations and assessments of indigenous Australians, such training to be undertaken, where practical, by all medical and nursing staff involved in or likely to be involved in undertaking such assessments.

4. I recommend that Western NSW Local Health Network establish a formal, written protocol whereby a Medical Superintendent of a declared mental health facility may nominate an authorised medical officer for the purposes of the Mental Health Act 2007.

5. I recommend that Western NSW Local Health Network encourage Consultant Psychiatrists performing on-call duties off-site, to document information received and advice given in the course of telephone communications with clinicians regarding mental health presentations and assessments. 
	The matter has been referred to the Department of Health’s Legal and Corporate Governance Branch to coordinate a response on behalf of NSW Health. 

A letter of acknowledgement was sent on 30 May 2011.  Implementation of the Coroner’s recommendations is progressing.

	
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Asaad Jassem AL MAYAHI 
	State Coroner Mary Jerram

On 15 December 2010

At Glebe 


	I find that Assad Jassem Al Mayahi born 6 January 1967 died between 11 and 13 July 2009 at Percival Road Stanmore, his cause of death being accidental carbon monoxide poisoning after exposure to fumes from barbeque briquettes indoors. 
	Department of Finance and Services (Fair Trading Division)
	That (through its Fair Trading Division) it ensure that all barbeque charcoal briquettes whether imported, manufactured or sold in Australia, carry the following warning:

“WARNING: The burning of BBQ charcoal can give off Carbon Monoxide, which has no odour and can be lethal.  NEVER BURN CHARCOAL INDOORS OR IN VEHICLES OR TENTS. When burning BBQ charcoal, ensure BBQ area is well ventilated. Keep out of the reach of children. Please take care when burning”. 

And further considers the utility of extending this Warning requirement to portable barbeques.   


	Mr M Coutts-Trotter, Director General, Department of Finance and Services, on 18 May 2011 responded as follows:

“As you may be aware, the Commonwealth, through the Australian Competition and Consumer Commission (ACCC) has sole responsibility for the introduction of product safety regulations under the Australian Consumer Law which commenced on 1 January 2011.

Accordingly, NSW Fair Trading has brought the Coroner’s recommendation to the attention of the Commonwealth and other states and territories. In response, the ACCC has created a project to consider the development of an information standard for warnings to be placed on charcoal briquettes and portable gas barbeques.

After this project is completed I will write to you again to advise you of the outcome.”

On 19 July 2011, the Director General of the NSW Department of Finance and Services, Mr M Coutts-Trotter, advised:

“NSW Fair Trading has noted the Coroner’s Recommendation calling for the introduction of labelling of barbeque charcoal briquettes warning users of the danger of using them in confined spaces.  Fair Trading intends to thoroughly assess the safety concerns raised. The assessment will include consultation with the Commonwealth Government and other states and territories to promote a co-ordinated and national outcome on this important finding”.  

	FUTURE – Next response
	


TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding
	Recommendations made to:
	Recommendations
	Response

	Trudie Jeanette ADAMS 
	Deputy State Coroner Mitchell

On 1 April 2011

At Glebe 


	I find that on the balance or probabilities,  Trudie Jeanette Adams, who was born on 19 September 1959, died shortly after 12.30 am on Sunday 25 June 1978 in or near the northern beaches area of Sydney or in the surrounding bushland as a result of a criminal act or acts by a person or persons unknown.
	Commissioner of Police
	I refer the case to the Commissioner of Police for further investigation in accordance with the cold cases protocol.
	On 26 July 2011, the Commissioner of Police, Commissioner AP Scipione APM advised:

“This was has already been investigated by the Unsolved Homicide Team, in fact it was they who prepared the brief of evidence and took this matter to the Coroner’s Court.  Pending any new information, the case has been finalised without any person being charged.”

	FUTURE – Next response
	


TOP
	Name of Deceased
	Coroner 
	Finding
	Recommendations made to:
	Recommendations
	Response

	Dianne 

BRIMBLE 
	Deputy State Coroner Milledge 


	I find that Dianne Brimble died on 24 September 2002 in cabin D182, P&O Vessel ‘Pacific Sky’ 100 nautical miles of the coast of Crescent Head, NSW Australia. 

The cause of death was the effects of gamma hydroxybutyrate. 

The manner of death is the administration of that drug by a known person. 
	Australian Federal, State and Territory Police Commissioners
	[The full Coronial Recommendations to both State and Commonwealth agencies, and background comments, can be read here.]

I recommend that the Federal, State and Territory Police Commissioners devise, in consultation with each other, firm guidelines clearly setting out the geographical jurisdiction of each investigative agency.

The Coroners of each State and Territory should be consulted to ensure the requirements of their respective Coroner’s Acts are not overlooked, particularly when dealing with the Coroner’s ability to deal with persons who have died or suspected to have died outside the jurisdictional limits of the Commonwealth. 
	NSW Commissioner of Police, A Scipione APM on 1 March 2011:

“The first part of the recommendation has been addressed by the National Protocol for the Reporting of Crimes at Sea, which was endorsed by the NSW Police Force on 29 April 2010. All other Australian police jurisdictions have endorsed the protocol. 

In relation to the second part of the recommendation, the NSW Police Force is unaware of what steps the NSW Coroner has taken to bring this part of the recommendation to the attention of the Commissioners of the other Australian Police agencies.

However the NSW Police Force maintains long standing liaison arrangements with the NSW State Coroner to discuss issues of mutual interest, which may from time to time include those of the type arising in this inquest.”

	
	
	
	
	I recommend that the Federal, State and Territory Police Commissioners devise, in consultation with each other, firm guidelines clearly setting out the

geographical jurisdiction of each investigative agency.

The Coroners of each State and Territory should be consulted to ensure the requirements of their respective Coroners Acts are not overlooked particularly when dealing with the Coroner’s ability to deal with persons who have died, or suspected to have died outside the jurisdictional limits of the Commonwealth.
	On 23 June 2011 the NSW State Coroner’s Court advised:

“The State Coroner was aware of the recommendation made by Magistrate Milledge and had previously considered it. Section 8 of the Coroners Act 2009 provides that the Coroner has jurisdiction concerning a death if there is a sufficient connection with NSW. In the case of Mrs Brimble, as she departed from Sydney, her death was reportable to the NSW State Coroner. It is our understanding that each State and Territory has similar provisions within its respective Coroners Acts to allow for those deaths that do not occur within the jurisdictional limits of the Commonwealth to be reported to their respective State or Territory. As such the State Coroner is of the view that the recommendation  did not require any further consideration.

There have been no incidents of deaths to our knowledge that may have raised this issue and certainly in the case of Mrs Brimble there was no impediment whatsoever to having her death reported to the NSW State Coroner.”


	
	
	
	Commonwealth Health and NSW Health
	That Commonwealth and NSW Health establish a committee to set ‘best practice’ guidelines for the preservation of bodies requiring examination ‘post mortem’ where the death occurs outside the jurisdiction limits of the State, Territories and Commonwealth.
	On 9 March 2011 the former NSW Minister for Health wrote to the State Coroner and advised that such a recommendation is not a matter for the NSW Department of Health. 

Such a recommendation should more appropriately be directed to the Commonwealth Attorney-General and the Commonwealth Minister for Health and Ageing.   Whilst the establishment of such a Committee and the development of the said guidelines falls within Commonwealth responsibility, NSW Health or forensic pathologists would be pleased to assist and contribute in the development of the guidelines and participate on the Committee as required.



	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Harmony BRYANT   


	Deputy State Coroner MacPherson

On 1 April 2011

At Wauchope
	That Harmony Bryant died on 19 September 2003 at Royal North Shore Hospital of complications associated with burns received at Bonny Hills on 16 August 2003 at the hands of a person or persons unknown. 
	Commissioner of Police 
	1. I recommend that consideration be given to seeking approval from the Government of NSW to post a reward of $250,000 to be paid to any person or persons who provide evidence that may lead to the arrest and conviction of any person or persons responsible for the death of Harmony Bryant.

2. I direct the at the death of Harmony Bryant be referred to Cold Cases at the State Crime Command, Homicide Squad.
	The recommendation is under consideration by the NSW Police Force and further advice will be provided in due course to the NSW Attorney General.

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Scott

CHIVAS


	State Coroner

Jerram 

On 12 May 2011

At Glebe 
	That Scott Chivas died on 6 October 2008 at St Vincent’s Hospital, Darlinghurst, Sydney, of blunt force head injuries sustained after colliding as a pedestrian with a vehicle on Market Street Sydney 
	Sydney City Council and 

Minister for Police 
	That consideration be given to a further educational campaign to raise the awareness of pedestrians in the Sydney CBD of the dangers of ignoring traffic lights and regulations. 
	On 23 June 2011 the Minister for Police and Emergency Services the Hon Michael Gallacher MLC advised as follows: 

“ Magistrate Jerram’s findings included two recommendations for me, one of which may be more appropriately referred to the Minister for Roads and Ports for response, as it pertains to an educational campaign for pedestrians. 

Recommendation 1 proposes that, in conjunction with the City of Sydney, ‘consideration is given to a further educational campaign to raise the awareness of pedestrians in the Sydney CBD to the dangers of ignoring traffic lights and regulations’. 

The NSW Police Force is responsible for the enforcement of road safety legislation but advises that the Roads and Traffic Authority (RTA) is the key agency responsible for road safety education.

Therefore, in accordance with Premier’s Memorandum 2009-12, I have referred Recommendation 1 to the Minister for Roads and Ports and have advised the Registrar of the State Coroner’s Court.”

	
	
	
	Minister for Police 
	That the Crash Investigation Unit comply with the requirements of the Police Force Handbook in attending when requested, every vehicular accident in the Sydney Business Centre involving a death, including that of a pedestrian, regardless of the preliminary assessment of fault made by the officers on the scene. 
	On 23 June 2011 the Minister for Police and Emergency Services the Hon Michael Gallacher MLC advised as follows:

“I will respond in due course to Recommendation 2, which pertains to the Crash Investigation Unit of the NSW Police Force”.

	FUTURE – Next response
	



TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Heidi Maree CLARKE  


	Deputy State Coroner Dillon

1 April 2011

At Wagga Wagga 
	That Heidi Maree Clark-Lewis died on 30 April 2009 at Wagga Wagga Base Hospital NSW as a result of a massive intra-abdominal haemorrhage caused by injuries to her right common iliac artery and vein during a laparoscopic salpingectomy for an ectopic pregnancy.
	Minister for Health
	I recommend that NSW Health undertake a feasibility study of the costs and benefits of introducing electronic recording of surgical procedures conducted in NSW Hospitals. 
	The matter has been referred to the Department of Health’s Legal and Corporate Governance Branch to coordinate a response on behalf of NSW Health. 

Letter of acknowledgement to the State Coroner was sent on 11 May 2011. 



	
	
	
	Director of Medical Services, Murrumbidgee Local Health Network
	(i) I recommend that the service consider adopting or incorporating in its protocol “communication with family and relatives in Ors” a checklist of the type proposed by Ms Tracy Collins in this Inquest.

(ii)  I also recommend to the Director that the Local Health Network review its current on-call procedures for clinicians within its jurisdiction.
	

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Iris CONYNGHAM 


	 Deputy Coroner Forbes 

On 18 and  19 May 2011

At Glebe 
	I find that Iris Conyngham died at the Royal North Shore Hospital, St Leonards New South Wales on 15 October 2009 as a result of a traumatic subarachnoid haemorrhage and an acute and chronic subdural haematoma as the result of a fall.
	Nurse and Midwives Registration Board 
	I recommend that the Board review the professionalism of the care that Sister L Pederson have to Iris Conyngham on 14 October 2009.
	Awaited 

	
	
	
	
	
	

	FUTURE – Next response
	Recommendations were also made to the Commonwealth Department of Health and Ageing


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Melissa COOK and John KUDRYTCH


	Deputy State Coroner Mitchell

On 20 April 2011

At Glebe 
	I find that Melissa COOK (born 11 March 1979) died at 19.40 hours on 16 December 2008 at Liverpool Hospital Liverpool NSW, as a result of a gunshot wound to the abdomen, sustained when her husband John Kudrytch shot her at her place o0f work at about 16.16 hours that day.

I find that John KUDRYTCH (born 22 September 1969) died sometime after 16.16 hours and before 20.37 hours on 16 December 2008, at 127 Pine Road Casula NSW as a result of a wound to the head caused by a gunshot wound fired by him with the intention of taking his own life.  
	Commissioner of Police 
	I recommend that consideration be given to introducing a system whereby an automatic ‘out of office’ response is generated and sent whenever a direction or command is sent electronically to a police officer who is absent from his or her post and is, thus, unable to receive the same, or else to the steps which might be taken to ensure that a response indicating that police officer’s unavailability is otherwise made, or that such police officer is covered during his/her absence by another police officer capable of responding to the direction or command. 
	The recommendation is under consideration by the NSW Police Force and further advice will be provided in due course to the NSW Attorney General.

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Jasmina 

DJORDJEVIC 


	Deputy State Coroner Ian GUY

At Wollongong 

23 June 2011 
	Mrs Jasmina Djordjevic died on 14 May 2008 at Wollongong Hospital New South Wales from hypoxic brain injury as a result of a cardiac arrest due to positional asphyxia from the manner of her restraint following the ingestion of a caustic substance. 
	Minister for Health, NSW Department of Health 
	[That] A review is conducted on a statewide basis of the hospital directive ‘Seclusion Practices in Psychiatric Facilities’ with consideration given to whether there should be a direction that continuous observation of a patient occurs once a patient is placed in seclusion. 

[That] The Local Health Network consider whether the policy Patient Care Levels for Acute Mental Inpatient Units dated March 2011 should be clarified by a discrete and express statement that continuous observation of a patient occurs when a patient is placed in seclusion.

[That] A review be conducted pm a statewide basis of the policy practices involving the method of restraint throughout all Hospital Departments with consideration being given to a direction that the prone restraint method be avoided if at all possible and that there be consequent training and retraining of staff. 
	Awaited

	
	
	
	Crown Solicitor's Office 
	[That] The findings as to the manner and potential dangers of the prone method of restraint of patients are forwarded to the Australasian College for Emergency Medicine and the Royal Australian and New Zealand College for Psychiatrists for their information and consideration in the event of formulation of policy as to the preferred method of restraint. 

[That] The findings (in particular paragraphs 229 –288 of the reasons) as to the possible dangers of ingesting toothpaste are forwarded to the Department of Health for its consideration and information.

[That] The findings (in particular paragraphs 30-93 and 293 of the reasons) are forwarded to the Royal College of General Practitioners and Royal Australian College of Obstetricians and Gynaecologists for their information and possible consideration in ongoing professional development programs involving communication of a mental health diagnosis to other health professionals and awareness of the significance of mental illness in pregnant women.
	Crown Solicitor’s response awaited. 

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	James Llewellyn DRURY

Aka Veronica Maree Baxter and Telisha Drury  


	Deputy State Coroner MacMahon

On 4 April 2011

At Glebe 
	That James Llewellyn Drury (born 23 February 21975) died between 3.30pm 15 March 2009 and 6 am 16 March 2009 at the Department of Corrective Services Metropolitan Remand Centre, Silverwater. The cause of his death was asphyxiation, which occurred as a result of him hanging himself with the intention of ending his life. 
	Commissioner of Corrective Services 
	That where the ‘Knock Up’ facility is used by an inmate, such use, and the corrective services officer response thereto, be recorded and such recordings thereof be retained for an appropriate period.
	On 7 April 2011, Commissioner R Woodham PSM advised:

“The coronial findings and recommendation arising from the death in custody of inmate Drury are being considered by the Board of Management, ‘Management of Deaths in Custody Committee’ within Corrective Services NSW. 

In accordance with M2209-12, a formal response to the Coronial recommendations will be provided by Corrective Services NSW to the Attorney General within six months.

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Graham GROAT  


	Deputy State Coroner MacMahon

On 24 June  2011

At Glebe 
	Graham Groat died on 10 August 2009 at the park area off Mowbray Place Willoughby in the State of NSW. The cause of his death was hypothermia that occurred as a result of his exposure to the elements during the night of 9 August 2009.  Mr Groat also suffered a number of other significant conditions, including acute/chronic bronchitis, early bronchopneumonia, atherosclerotic cardiovascular disease and chronic alcoholism which contributed to his death but did not cause it. 
	Commissioner of Police 
	1) That NSW Police conduct a review of the NSW Police Intranet to ensure that the following information is easily available:

· The Homeless Persons Information Service Hotline

· The Access numbers for services relating to homeless persons in each Local Area Command (to be updated regularly)

· The NSW Department of Housing Protocol for the homeless in public places. 

2) That NSW Police liaise with the Homeless Persons Information Service to determine the feasibility of delivering the power-point training program developed by them to police in LAC’s ‘outside inner city’ locations.
	Awaited

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Cheryl

Gene GRIMMER 


	Deputy State Coroner Freund

On  9 May 2011

At Wollongong 
	Cheryl Gene Grimmer died some time after 7pm on 12 January 1970 after she disappeared from Fairy Meadow Beach. In relation to the manner and cause of her death I give an open finding. 
	Commissioner of Police 
	To the Unsolved Homicide Squad: That this file be referred to the Unsolved Homicide Squad.


	Awaited

	
	
	
	Minister for Police 
	That the State Government give consideration to a reward for information into her disappearance and death. 
	On 3 August 2011, the Minister for Police, the Hon Michael Gallagher MLC advised:

“The issue is now under consideration by the Unsolved Homicide Team, including the possibility of offering a reward for information.  I have asked the NSW Police Force to provide further advice on the outcome of their deliberations within the timeframe allowed by Premier’s Memorandum 2009-12” .


	FUTURE – Next response
	



TOP
	Name of Deceased & File No.
	Date,

Venue & Coroner
	Finding 
	Recommendations made to:
	Recommendations
	Response

	Caleb 

HARRIS 
	Deputy State Coroner 

Truscott 

16 December 2010

At Glebe
	That Caleb Harris died, aged 11 years, on 21 January 2010 from multiple injuries caused by a vehicle rolling backwards onto him. 
	Minister for Police/ Director General DJAG/ Director of Public Prosecutions/ CEO WorkCover 
	That the protocol between WorkCover and NSW Police, the Office of the Director of Public Prosecutions and the Department of Justice and Attorney General entitled ‘Protocol for the investigation and provision of advice in relation to workplace deaths and incidents of serious injury and prosecutions arising therefrom’ be revised as follows:

1. Broaden the scope of when the protocol will apply to include situations where the deceased or the victim is not at his or her own place of work.

2. where there is a doubt about whether a death or a serious injury is work related and a determination has been made whether or not to investigate the matter as such, NSW Police and WorkCover should implement a formal notification process to advise the deceased or victim’s family or the Coroner of the determination , setting out the reasons for such determination. 

3. Update the Protocol so it is in line with current legislation specifically the Coroner’s Act 2009. 
	Minister for Police Hon Michael Daley MP

“The Chief Executive Officer of WorkCover has written to the Director of Public Prosecutions, the Director General DJAG and the Commissioner of Police to convene a working part to consider the Coroner’s recommendations and review the Protocol. 

The NSW Police Force has referred this recommendation to the recently created Ministry for Police and Emergency Services.

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Timothy Jon HAYNES  


	Magistrate Crews as Coroner

On 8 December 2010

At Maitland
	That Timothy Jon Haynes died on 14 May 2009 at East Maitland in the State of NSW of traumatic asphyxia as the result of being buried by soil and a steel beam following the collapse of an unsupported trench wall. 
	WorkCover/ Minister with responsibility for WorkCover 
	WorkCover Inspector made recommendations to the Coroner. These were accepted by the Coroner.

To prevent this type of incident recurring, WorkCover NSW recommends that:

1. That persons undertaking

excavation work follow the Code of Practice for Excavation Work which provides guidance to prevent injury to persons engaged in excavation work.  

2.That persons undertaking excavation work ensure that there is an adequate system of shoring, benching or battering to control the risks arising from 

· The fall or dislodgement of rocks/ earth 

· The instability of the excavation or any adjoining structure

· The inrush of water

· The placement of excavated material

· Instability due to persons or plant working adjacent to the excavation

3. That persons undertaking excavation work ensure that adequate measures are taken in the immediate vicinity of excavation work so as to prevent the collapse of the work. In particular, an employer must ensure that no materials are placed, stacked or moved near the edge of excavation work so as to cause the collapse of the work. 

4. That persons undertaking excavation work control unauthorised access to the excavation by ensuring that perimeter fencing is provided. 


	Michael Daley MP, Minister for Finance (with responsibility for WorkCover) on 22 February 2011:

“I note Magistrate Crews’ findings, in her capacity as Coroner, in relation to Mr Haynes’ workplace death. I also note that her Honour adopted the four recommendations made by WorkCover following its investigation of this case. The recommendations are based on existing occupational health and safety legislative provisions and industry guidance material, which WorkCover currently administers end enforces.”

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	A Say Hong 


	Deputy State Coroner MacMahon 

On 25 February 2011

At Glebe 
	That  A Say Hong born 22 April 1951 died on 24 April 2009 in the Tasman Sea off Williams Park in North Bondi NSW. The cause of death was drowning which occurred when he was washed off a rock ledge by a wave while fishing. 
	Minister for Industry and Investment
	I recommend:

1.That research be undertaken under the authority of the Department to:

· Identify the demographic groups most at risk of drowning related to rock fishing fatalities and

· Identify and assess the effectiveness of all educations, enforcement and engineering safety methods currently used to prevent such fatalities. 

2. That the results of such research be used to develop a rock fishing safety program for NSW 
	On 22 June 2011, Dr R Sheldrake Director General, Department of Primary Industries, advised:

“A number of studies have already been completed analysing rock fishing deaths in NSW that will partially address the information needs of recommendation 1.

To address further the recommendations, the Department of Primary Industries is proposing to undertake a comprehensive review and gap analysis of existing research data in consultation with other relevant organisations. The Department will then commission further research to assess the effectiveness of current educations, enforcement and engineering safety methods available to be used in NSW to prevent fishing fatalities. 

As previously advised there are a number of complex issues associated with the potential mandate to make life jackets compulsory for rock fishers to address safety issues.  There are also a number of organisations with associated interests in rock fishing so any approach will need to be carefully developed in consultation with these organisations. 

The proposed additional research will include a detailed risk analysis of the potential advantages and disadvantages of the compulsory wearing of life jackets. This will include consideration of whether life jackets would prevent competent swimmers from swimming out of the wave impact zone including diving under waves if they did happen to fall into the water.  Surveying rock fishers and or consulting with the general public may be required.  



	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Anthony 

KIRCHNER 


	Magistrate Dr G Fleming 

On 6 August 2010

At Nowra
	I find that Anthony Kirchner died on 13 December 2008 at St George’s Basin from the effects of incineration sustained when the vehicle he was driving left the road and collided with a tree. 
	Commissioner of Police 
	I recommend the Commissioner of Police make an ex gratia payment to Margaret Kirchner to meet the expense of ensuring the complete remains of her son Anthony Kirchner are buried together at the burial site in Wreck Bay in the Jervis Bay territory.
	Commissioner Scipione APM on 7 February 2011;

“The NSW Police Force has consulted with Mrs Kirchner about arrangements to reunite her son’s remains. Wray Owen Funeral Directors will conduct a burial service, reuniting Mr Kirchner’s further remains in the original burial site. The cost has been met by the NSW Police Force”.  

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Wayne 

LAWLER 


	State Coroner Mary Jerram

On 26 May 2011

At Glebe 
	That Wayne Lawler died on 30 July 2009 at Concord Hospital of Coronary Artery Thrombosis due to Coronary Artery Atherosclerosis.
	Minister for Health
	That the Ambulance Service considers instituting, if and wherever possible, a requirement that a paramedic intern only be assigned to an ambulance unit with a fully qualified paramedic.
	Awaited

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response7

	Tekiesha 

LOPES- KRISTEN 


	Deputy State

Coroner  MacMahon 

On 21 March 2011

At Glebe 
	Tekiesha Lopes-Kristen (born 23 August 2002) died on 24 January 2009 at the Children’s Hospital at Westmead in the State of NSW. The cause of her death was Hypoxic Ischaemic Brain Injury that she suffered as a result of her submersion in a pool at 9 Boree Crescent Wattle on 22 January 2009.
	Minister for Fair Trading 
	That all retailers of inflatable or portable pools that can be set up at home for personal use and which are capable of holding water over 300mm deep be required by law to inform the purchaser thereof that the safety provisions of the Swimming Pools Act 1992 apply to such pools, and that, in particular, all such pools must be fenced. 
	 On 17 June 2011, the NSW Minister for Fair Trading the Hon Anthony Roberts MP, advised that:

“The Commonwealth, through the Australian Competition and Consumer Commission (ACCC) has sole responsibility for the introduction of product safety regulations under the Australian Consumer Law which commenced on 1 January 2011. 

The ACCC is currently considering the need for a product safety standard for inflatable and portable pools and is consulting with stakeholders, including NSW Fair Trading and other States and Territories. NSW has provided the Coroner’s recommendation as part of its input into the consultation.

After the Commonwealth project is completed I will write to you again to advise you of the outcome.”

On 19 July 2011 the Director General, Department of Finance and Services, Mr M Coutts-Trotter, advised:

“ The NSW Product Safety Committee had investigated the safety of inflatable pools in 1998 which resulted in guidelines being developed in consultation with the industry. The guidelines urged suppliers to attach warnings altering consumers to the potential for drowning and electrical accidents, the need for water purification, safe storage, and the obligation to check with their local council regarding fencing requirements for pool 300mm or more in depth. 

In late 2009 the voluntary guidelines for consumers and suppliers were updated by NSW Fair Trading.  

The Commonwealth, through the Australian Competition and Consumer Commission is currently consulting with stakeholders including NSW Fair Trading, to consider the need for a product safety standard that would require all portable swimming pools of 300mm or more in depth to have warning labels permanently attached, which would include the need for the pools to be fenced. 

In May 2011, the Commission released a draft regulatory proposal addressing the issue of warning labels for portable pools.  NSW Fair Trading is one of the stakeholders and will be making a submission supporting the proposal. 



	
	
	
	Minister for Human Services 
	That an understanding of the safety provisions of the Swimming Pools Act 1992 be included as part of the training of community service officers who undertake client home visits as part of their duties.
	On 10 June 2011, Annette Gallard, Chief Executive Officer, NSW Family and Community Services, advised as follows:

“This recommendation was made by Deputy State Coroner MacMahon on 22 March 2011. In response to this recommendation, discussions are underway between relevant Community Services branches to explore strategies to increase knowledge about the Swimming Pools Act 1992 and promote the safety of children in and around swimming pools. After these discussions have taken place Community Services will be able to provide a full update in relation to the steps taken by the agency.”

	FUTURE – Next response
	


TOP
	Name of deceased
	Coroner
	Finding
	Recommendation made to
	Recommendations
	Response

	Shayne Hamilton

McMAHON  


	Deputy State Coroner Mitchell

On December 2010

At Maitland
	That Shayne Hamilton  McMahon, who was born on 17 April 1986, died at 2.30pm on 7 April 2007 at Tweed Heads District Hospital Tweed Heads, NSW as r result of widespread hypoxic brain injury secondary to cardiac arrhythmia, ventricular fibrillation or asystole induced by an exposure to a high concentration of butane, when shortly after 11 am on 4 April 2007 he was working in the course of his employment with Smart Gas Services Pty Limited on the connection of a new gas installation at site #205 Begonia Boulevard within the North Star Holiday Resort at 1 Coast Road Hastings Point NSW.  
	Chief Executive WorkCover Authority/ Minister with responsibility for WorkCover Authority
	(a) That the WorkCover Authority of NSW issue a Safety Alert advising industry that the presence of butane in liquid petroleum gas (LPG) products has the capacity to induce a fatal cardiac rhythm ventricular fibrillation or asystole upon exposure to high concentrations of LPG, for example, upon the failure, or intentional severing, of an LPG gas supply line. 

(b) That the Coroner recommend that the WorkCover Authority of NSW issue a Safety Alert advising industry that Material Safety Data Sheets authored and/or issued with respect to LPG should include toxicological data and warnings relating to the risk of fatal cardiac arrhythmia associated with the presence of butane in LPG. 


	On 7 July 2011, the Hon Greg Pearce MLC, Minister for Finance and Services (WorkCover) advised:

“ I am advised that WorkCover is considering the recommendations and will be working with industry bodies such as LPG Australia to draft and circulate to the industry relevant safety alerts advising of the potential dangers caused by the exposure to the butane contained in liquefied petroleum gas. Pursuant to Premier’s Memorandum 2009-12, WorkCover will report on action being taken to implement the recommendations within six months of the Coronial recommendations [being made]”.

	
	
	
	Minister for Commerce and Fair Trading
	I recommend to these Ministers, in their ministerial capacities relating to the administration of the Hone Building Act 1989, that as a matter of urgency they notify all holders of contractor licences authorising the holder to contract to perform and/ or perform specialist gas fitting work as defined in that Act that the presence of butane in LPG products has the capacity to induce a fatal cardiac arrhythmia, ventricular fibrillation or asystole upon exposure to high concentrations of LPG, for example upon the failure, or intentional severing, of an LPG gas supply line. 

 
	On 19 July 2011, the Director General, NSW Finance and Services Department, Mr M Coutts-Trotter, wrote: 

“NSW Fair Trading has developed a fact sheet warning of the dangers of LPG Gas, offering advice on strategies to mitigate risk. Fair Trading is developing a communication strategy to relay this information to its licensees, favouring (for immediacy) the option of SMS and email messaging, industry journals, point of sale posters, hard copy mail and a copy of the fact sheet to accompany licence renewals. 

In relation to the development of a standard to regulate private gas distribution networks, this matter will be referred to the Department of Trade and  Investment, Regional Infrastructure and Services (DTIRIS) for consideration, as DTIRIS administers the legislation in relation to  gas networks. 

Fair Trading’s Policy Division will also be consulted to ensure a holistic approach to the regulation of the gas industry. Fair Trading became the sole regulator for to gas safety in relation to gas appliances connected to gas networks and gas bottles, gas installations and autogas on 3 September 2010.



	
	
	
	Minister for Education and Training
	I recommend to the Minister for Education and Training that as a matter of urgency the Minister direct TAFE NSW to incorporate into its learning programs including, but not limited to, Certificate III Course in Plumbing, a warning or Safety Alert that the presence of butane in LPG products has the capacity to induce a fatal cardiac arrhythmia, ventricular fibrillation or asystole upon exposure to high concentrations of LPG, for example upon the failure, or intentional severing, of an LPG gas supply line.
	Awaited

	
	
	
	Minister responsible for the WorkCover Authority of  NSW, the Minister for Energy, Minister for Commerce and the Minister for Fair Trading and the Chief Executive of WorkCover Authority
	I recommend that the Ministers and the Chief Executive Officer give urgent consideration to referring the regulation of private gas distribution networks, where those distribution networks are contained entirely, and operate solely, within the confines of private property, to the relevant officer and/or standards committee of Standards Australia with a view to the development of a standard designed to regulate the design, construction, extension and operation of such networks. 
	Awaited

	
	
	
	Commissioner of NSW Fire and Rescue
	I recommend that the Commissioner of Fire and Rescue NSW conduct a review of recording procedures relating to the keeping of records disclosing gas readings, including, but not limited to, gases detected and such other data as may be logged by gas detection units in use from time to time by Fire and Rescue NSW, with a view to ensuring that all such data obtained with respect to attendances at incidents involving serious personal injury and/or death are maintained. 
	Awaited 
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	William Alexander MacKENZIE


	Deputy State Coroner Mitchell 

On 4 March 2011

At Glebe
	I find that William MacKenzie (born 24 October 1947) died on 9 June 2008 ar 55 Moorhead Street Waterloo of multiple injuries sustained after he jumped from his 15th storey home unit at a time when he was a mentally ill person.
	South Eastern Sydney and Illawarra Shoalhaven Local Health Network 
	That the South Eastern Sydney and Illawarra Shoalhaven Local Health Network review its programs and materials concerning the Mental Health Act 2007 so as to ensure compliance with the provisions of the Act and, in particular, to ensure where practical that all staff exercising powers or functions under the said Act are conversant with its procedures and requirements. 
	The matter has been referred to the Department of Health’s Legal and Corporate Governance Branch to coordinate a response on behalf of NSW Health. 

Letter of acknowledgement to the State Coroner was sent on 22 March 2011. Implementation of the Coroner’s recommendations is progressing.
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	Michael MORRIS  
	Deputy State Coroner Dillon

On 12 May 2011

At Glebe
	That Michael Morris died on 4 May 2009 at the Nepean Hospital Penrith New South Wales as the result of an hypoxic brain injury suffered when he hanged himself in the cells of Penrith Local Court. 
	Minister for Corrective Services 
	1.That a system of monitoring prisoners on a regular basis by way of visual check be established in court cells administered by the Department of Corrective Services.

2. That the DCS consider giving in creased placement priority to prisoners in court cells who are withdrawing from drugs.

3. That the DCS review its current ‘knock up’ systems and following such a review consider installing systems or mechanisms of recording times and locations of ‘knock up’ calls from cells, including a system of recording when ‘knock up’ calls are answered, in the context of other measures designed to prisoner safety.

4. That the DCS amend the current lodgement form to require correctional officers completing the form to acknowledge reading the Custody Management Record and Prisoner/ Intoxicated Person Transfer Note received from Police Custody Managers.

5. That the DCS note or record any warnings or alerts contained on those police records on the Lodgement Form or some other appropriate DCS document.

6. That the DCS consider instituting a course of training in the recognition and basic management of prisoners withdrawing from drugs fro correctional officers located in court cells. 

7. That the DCS review its training of officers in the 24 hour court cells and implement refresher training if a need for it is identified.  
	Commissioner Ron Woodham PSM, Commissioner of Corrective Services acknowledged the recommendations on 23 May 2011.

	
	
	
	Minister for Police and Corrective Services 
	That the Police Force and the DCS develop a system or protocol for the transfer of full histories of self harm from the Police Force to the Department of Corrective Services when prisoners are transferred from Police to DCS custody.
	Awaited

	
	
	
	Minister for Health
	That NSW Health consider the undated report of Dr Hallyar received 11 March 2011 and, insofar as it is useful, review relevant Justice Health policies and procedures in the light of opinions expressed by him. 
	Awaited
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	Jonah OWENS


	Coroner Magistrate Sharon Freund
	I find that Jonah Owens died at John Hunter Hospital Newcastle on 12 December 2008 as a result of Subgaleal haemorrhage caused by position of forceps on the baby’s head together with traction and compression forced used. 
	Minister for Health
	I recommend that all women, when admitted to a birthing centre, have discussed with them the pros and cons of having a vaginal examination to evaluate to provide baseline for the progress of their labour.
	The matter has been referred to the Department of Health’s Legal and Corporate Governance Branch to coordinate a response on behalf of NSW Health. 

A letter of acknowledgement to the State Coroner was sent on 3 May 2011. Implementation of the Coroner’s recommendation is progressing.
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	Tong REN 


	Deputy State Coroner MacMahon 

On 25 February 2011

At Glebe 
	That  Tong Ren died on 25 April 2010 in the Tasman Sea off Williams Park in North Bondi NSW. The cause of death was drowning which occurred when he was washed off a rock ledge by a wave while fishing. 
	Minister for Industry and Investment
	I recommend:

1.That research be undertaken under the authority of the Department to:

· Identify the demographic groups most at risk of drowning related to rock fishing fatalities and

· Identify and assess the effectiveness of all educations, enforcement and engineering safety methods currently used to prevent such fatalities. 

2. That the results of such research be used to develop a rock fishing safety program for NSW 
	On 22 June 2011, Dr R Sheldrake Director General, Department of Primary Industries, advised:

“A number of studies have already been completed analysing rock fishing deaths in NSW that will partially address the information needs of recommendation 1.

To address further the recommendations, the Department of Primary Industries is proposing to undertake a comprehensive review and gap analysis of existing research data in consultation with other relevant organisations. The Department will then commission further research to assess the effectiveness of current educations, enforcement and engineering safety methods available to be used in NSW to prevent fishing fatalities. 

As previously advised there are a number of complex issues associated with the potential mandate to make life jackets compulsory for rock fishers to address safety issues.  There are also a number of organisations with associated interests in rock fishing so any approach will need to be carefully developed in consultation with these organisations. 

The proposed additional research will include a detailed risk analysis of the potential advantages and disadvantages of the compulsory wearing of life jackets. This will include consideration of whether life jackets would prevent competent swimmers from swimming out of the wave impact zone including diving under waves if they did happen to fall into the water.  Surveying rock fishers and or consulting with the general public may be required.  
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	Kane 

ROSE 


	Deputy State Coroner MacPherson

On 23 December 2010

At Glebe 
	Kane Rose died on 2 May 2007 at the Caritas Unit of St Vincent’s Hospital Darlinghurst NSW. The cause of death was asphyxiation by hanging, which was self inflicted with the intention of taking his own life. 
	Commissioner of Police 
	That the NSW Police Force ought develop a checklist of reports and other material that officers assigned to transport a person from a court to a mental health facility for assessment in accordance with section 33 Mental Health (Forensic Provisions) Act 1990, should obtain and deliver to the mental health facility at the time of delivering the person so transported. 
	Commissioner of Police A Scipione APM on 7 April 2011:

“The NSW Police Force does not support this recommendation.  The transport of a patient for the purposes of assessment under section 33 of the Mental Health (Forensic Provisions) Act 1990 is covered by clause 13 of the Mental Health (Forensic Provisions) Regulation 2009. It is noted that the NSW Police Force is not the sole provider of transport services but is one of a number of agencies which may be called upon by a Local Court to transport patients in section 33 matters. 

Whilst it is not disputed that relevant patient information should be provided to a mental health facility, the responsibility for assembling such information should not rest with Police, or indeed with any other agency, called upon to transport patients at the direction of the Court. 

The decision to order the mental assessment of a person under section 33 rests with a Magistrate of the Local Court. Consequently, responsibility for ensuring that all necessary information relating to the patient is passed to the receiving mental health facility should rest with the relevant Local Court.”

	
	
	
	Chief Executive of St Vincent’s Hospital 
	That the Hospital develop a risk assessment procedure whereby areas of the hospital in which persons who are identified as being at risk of self harm are located are assessed on a regular basis so that physical items that might be used as hanging points, or other dangers to patients, are identified and removed in a timely manner.  
	Awaited
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	Suppressed

#1 


	Deputy State Coroner Dillon

On 11 February 2011

At Glebe 


	That DECEASED  died on 29 August 2009 at the Gold Coast Hospital Southport Queensland as a result of a Grade 5 basal subarachnoid haemorrhage suffered during an altercation at a School on 28 August 2009.
	Minister for Education and Industrial Relations and 

Minister for WorkCover Authority 
	I recommend that the Occupational Health and Safety guidelines relating to the contents of school First Aid kits be amended to require the inclusion of mouth-to-mouth resuscitation masks. 
	On 7 July 2011 the Hon Greg Pearce MLC, Minister for Finance and Services (WorkCover) advised:

“ A new national Work Health and Safety Act will commence on 1 January 2012, at which time the current Occupational Health and Safety Act 2000 and Occupational Health and Safety Regulation 2001 will be repealed. 

In July 2008 the Council of Australian Governments formally committed to the harmonisation of work health and safety laws by signing an Intergovernmental Agreement for Regulatory and Operational Reform in Occupational Health and Safety.
The Agreement outlines the commitment of all states, territories and the Commonwealth to work together to develop and implement model work health and safety laws as the most effective way to achieve harmonisation in Australia. 

The associated national regulations are currently being drafted, including first aid provisions. As part of this process, New South Wales is bound by the Agreement, which requires a two thirds majority agreement by all states and territories when developing or amending any legislative requirements.  Current advice suggests New South Wales would not gain sufficient support from other jurisdictions to amend the regulations to align with the Deputy State Coroner’s recommendation.

WorkCover currently recommends that an ambulance should be called immediately should a person collapse, stop breathing or be seriously injured.  Only individuals who are trained to use a resuscitation mask should engage one in the event of an incident.  WorkCover would not expect that all workplace first aid kits contained a resuscitation mask. However, it would expect that each kit corresponded with the potential risk profile of the individual workplace. 

In response to the Deputy State Coroner’s finding, WorkCover will meet with the Department of Education and Communities to discuss the recommendation, appropriate emergency response procedures and the contents of first aid kits, including the suitability of resuscitation masks.  “
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	Quintan WANG 


	Deputy State Coroner MacMahon 

On 13 May 2011

At Glebe 
	That  Quintan Wang died on 15 May 2010 in the Tasman Sea off Williams Park in North Bondi NSW. The cause of death was drowning which occurred when he was washed off a rock ledge by a wave while fishing. 
	Minister for Industry and Investment
	I recommend:

1.That research be undertaken under the authority of the Department to:

· Identify the demographic groups most at risk of drowning related to rock fishing fatalities and

· Identify and assess the effectiveness of all educations, enforcement and engineering safety methods currently used to prevent such fatalities. 

2. That the results of such research be used to develop a rock fishing safety program for NSW 
	On 22 June 2011, Dr R Sheldrake Director General, Department of Primary Industries, advised:

“A number of studies have already been completed analysing rock fishing deaths in NSW that will partially address the information needs of recommendation 1.

To address further the recommendations, the Department of Primary Industries is proposing to undertake a comprehensive review and gap analysis of existing research data in consultation with other relevant organisations. The Department will then commission further research to assess the effectiveness of current educations, enforcement and engineering safety methods available to be used in NSW to prevent fishing fatalities. 

As previously advised there are a number of complex issues associated with the potential mandate to make life jackets compulsory for rock fishers to address safety issues.  There are also a number of organisations with associated interests in rock fishing so any approach will need to be carefully developed in consultation with these organisations. 

The proposed additional research will include a detailed risk analysis of the potential advantages and disadvantages of the compulsory wearing of life jackets. This will include consideration of whether life jackets would prevent competent swimmers from swimming out of the wave impact zone including diving under waves if they did happen to fall into the water.  Surveying rock fishers and or consulting with the general public may be required.  
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	Graeme John WEEKES 
	Deputy State Coroner Dillon

On 5 April 2011

At Glebe 


	I find that Graeme Weekes was murdered at Toormina NSW on the night of 12 or 13 June 1999 and died as the result of the infliction of head and chest injuries by a person or persons unknown.
	Commissioner of Police
	1. I recommend to the Commissioner of Police that this criminal investigation remains open.

2. I recommend to the Commissioner of Police that further publicity of the availability of the reward be given. 
	The recommendation is under consideration by the NSW Police Force and further advice will be provided in due course to the NSW Attorney General.
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