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Dear Attorney,

In accordance with the provisions of Section 12A(4), Coroners Act 1980, I present a written report containing a summary of the details of the deaths of persons in circumstances referred to in Section 13A.

Pursuant to Section 12A(4) the Report is required to be furnished within two months of the end of the year.  

The retirement of my Executive Officer early this year has led to a slight delay in its completion.

Under the provisions of Section 13A:

(1) A coroner who is the State Coroner or a Deputy State Coroner has jurisdiction to hold an inquest concerning the death or suspected death of a person if it appears to the coroner that the person has died or that there is reasonable cause to suspect that the person has died:

(a) While in the custody of a police officer or in other lawful custody, or while escaping or attempting to escape from the custody of a police officer or other lawful custody, or

(b) as a result of or in the course of police operations, or

(c) while in, or temporarily absent from, a detention centre within the meaning of the Children (Detention Centres Act 1987, a correctional centre within the meaning of the Crimes (Administration of Sentences) Act 1999 or a lock-up, and of which the person was an inmate, or

(d) while proceeding to an institution referred to in paragraph ©, for the purpose of being admitted as an inmate of the institution and while in the company of a police officer or other official charged with the person’s care or custody.

(2)  If jurisdiction to hold an inquest arises under both this section and section 13, an inquest is not to be held except by the State Coroner or a Deputy State Coroner.

Inquests into such deaths are mandatory and must be heard by the State Coroner, or a Deputy State Coroner.  These deaths not only include deaths of persons in the custody of the NSW Police and Department of Corrective Services, but also of those in the custody of the Department of Juvenile Justice and the Federal Department of Immigration.  Persons on home detention and on day leave from prison are considered to be subject to the legislation.

Police operations deaths can include shootings by police officers, shootings of police officers, suicide and other types of unnatural death in front of police officers and deaths occasioned during police pursuits or “urgent duty call-outs.”  These deaths are thoroughly investigated by independent police from a different Local Area Command as critical incidents.

38 cases in circumstances referred to in Section 13A were reported during 2003.

35 matters were completed by way of inquest finding, including 3 that were terminated because of person/s being charged with an indictable offence in which an issue will be that the person charged caused the death.  There are 47 outstanding matters that have been listed for hearing or are currently under investigation with hearing dates yet to be allocated.  

I hereby enclose my report for 2003 into deaths in custody/police operations deaths for your information and for the information of both Houses of Parliament.

Yours sincerely,

(John Abernethy)

NSW State Coroner,

Chambers.

Glebe.  NSW.

STATUTORY APPOINTMENTS

Under the 1993 amendments to the Coroners Act 1980, only the State Coroner or a Deputy State Coroner can preside at an inquest into a death in custody or a death in the course of police operations.  The inquests, the subject of this report, were conducted before the following Coroners:

MAGISTRATE  JOHN ABERNETHY 

New South Wales State Coroner

1965
Joined the (then) Petty Sessions Branch of the New South Wales Department of the Attorney General and of Justice

1971
Appointed Coroner for the State of New South Wales 
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Admitted as a Barrister-at-Law in the State of New South Wales

1984
Appointed a Stipendiary Magistrate for the State of New South Wales

1985
Appointed a Magistrate for the State of New South Wales under the Local Courts Act 1982

1994
Appointed New South Wales Deputy State Coroner

1996

Appointed New South Wales Senior Deputy State Coroner

2000
Appointed New South Wales State Coroner

MAGISTRATE  JACQUELINE MILLEDGE

Senior Deputy State Coroner

1996
Admitted as a Legal Practitioner of the Supreme Court of New South Wales.

1996
Appointed a Magistrate for the State of New South Wales under the Local Courts Act 1982 and Coroner.

2000

Appointed Deputy State Coroner.

2001 Appointed Senior Deputy State Coroner.

MAGISTRATE CARL MILOVANOVICH

1968
Joined the Department of the Attorney General (Petty Sessions Branch)

1976 Appointed a Coroner for the State of New South Wales.

1984
Admitted as a Solicitor of the Supreme Court of NSW

1990
Appointed a Magistrate for the State of New South under the Local Courts Act 1982.

2002
Appointed as a Deputy State Coroner.

MAGISTRATE DORELLE PINCH

1984
Admitted as a Solicitor of the Supreme Court of NSW and the High Court of Australia

1984-98
Worked as a Solicitor, principally in government legal practice

1998
Appointed as an Advocate, Crown Solicitors Office

1999
Accredited as a Specialist in Criminal Law, Law Society of NSW

2003
Appointed as a Magistrate under the Local Courts Act 1982

2003
Appointed as a Deputy State Coroner
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Introduction by the New South Wales State Coroner
What is a death in custody?
It was agreed by all mainland State and Territory governments in their responses to the Royal Commission into Aboriginal Deaths in Custody recommendations, that a definition of a death in custody should, at the least, include
:

1 the death wherever occurring of a person who is in prison custody, police custody, detention as a juvenile or detention pursuant to the (Commonwealth)

Migration Act, 1958.;

2
the death, wherever occurring, of a person whose death is caused or contributed to by traumatic injuries sustained, or by lack of proper care whilst in such custody or detention;   

3
the death, wherever occurring, of a person who died or is fatally injured in the process of police or prison officers attempting to detain that person; and

4
the death, wherever occurring, of a person who died or is fatally injured in the process of that person escaping or attempting to escape from prison custody or police custody or juvenile detention. 

Section 13A, Coroners Act expands on this definition to include circumstances where the death occurred:

1.
while temporarily absent from a detention centre, a prison or a lock-up; as well as

2.
while proceeding to a detention centre, a prison or a lock-up when in the company of a  police officer or other official charged with the person’s care or custody.

It is important to note that in respect of those cases where an inquest has yet to be heard and completed, no conclusion should be drawn that the death necessarily occurred in custody or during the course of police operations.  This is a matter for determination by the Coroner after all the evidence and submissions, from those granted leave to appear, have been presented at the inquest hearing. 

In fact, in recent years the Department of Corrective Services has been releasing prisoners from custody prior to death, in certain circumstances.  This has generally occurred where such prisoners are hospitalised and will remain hospitalised for the rest of their lives.  Whilst that is not a matter of criticism it does indicate a “technical” reduction of the actual statistics in relation to deaths in custody.  In terms of Section 13A, such prisoners are simply not “in custody” at the time of death.

Standing protocols provide that such cases are to be investigated as though the prisoners are still in custody.

What is a death as a result of or in the course of a police operation?
A death as a result of or in the course of a police operation is not defined in the Act. Following the commencement of the 1993 amendments to the Coroners Act 1980, New South Wales State Coroners Circular No. 24 contained potential scenarios that are likely deaths ‘as a result of, or in the course of, a police operation’ as referred to in Section 13A of the Act.  

The circumstances of each death will be considered in reaching a decision whether Section 13A is applicable but potential scenarios set out in the Circular were:

· any police operation calculated to apprehend a person(s);

· a police siege or a police shooting

· a high speed police motor vehicle pursuit

· an operation to contain or restrain persons

· an evacuation;

· a traffic control/enforcement;

· a road block

· execution of a writ/service of process

· any other circumstance considered applicable by the State Coroner or a Deputy State Coroner

After nine years of operation, most of the scenarios set out above have been the subject of inquests.

The Deputy State Coroners and I have tended to interpret the subsection broadly.  We have done this so that the adequacy and appropriateness of police response and police behaviour generally will be investigated where we believed this to be necessary.

It is most important that all aspects of police conduct be reviewed even though in a particular case it may be unlikely that there will be grounds for criticism of police.   It is important that the relatives of the deceased, the New South Wales Police Service and the public generally have the opportunity to become aware, as far as possible, of the circumstances surrounding the death.  

In most cases where a death has occurred as a result of or in the course of a police operation, the behaviour and conduct of police was found not to warrant criticism by the Coroners. However criticism of certain aspects were made in a number of matters, including:

1304/1999:  The Senior Deputy State Coroner noted the fact that supervising police did not recognise a police pursuit to be a Section 13A death, thus not invoking the appropriate “death in custody” protocols.  Despite this she found that pursuing police acted appropriately in the circumstances of the case;

2565/1999:  In circumstances where a serving police officer’s mental health had been markedly deteriorating over a nine month period prior to his death by drowning, the Senior Deputy State Coroner found that the NSW Police Service did not respond adequately to that deteriorating, failing to case manage him appropriately;

2092/2000 and 2093/2000:  The Senior Deputy State Coroner criticised police for the time it took them to respond to a scene after shots had been fired;

337/2001:  The Senior Deputy State Coroner criticised officers of the Queensland Police who pursued a motorist into New South Wales.  They were not Special Constables for the State of New South Wales and should not have continued the pursuit across the border.  She commented (that from a police operation perspective) ‘I have never seen a matter involving police where so many matters have gone wrong from start to finish’.

107/01: A Deputy State Coroner found that an aboriginal juvenile died following ingestion of drugs whilst on “day leave” from a detention centre.  The case was characterised by a failure by police to identify the circumstances as a death in custody; a deficiency in police protocols in relation to transportation of post mortem samples; failure to recognise aboriginality; and failure to secure physical evidence.  The Deputy State Coroner made comprehensive recommendations pursuant to section 24A to the Minister and Commissioner of Police and to the Minister and Director General of Health.

1438/01: A Deputy State Coroner found NSW Police to be deficient in relation to training in interacting with mental health consumers and that the training did not cover issues relating to the execution of warrants on mental health consumers.  In addition there were other significant deficiencies in relation to police practices to even access information recorded on the “warning” screen of the COPs system or to formulate a plan based on such warnings.  She expressed the view that the Memorandum of Understanding between Police and Health in relation to mental health consumers was deficient.  Again she made a number of important recommendations.

Details of cases 107/01 and 1438/01 are summarised elsewhere in this Report.

In the following matter, the action of a police officer was commended:

1100/2000:  The State Coroner commended two young police officers for their efforts in attempting to return a mentally ill man to hospital; he also commended the female probationary constable for her “remarkable maturity’ in saving the life of her partner.
We will continue to remind both the Police Service and the public of the high standard of investigation expected in all coronial cases.

Why is it desirable to hold inquests into deaths of persons in custody/police operations?
I agree with the answer given to that question by Mr Kevin Waller a former New South Wales State Coroner.

The answer must be that society, having effected the arrest and incarceration of persons who have seriously breached its laws, owes a duty to those persons, of ensuring that their punishment is restricted to this loss of liberty, and it is not exacerbated by ill-treatment or privation while awaiting trial or serving their sentences.  The rationale is that by making mandatory a full and public inquiry into deaths in prisons and police cells the government provides a positive incentive to custodians to treat their prisoners in a humane fashion, and satisfies the community that deaths in such places are properly investigated
.

I agree also with Mr.Waller that:

In the public mind, a death in custody differs from other deaths in a number of significant ways.  The first major difference is that when somebody dies in custody, the shift in responsibility moves away from the individual towards the institution.  When the death is by deliberate self-harm, the responsibility is seen to rest largely with the institution.  By contrast, a civilian death or even a suicide is largely viewed as an event pertaining to an individual.  The focus there is far more upon the individual and that individual’s pre-morbid state.  It is entirely proper that any death in custody, from whatever cause, must be meticulously examined
,
New South Wales coronial protocol for deaths in custody/police operations
Immediately a death in custody/police operation occurs anywhere in New South Wales, the local police are to promptly contact and inform the Duty Operations Inspector (DOI) who is situated at VKG, the police communications centre in Sydney.

The DOI is required immediately to notify the State Coroner or a Deputy, who are on call twenty-four hours a day, seven days a week.  The Coroner so informed, and with jurisdiction, will assume responsibility for the initial investigation into that death, though another Coroner may ultimately finalise the matter.  The Coroner’s supervisory role of the investigations is a critical part of any coronial inquiry.

The DOI is also required promptly to notify the Commander of the State Coroner’s Support Section, a small team of police officers who are directly responsible to the State Coroner for the performance of their duties.

Upon notification by the DOI, the State Coroner or a Deputy State Coroner will give directions that experienced detectives from the Crime Scene Unit (officers of the Physical Evidence Section), other relevant police and a coronial medical officer or a forensic pathologist attend the scene of the death.  The Coroner will check to ensure that arrangements have been made to notify the relatives and, if necessary, the deceased’s legal representatives.  Where aboriginality is identified the Aboriginal Legal Service is contacted.     

Wherever possible the body, if already declared deceased, remains in situ until the arrival of the Crime Scene Unit and the coronial medical officer or the forensic pathologist. A member of the Coroner’s Support Section must attend the scene that day if the death occurred within the Sydney Metropolitan area and, when practicable, if a death has occurred in a country district.  The Support Group Officer must also ensure that a thorough investigation is carried out.  He or she will continue to liaise with the Coroner and with the police investigators during the course of the investigation.  

The Coroner, if warranted, should inspect the death scene shortly after death has occurred, prior to the commencement of the inquest hearing, or during it.  If the State Coroner or one of the Deputy State Coroners is unable to attend a death in custody/police operations occurring in a country area, the State Coroner may request the local coroner in the particular district, and the local coronial medical officer to attend the scene.

A high standard of investigation is expected in all coronial cases.  All investigations into a death in custody/police operation are approached on the basis that the death may be a homicide.  Suicide is never presumed.

In cases involving the police
When informed of a death involving the NSW Police, as in the case of a death in police custody or a death in the course of police operations, the State Coroner or the Deputy State Coroners may request the Crown Solicitor of New South Wales to instruct independent Counsel to assist the Coroner with the investigations into the death.  This course of action is considered necessary to ensure that justice is done and seen to be done.

In these situations Counsel (in consultation with the Coroner having jurisdiction) will give attention to the investigations being carried out, oversee the preparation of the brief of evidence, review the conduct of the investigation, confer with relatives of the deceased and witnesses and, in due course, appear at the mandatory inquest as Counsel assisting the Coroner.  Counsel will ensure that all relevant evidence is brought to the attention of the Coroner and is appropriately tested so as to enable the Coroner to make a proper finding and appropriate recommendations.

Prior to the inquest hearing, conferences will often take place between the Coroner, Counsel assisting, legal representatives for any interested party, and relatives so as to ensure that all relevant issues have been addressed.

In respect of all identified Section 13A deaths, post mortem examinations are conducted by experienced forensic pathologists at Glebe, Westmead or Newcastle.

Responsibility of the coroner

Section 22, Coroners  Act 1980 provides:

(1)  The Coroner holding an inquest concerning the death or suspected death of a person shall at its conclusion …. record in writing his or her findings …. as to whether the person died, and if so:

(a) the person’s identity,

(b) the date and place of the person’s death, and

(c) except in the case of an inquest continued or terminated under section 19, the manner and cause of the person’s death.

In general terms Section 19 provides:

1. if it appears to the Coroner that a person has been charged with an indictable offence or the coroner forms the opinion that evidence given in an inquest is capable of satisfying a jury that a person has committed an indictable offence and that there is a reasonable prospect of a jury convicting the person of the offence; and 

2. the indictable offence is one in which the question whether the known person caused the death is in issue the Coroner must terminate the inquest. 

The inquest is terminated after taking evidence to establish the death, the identification of the deceased, and the date and place of death. The Coroner then forwards to the Director of Public Prosecutions a transcript of the evidence given at the inquest together with a statement signed by the Coroner, specifying the name of the known person and particulars of the offence.

An inquest is an inquiry by a public official into the circumstances of a particular death.  Coroners are concerned not only with how the deceased died but also with why.

Deaths in custody are personal tragedies and have attracted much public attention in recent years.  A Coroner inquiring into a death in custody is required to investigate not only the cause and circumstances of the death but also the quality of care, treatment and supervision of the deceased prior to death, and whether custodial officers observed all relevant policies and instructions (so far as regards a possible link with the death).

The role of the coronial inquiry has undergone an expansion in recent years.  At one time its main task was to investigate whether a suicide might have been caused by ill treatment or privation within the correctional centre.  Now the Coroner will examine the system for improvements in management, or in physical surroundings which may reduce the risk of suicide in the future.  Similarly in relation to police operations and other forms of detention the Coroner will investigate the appropriateness of actions of police and officers from other agency and review standard operating procedures.

In other words, the Coroner will critically examine each case with a view to identifying whether shortcomings exist and, if so, to ensure, as far as possible, that remedial action is taken.

Recommendations

The common law practice of Coroners (and their juries) adding riders to their verdicts has been given statutory authorisation in Section 22A of the Coroners Act 1980. This section indicates that public health and safety in particular are matters that should be the concern of a Coroner when making recommendations (S.22A(2)).

Any statutory Recommendations made following an inquest hearing should arise from the facts under inquiry and be designed to prevent, if possible, a recurrence of the circumstances of the death in question.  Coroners require, in due course, a reply from the person or body to whom a Recommendation is made.

Acknowledgment of receipt of the Recommendations made by a Coroner is received from Ministers of the Crown and other authorities promptly.  Some weeks are required for the inquest evidence and exhibits to be studied and consideration given to the Recommendations made by the Coroner.  A formal reply as to the outcome of those considerations is then received by the Coroner.  Recommendations arising from 7 inquests were made during 2003.

Contacts with outside agencies

During 2003 the State Coroner’s office maintained effective contact with:

the New South Wales Department of Forensic Medicine (Department of Health);

the Division of Analytical Laboratories at Lidcombe (Department of Health);

the Aboriginal Prisoners and Family Support Committee (New South Wales Attorney General’s Department);

the Aboriginal Deaths in Custody Watch Committee;

the Indigenous Social Justice Association; 

the Aboriginal Corporation Legal Service; 

the Aboriginal and Torres Strait Islander Commission; 

the Australian Institute of Criminology in Canberra; 

the Office of the State Commander New South Wales Police Service; 

the Department of Corrective Services;  and

Corrections Health.  

Close links were also maintained with Senior Coroners in all other states and territories.

OVERVIEW OF DEATHS IN CUSTODY/POLICE OPERATIONS REPORTED TO THE NEW SOUTH WALES STATE CORONER DURING 2003.

All deaths pursuant to Section 13A, Coroners Act 1980, must be investigated by the State Coroner or a Deputy State Coroner.

Deaths in custody/police operations which occurred in 2003.

There were 17 cases of deaths in custody and 21 cases of death as a result of or in the course of police operations reported to the State Coroner in 2003.  These cases have either been listed for hearing in 2003 or are still under investigation.

	Year
	Deaths in Custody
	Deaths in Police Operation
	Total

	1995
	23
	14
	37

	1996
	26
	6
	32

	1997
	41
	15
	56

	1998
	29
	9
	38

	1999
	27
	7
	34

	2000
	19
	20
	39

	2001
	21
	16
	37

	2002
	18
	17
	35

	2003
	17
	21
	38


Table 1: Deaths investigated by Coroners during 1995 to 2003

Aboriginal deaths which occurred in 2003

Of the 38 deaths reported during 2003 pursuant to Section 13A, Coroners Act 1980, 3 of the deceased were adult aboriginal males, one of whom died in custody in prison and two of whom died as a result of a police operation. 

Inquests into the deaths of 3 adult aboriginal males were heard and findings given.  A synopsis for each of these deaths is contained in this report. 

	Year
	Deaths in Custody
	Deaths in Police Operation
	Total

	1995
	7
	0
	7

	1996
	2
	0
	2

	1997
	6
	2
	8

	1998
	2
	3
	5

	1999
	3
	1
	4

	2000
	4
	1
	5

	2001
	5
	-
	5

	2002
	3
	1
	4

	2003
	1
	2
	3


Table 2: Aboriginal deaths in custody/police operations during 1995 to 2003.
Deaths investigated by the State/Deputy State Coroners during 2003.

During the year 19 “deaths in custody” cases and 16 “police operation deaths” were finalised (Appendix 1).  

Findings were recorded as to identity, date and place of death, and manner and cause of death.   No findings were entered as to the manner and cause of death in 3 cases as the inquest in each case was terminated pursuant to Section 19, Coroners Act 1980, on the basis that a known person had been charged with an indictable offence in which an issue will be that the known person caused the death.

Information relating to the 35 deaths into which inquests were held. 
Circumstances of death

Persons who died in custody:-
· 8 by taking their own life by hanging 

· 1  by accidental drug overdose

· 9 of natural causes

· 1 from stabbing 

Persons who died as a result of or in the course of police operations:-

· 5 from injuries received whilst in a vehicle being pursued by police

· 4 from self inflicted gun shot wound

· 2 from a motor vehicle accident

· 1 from stabbing

· 2 from injuries received as a result of a jump/fall

· 1 by taking their own life by hanging

· 1 from a gunshot wound inflicted by a person since deceased.

Unavoidable delays in hearing cases

The Coroner supervises the investigation of any death from start to finish.  Some delay in hearing cases is unavoidable.  There are many different reasons for delay. Seven matters from the year 2002 remain outstanding.

The view taken by the State Coroner is that deaths in custody/police operations must be fully investigated.  This will often involve a large number of witnesses being spoken to and statements being obtained.

It is settled coronial practice in New South Wales that the brief of evidence be as complete as possible before an inquest is set down for determination.  At that time a more accurate estimation can be made about the anticipated length of the case.  It has been found that an initially comprehensive investigation will lead to a substantial saving of court time in the conduct of the actual inquest.

In some cases there may be concurrent investigations taking place, for example by the New South Wales Police Service Internal Affairs Unit or the Internal Investigation Unit of the Department of Corrective Services. The results of those investigations may have to be considered by the Coroner prior to the inquest as they could raise further matters for consideration and perhaps investigation.

In some cases expert medical or other opinion may need to be obtained.  This will necessarily require the selected expert to read and assess the whole file before providing the Coroner with an independent report.

The concerns of the family and relatives of the deceased and possible other interested parties must also be fully addressed.

In the case of country deaths, delay can sometimes occur due to the unavailability of a suitable courtroom because of Supreme, District or Local Court commitments in a particular district.

Deaths occurring in police custody or during the course of police operations demand compliance by officers with the NSW Police Service Handbook as they relate to such deaths.  The Crown Solicitor instructs independent Counsel to assist with the investigation of this type of death.  The official police instructions are closely analysed by the Coroner.



SUMMARIES OF INDIVIDUAL CASES COMPLETED IN 2003.

Following are brief summaries of each of the cases of deaths in custody/police operations which were heard by the NSW State Coroner, Senior Deputy State Coroner and the Deputy State Coroners in 2003.

These summaries include a description of the circumstances surrounding the death, the Coroner’s findings and any recommendations that were made.

Further information about any of these cases can be obtained from the Executive Officer to the NSW State Coroner, State Coroner’s Office, Glebe.

2177/00
Male aged 18 years died at Tamworth Correctional Centre on 8 November 2000.  Finding handed down on 10 September 2003 at Sydney by Dorelle Pinch Deputy State Coroner

Around 3pm on 8 November, 2000 the WD, an 18 year old Aboriginal man, entered Tamworth Correctional Centre. Just before 11pm that night he was found dead, hanging by a bedsheet from a horizontal bar in his cell window. At his reception, he had been assessed as not being at risk of inflicting self- harm.

Reason for Incarceration

D had been arrested at Armidale on 7 November, 2000 and charged with:


Assault with intent to rob - s.94 Crimes Act 1900;


Aggravated assault with intent to rob - s.95(1) Crimes Act 1900;


Larceny - s.117 Crimes Act 1900; and


Carry cutting weapon upon apprehension - s.353(b) Crimes Act 1900.

At Armidale Local Court on 8 November, 2000 bail was refused and WD was remanded in custody until his next court appearance on 22 November, 2000. 

Although this was his first time in an adult prison, WD had a lengthy juvenile record dating back to 1994 and had spent time in juvenile institutions. Indeed he had been released from custody only a couple of months previously. WD had attempted to hang himself while in juvenile custody.

Brief Facts

WD entered Tamworth Correctional Centre around 3 pm on 8 November, 2000. Following reception sessions with staff both from Corrective Services and Corrections Health, he was allocated a two-out cell placement with C, another new arrival. They had known each other in juvenile custody. C came from the Cook Islands and was regarded by WD and his cousins in the juvenile institutions as one of the “brothers”.

A Correctional Officer last saw WD alive when he collected the dinner dishes from his cell about 6.15pm. WD and C talked for a while after dinner. WD was reading a journal at the time C went to sleep. C heard nothing afterwards but was awakened by a smell. He arose to use the toilet and then discovered WD hanging from the window. At 10.48pm he used the “knock up” system to alert staff who arrived quickly and commenced CPR. Shortly afterwards, ambulance officers arrived and continued the resuscitation efforts. Unfortunately, to no avail. The coroner was satisfied that the only person in the cell with WD at the time of the hanging was his cell-mate, C. The coroner was also satisfied that C was asleep at the time and had no knowledge of WD’s actions.

Post-Mortem Examination

A post-mortem examination conducted on 10 November, 2000 noted no signs of foul play. In the opinion of the forensic pathologist, WD died as a result of hanging. Fingernail scratch marks to the left side of the neck were attributed to WD’s own nails injuring the skin, possibly in an attempt to release the ligature.

Concern at time of Incarceration
On 8 November, 1994 WD had been charged with murder, armed robbery with wounding and armed robbery. As a result of his giving evidence against his co-offenders, these charges were withdrawn. WD’s solicitor at Armidale Court on 8 November, 2000 referred to her client’s concerns for his safety if his former cohorts were still in custody. Police made inquiries about the whereabouts of these men and WD was assured prior to his departure for Tamworth Correctional Centre that they were not currently in the prison system. 

Indication of Intention

WD said nothing explicitly to C to signal any suicide ideation. C gave evidence, however, that WD did appear worried when he first entered the cell but this mood appeared to pass in the course of the evening. C commented that WD seemed generally content with his life outside but he was very angry with himself for being in custody.

The coroner noted that the only physical clue as to WD’s mental state at the time he took his life was a copy of a Journal of the Institute of Criminology entitled “Current Issues in Criminal Justice” which he had been reading in his cell. The book was open on the floor of the cell at page 10 of an article on Aboriginal Deaths in Custody. Pages 6 and 7 recount the experience of a young aboriginal man who hanged himself in prison. How WD came by this journal was something of a mystery. After reviewing the possibilities, the coroner found that the most probable explanation was that it was among the reading material in his cell when WD arrived. 

The coroner further noted that the journal in itself was in no way sensational or dramatic. What was significant was the resonance it obviously struck with Wayne and the insight that this provided into his mental state just prior to his death. In her opinion, what was needed was an effective counterbalance to the influence of the article in the form of reassurance and support from someone WD respected. WD’s mother, who spoke eloquently and insightfully about her son, considered that his responses in the course of the reception process, were a cry for help. He was scared. In her opinion, he would have responded positively to reassurance from an Aboriginal elder at the time of his reception. 

The coroner heard evidence about the difficulty faced by the Department of Corrective Services in recruiting Aboriginal Liaison Officers. Evidence was also given about the difficulty of having an aboriginal person of volunteer status with an inmate in the course of the reception process. The coroner did not accept that the status quo could not be improved. She commented that if elders of the local aboriginal community were prepared to volunteer to meet with, and provide a support role, to aboriginal inmates at the time they entered the prison, then the Department should try to devise a means to make this work without prejudicing security. This did not mean that the volunteers had to be part of the formal reception process but they needed to be able to talk to the inmate at the time of his reception or as soon as possible afterwards. 

Other Issues

The other issues on which the coroner focused were:

1. Risk assessment 

2. Cell placement options 

3. Anchor points in cells

4. Supervised medication

5. Notification of families

Risk Assessment

Inmates arriving at Tamworth Correctional Centre go through two “reception” processes – one conducted by Correctional Officers and the other by nurses from Corrections Health. The coroner considered the processes in detail and then summarised the situation. Correctional Officers are not privy to an inmate’s medical history nor are they trained in suicide risk assessment. They are, therefore, reliant on the assessment and recommendations of Corrections Health nurses. 

The Nurse on duty who interviewed WD did not assess him as a suicide risk. She recommended a normal two-out cell placement for WD and referrals in future to a psychologist and chaplain. Because WD was not assessed as a suicide risk the comprehensive procedure to be followed in suicide risk cases was not triggered. Hence, the focus of the inquest was on the assessment itself.

The coroner noted that the purpose of a suicide risk assessment is to predict a person’s behaviour and, in this instance, the prediction was tragically wrong. She noted with concern that the nurse who made the assessment gave evidence that she would not have altered her assessment, even knowing the outcome. The coroner noted that the nurse was in possession of all the salient objective facts, namely:

· Aboriginal male;

· Aged 18 years;

· First time in an adult prison and feeling scared by the experience;.

· Diagnosed paranoid schizophrenic;

· Daily medication required but taken only irregularly

· Previous suicide attempt while in juvenile custody

The assessment focused on WD’s specific denials of suicide ideation at the time of the interview. The weight to be given to objective factors was left to the individual practitioner. The coroner noted that the Department of Health had recently introduced into mental hospitals in New South Wales a risk assessment process that numerically “weighted” certain factors as indicia of suicide risk. A cumulative score provided an objective risk indication of “low”, “medium” or “high”. This rating was intended to assist the individual practitioner’s clinical judgment, not replace it. The coroner saw benefits in extending such a system to the correctional setting.

Cell Placement Options at Tamworth

One of the immediate outcomes of the risk assessment process was the recommendation by Corrections Health staff as to the appropriate cell placement for the new inmate. The basic distinction at Tamworth is between a “safe” cell and a “two-out” cell. There is only one of the former. There are also two “observation” cells, which are essentially two-out cells except that the doors consist of bars rather than being solid. These cells are not under electronic observation but can be readily monitored by Corrections Officers.

The evidence in respect of Tamworth Correctional Centre was that Corrections Health staff could recommend placement options only to the safe cell or a two-out cell. The coroner considered that there was no good reason for this restriction. There would obviously be occasions when an inmate could benefit from a two-out placement yet need to be under some form of observation, albeit not the stringent surveillance of a safe cell. Whether Corrective Services could, in a practical sense, implement the recommendation in every case was no reason the recommendation should not be made if appropriate. In the coroner’s opinion, it may well have been appropriate in WD’s case. She considered that, at least, the option needed to be available for consideration by Corrections Health. 

Anchor Points in Cells

The coroner acknowledged that the basic problem was one of design and that it was nigh impossible to eliminate every anchor point in older style cell accommodation.  She accepted that the Department of Corrective Services had applied, unsuccessfully, for the massive funds which would be necessary to completely reconfigure the cells. However, she noted that, in the aftermath of WD’s death, screens had been fitted to the windows of the cells at Tamworth Correctional Centre to militate against access to cell bars as anchor points. 

Supervised Medication
WD had been diagnosed as paranoid schizophrenic. It was essential for his mental health that he continued to take his prescribed medication. Yet on his first night in custody he gave half of one of his tablets to his cell-mate and flushed the second down the toilet. What impact this had on his mental state on 8 November, 2000 cannot be assessed accurately because there was no evidence about how regularly WD had been taking his medication immediately prior to his incarceration. However, it was obviously desirable that inmates with medication took their prescribed medication. Evidence was given that there were already some instances when Corrections Officers were required to observe inmates take their tablets. The coroner could see no reason why all prescription medications for inmates diagnosed with mental illness could not be supervised in this way.

Notification of Families

WD’s mother gave evidence of the difficulties she experienced because she was not notified directly of her son’s death. She was in contact with WD but only his father, from whom she was separated, was recorded as his next of kin on the reception form. The coroner noted that where parents of an inmate were living apart, it could not be assumed that notification of one would reach the other in a timely manner. She considered that the contact details of both parents should be recorded and that both be notified as a matter of course unless the inmate specified otherwise.

Submission from Mother

The solicitor who was representing WD’s mother at the inquest specifically submitted to the coroner on her behalf that a finding of suicide by hanging was the appropriate finding.

FINDING

WD died on 8 November, 2000 at Tamworth Correctional Centre, Tamworth by hanging himself, with the intention of taking his life.

RECOMMENDATIONS

TO THE MINISTER FOR CORRECTIVE SERVICES

1.
The Department of Corrective Services contact the appropriate Aboriginal community (or communities) to ascertain whether elders or other persons of status within the community would be prepared to meet voluntarily with aboriginal inmates at the time of their reception at Tamworth Correctional Centre, or as soon as possible afterwards, for the purpose of providing reassurance and support and, if so, devise an appropriate support scheme compatible with prison security. (Initial contact with the aboriginal community could be facilitated through the legal representatives who appeared for the families in this matter)

2.
The Department of Corrective Services ensures that, where parents of an inmate are no longer living together, sufficient contact details are obtained from the inmate in respect of both parents to enable them both to be notified in the event of the inmate’s death, unless the inmate requests otherwise.

3.
The Department of Corrective Services ensures that all prescription medication for mental illness is taken under supervision.
TO THE MINISTER OF HEALTH

4. To assist nursing staff in their clinical assessments of suicide risks at the time of an inmate’s reception, Corrections Health devise an objective weighting scale, similar in accumulative style to that used in mental hospitals, for factors such as aboriginality, youth, mental illness, experience in adult correctional centres, drug usage, previous suicide attempts – particularly in custody - and any other factors identified by the Department as indicia of aboriginal deaths in custody. 

5. Nursing staff at Tamworth Correctional Centre be allowed to recommend placement of a new inmate in an Observation cell as an alternative to either a safe cell or an ordinary two-up cell.

107/01
Male aged 14 died on 7 January, 2001 at Gosford. Finding handed down at Glebe on 1 August, 2003 by Dorelle Pinch, Deputy State Coroner

Background

HB was aged 14 when he died on 7 January, 2001. He had been serving a 3 month sentence at Reiby Juvenile Detention Centre for Break, Enter and Steal, Steal Property, Common Assault, Larceny and Intimidate Police Officer. He was due for release on 6 February, 2001. Since November, 2000 HB had been domiciled in the Robinson Unit. The purpose of the Unit is to provide a therapeutic intervention program for boys under 16 who have behavioural and/or psychological problems. According to the Unit Co-ordinator, HB had been placed in the Unit because he was being bullied by older boys and, in turn, had been picking on those younger than himself. HB had been allowed overnight leave with his family on 25 December, 2000. Following the success of this visit, further leave was approved from 9am on 5 January to 6pm on 6 January, 2001. 

Family History

Prior to his stint at Reiby, HB lived with his mother, Ms.B, and his step-father, MC. Both have lengthy criminal records. HB himself had a long juvenile history. Hence, all members of the family were known to Gosford  police in a negative way. The family, for their part, were antagonistic to, and mistrustful of, local police officers. This history of ill-feeling and mistrust was an important backdrop against which the investigation of HB’s death occurred.

As far as drugs were concerned, Ms. B gave evidence that she had been a heroin user but had been on a methadone program for seven years and was not a current user in January, 2001. MC also acknowledged he had in the past been a regular heroin user but in 2001 indulged only in the occasional “hit”. Certainly drugs did not feature prominently in either of their criminal histories. 

DC had boarded with the family for some 6 months prior to HB’s admission to Reiby. He admitted to current heroin use at that time. However, the evidence from all three adults was that heroin was forbidden in the home and that DC abided by that edict. Indeed, DC candidly spoke of his use of heroin on the night of 5 January, 2001. He stated that this occurred away from the house. The evidence before the inquest, therefore, was that narcotics were neither kept nor used in the family home at that time.

Events of 5, 6 and 7 January, 2001

K, HB’s caseworker, drove HB to the family home, departing Reiby at 10.45am and arriving just prior to 1 pm. K stated that HB was excited about seeing his family. Upon arrival, K spent about 20 minutes talking to HB’s mother and step-father. During that time he noted that the house was clean and tidy. He had no qualms about leaving HB with his parents in that environment. Ms.B signed a form accepting responsibility for HB’s supervision. 

Evidence from Ms.B and C indicated that HB’s only absence from the house on 5 January was for a period of 10-15 minutes when he rode his bicycle to the local shop to purchase chips, ice cream and a drink. In her oral evidence, Ms. B stated that she had accompanied HB, walking on the footpath while he rode to and fro on the road. HB ate dinner with his family and DC. Later, he participated in a mid-evening visit from family friends. He was last seen awake by his parents around midnight as he settled down to watch television. They commented that he was a bit quieter than usual. However, he had not complained of feeling unwell and displayed no loss of appetite. It was not unusual for him to fall asleep in front of the television.

DC gave evidence that he left the house around 10.30pm with the visitors. They gave him a lift to premises where he obtained, and used, heroin. He returned to the house around 3am. There was a degree of uncertainty about whether DC let himself into the house or whether C was awakened to admit him. In any event, both men gave evidence that, at that time, HC was stretched out on a lounge chair, head in pillows, apparently asleep. The loungeroom was illuminated solely by a light in the nearby kitchen. Hence, neither C nor Mr. DC observed HB’s features in any detail. 

DC’s evidence is that he spent the night in the loungeroom, watching television before dropping off to sleep. He did not take particular notice of HB and was unable to throw further light on his condition. It was not until around 9am when first Ms. B and then  C attempted to rouse him that HB’s unconscious condition was discovered.  The coroner was satisfied that as soon as HB’s condition was discovered everyone in the house acted quickly and appropriately. Ms. B telephoned for an ambulance. C and DC commenced CPR and sustained their efforts until the ambulance officers arrived.

Those in the household recalled that three calls had been made for an ambulance. However, records presented at the inquest show only one call being received. This was not an issue into which the coroner inquired in any depth because the response time of each of three ambulance teams which attended was most prompt. The ambulance officers did everything they could to resuscitate HB. Similarly, the coroner found that every effort was made at Gosford Hospital in respect of HB’s care and treatment. HB did not respond and he died at 2.45am on 7 January, 2001.

Coronial Jurisdiction

HB’s death fell within the categories of a sudden, unusual and unnatural death – all of which enable a coroner to hold an inquest under s.13(1) of the Coroners Act 1980. It also came within the category of a “death in custody” under s.13A(1)(c) because Heath was temporarily absent from a detention centre within the meaning of  the Children (Detention Centres) Act 1987. Because of this latter categorisation, the holding of an inquest was mandatory under s.14B(1)(b) and the inquest had to be heard before either the State Coroner or a Deputy State Coroner (s13A(1)). Specific procedures are set out in Guidelines promulgated by the NSW Police Commissioner for the investigation of those matters designated as deaths in custody under the Coroners Act 1980. HB’s death was not immediately identified as a death in custody and so two distinct investigations were conducted. 

Cause of Death

A post-mortem examination was undertaken on 10 January, 2001 at Gosford Hospital. In an interim report to the coroner of that date, the forensic pathologist stated that he would not able to determine the cause of death until toxicological and histological samples had been analysed. The samples he had taken in the course of the post-mortem examination were lost in transit by TNT couriers. The blood samples taken from HB at Gosford Hospital prior to his death were destroyed in accordance with hospital protocols before they could be secured for testing for narcotics. It was necessary to exhume HB’s body on 12 September, 2001 in order to obtain further samples for toxicological analysis. That analysis disclosed the following result:


Preserved Fluid:
Alcohol: 0.100g/100ml;




Morphine: <0.5mg/L;




Codeine: <1mg/L.


Liver:

Morphine: 0.3mg/kg;




Codeine: 0.1mg/kg.

In his final post-mortem report, the forensic pathologist gave his opinion of the direct cause of HB’s death as “Acute Narcotism”. He reiterated this in oral evidence together with the following information:

a) his examination revealed no indication of physical trauma;

b) the condition of the lungs enabled him to exclude asthma as a cause of death;

c) the level of morphine was within the fatal range;

d) he would have reached this conclusion even without the “history of heroin abuse” he had been given;

e) the level of morphine in the sample could only have come from ingesting either heroin or morphine, not codeine; and

f) it is quite possible for one dose of heroin to be fatal, depending on the purity of the drug.

A consultant physician and clinical pharmacologist, gave the following expert evidence:

a) HB’s medical records at Gosford Hospital indicated that he had not received any narcotic post-admission;

b) it was impossible, without a further breakdown of the morphine metabolytes, to provide an accurate estimate of the time at which the drug was administered; however,

c) given the observations of HB by his family on 5 January, the drug would have been taken after, rather than before, 12am on 6 January; and

d) the drug administered could have been either heroin or morphine, but not codeine, because of the high reading of the sample.

Manner of Death

HB was categorised by ambulance officers, police officers, hospital staff as well as the expert medical practitioners in their reports as a “known drug user”. However, no witness at the inquest could provide any details for the foundation of this classification. Despite a lengthy record, HB’s criminal history shows only one drug related entry. According to Ms. B and C, HB had used heroin on only two occasions, at least to their knowledge. On those occasions he had injected the drug in his arm. Because of their own experience with heroin, they had attempted to discourage him from further usage. At the time of his entry to Reiby, HB admitted he had used heroin on two recent occasions. On the available evidence, the coroner found that HB was neither a regular nor a long-term narcotics user.

A baffling aspect of this case was the lack of evidence of intravenous self-administration. Ambulance officers who attended HB at his home could find no needle marks on his arms. Dr. K, who supervised HB’s treatment at Gosford Hospital, gave evidence that all of the needle marks observable on HB’s body at the post-mortem examination were in positions consistent with injection sites used during his treatment at hospital. Other means of self-administration cannot, of course, be discounted.

Police who attended the home on 7 January located two pieces of silver paper in the waste paper basket in HB’s bedroom. They did not secure this evidence because they considered that there was no substance remaining to be analysed. Microscopic examination may have revealed otherwise. The pieces of paper were mentioned in the P79A form and in three police statements in the context of a possible link to drug use. Ms. B gave evidence that they were lolly papers. The coroner stated that if an item was significant enough that she was asked to draw inferences from its discovery, then it needed to be produced as evidence.

The police search of the house on 7 January encompassed, at most, three rooms. The evidence from the attending officers is that HB’s parents expressed no objection to the search and were co-operative at that stage. Yet a thorough search of the house, which could have determined whether drugs or drug paraphernalia were present, was not undertaken.

The precise identity of the narcotic taken by HB is not known. Nor is it known how he took it. Additionally, there was no evidence about how and when he acquired it. Given the expert’s estimate of the time the drug was taken, it seems that HB waited until his parents had gone to bed. Evidence of HB’s actions and demeanour on 5 January make any deliberate overdose highly improbable. The coroner was satisfied that HB intentionally administered the narcotic to himself but that the overdose was accidental. The coroner was also satisfied that neither of his parents were aware that he had used a narcotic substance on this occasion. Further, that when they became aware of his condition they acted promptly and appropriately in getting medical assistance for him. 

Additional Issues

The coroner commented that determining the facts of this case had been made difficult because of evidentiary problems. She considered the following issues:

Misclassification of HB’s Death

Gosford police did not consider that HB’s death met the criteria of a “death in custody”. Inspector C gave evidence that he checked the relevant police policy document. It did not contain the text of s.13A(1) of the Coroners Act 1980 and the commentary did not direct his attention to the fact that “custody” included those temporarily absent from juvenile detention or correctional centres. The coroner  noted that the current policy version, while picking up on the criteria of “temporary absence” did not refer specifically to juvenile detention centres. She considered that the actual text of s.13A(1) was quite straightforward and should be reproduced in addition to any commentary.

The coroner stated that if HB’s death had been instantly recognised as a death in custody one important difference was that the post-mortem examination would have been conducted at one of the major forensic centres such as Glebe or Newcastle. This was no reflection on the post-mortem examination performed by Dr. O at Gosford which was of the highest quality. However, the systems for the retention and transportation of samples were deficient.

Police guidelines require that deaths in custody be investigated by a Critical Incident Investigation Team (CIIT) comprised of officers outside the Local Area Command in which the death occurred. The coroner considered that this would have been of considerable advantage in the present case where police interactions with, and assumptions about, the family clearly impacted on the conduct of the investigations. From the family’s perspective, their negative experiences with local police did not foster a co-operative attitude, again to the detriment of the investigations.

Adequacy of the First Police Investigation

In addition to the failure of police to secure the pieces of silver foil for testing and to conduct a thorough search of the house, none of the officers recorded details of the search or conversations with HB’s parents in their notebooks. However, the most surprising aspect of this investigation came to light when, having heard the evidence of Dr. K that he thought (erroneously as the inquest heard later from expert witnesses) that methadone may metabolise to morphine, Snr. Const. C remembered that he and the other officers had actually searched the kitchen on 7 January, 2001 and located a bottle of methadone in a brown paper bag in the refrigerator. He also recalled having a conversation about the methadone with Ms. B. Ms. B denied both these occurrences while Insp. C stated he had only a vague recollection. The third police officer could not recall the kitchen being searched.

The coroner noted that the Statements of all three officers did not mention searching the kitchen. Snr. Const. C made a similar comment in the P79A report to the coroner which he completed on the day of the search. He also commented in that report that silver foil had been found but no drugs. Snr. Const. C stated in his oral evidence that he was unaware if methadone could cause death and it was not because he thought methadone was irrelevant to the investigation that he had failed to mention finding it. Rather, he just forgot. The coroner found it incomprehensible that not one but three police officers would forget the finding of a drug on the premises. They were, after all, investigating the death, possibly from a drug overdose, of a person they considered to be a drug user. The coroner noted that it was fortunate she did not have to decide between the conflicting in order to determine the manner and cause of HB’s death. However, she pointed out that this first investigation was not to the standard expected of a coronial investigation, whether or not classified as a death in custody.

Adequacy of Second Police Investigation

Det. H was assigned to take over the investigation several weeks after HB’s death when the case was reclassified as a death in custody. The coroner noted that he did his best in difficult circumstances. However, the question remained why a detective from the same Local Area Command was placed in charge of the investigation rather than a Critical Incident Investigation Team being formed from outside that Local Area, as required under police policy guidelines. The coroner commented that one of the goals of the policy of using investigators from outside the local area was to create the perception, as well as the reality, of an impartial investigation. Unfortunately, that opportunity had been lost. 

Aboriginality

Det. H gave evidence that he was unaware of HB’s aboriginality. Yet this fact would have been available from police records as well as Juvenile Justice records. The coroner was asked by counsel for the family, to make recommendations to the Commissioner of Police to draw to the attention of police officers specific recommendations of the Royal Commission into Aboriginal Deaths in Custody. However, the issue of knowledge of those recommendations did not arise in this case because HB’s aboriginality was not recognised by the investigating officers.

Transportation of Post-Mortem Samples

The inquest heard evidence that samples collected from coronial post-mortem examinations at Gosford Hospital were transported to Sydney by TNT express courier service. The Commissioner of Police has a State-wide contract with TNT. Mr. V, from TNT, stated that his organisation has two courier systems – the ordinary express system and the “failsafe” system. The latter is more secure – about 99% - and more expensive. It is up to the customer to nominate their selection of system. In 2001, forensic samples were transported from Gosford to Sydney by the ordinary express system. this system remained unchanged at the time of inquest.

The samples taken from HB’s post-mortem examination were lost in transit to Sydney in the course of the TNT operation. This necessitated the exhumation of HB’s body some eight months after his death and a second post-mortem examination.

A review of police transportation of samples policy was undertaken by Det. Sgt. B and his recommendations were set out in a report dated 15 August, 2001. The coroner heard evidence that in the previous two months, letters had been sent to medical practitioners who perform post-mortem examinations seeking their reaction to a proposal for samples to be forwarded directly to the Division of Analytical Laboratories rather than to the Sydney Police Centre. The coroner noted that however meritorious that proposal may be, whatever problems it sought to address, did not arise in the present case. The issue of secure transportation had not been addressed by the proposal.

Retention of Post-Mortem Samples

According to Dr. O, no post-mortem samples are retained at Gosford Hospital – they are all sent for testing. This is the same throughout country NSW. Dr. Duflou, Acting Director of the Institute of Forensic Medicine at Glebe, stated that the system there was to retain one unpreserved blood sample for 10 years. He indicated that no special technology was required – just a small refrigerator. He could see no practical reason why a similar system could not operate in country hospitals, subject to financial viability. 

Retention of Antemortem Samples

Dr. K gave evidence that he had specifically alerted the laboratory at Gosford Hospital to retain HB’s antemortem samples for the coronial investigation. Some blood samples were sent to Royal Prince Alfred Hospital for testing for narcotics. The facilities to perform the test were not available and the sample was destroyed after one week in accordance with protocols. Similarly, any samples remaining at Gosford Hospital were destroyed. One sample was sent to Westmead Hospital for HIV testing. This sample was destroyed on 1 May, 2001 before police became aware of its existence. The coroner noted that even when post-mortem samples are available, the testing of antemortem samples may provide additional information for the practitioner conducting the post-mortem examination. 

Reiby Involvement

Reiby records revealed some concern on the part of staff before HB was allowed  overnight leave at Christmas 2000. However, that visit was considered a success and there was nothing to indicate to staff that an overnight stay on 5 January would be otherwise. Although there was some evidence that the family were not expecting Heath until a day later, the coroner could not see that any mix-up which may have occurred had an impact on the events of 5 and 6 January. Ms. B and C were both at home and available to provide the requisite supervision.

There is no evidence to suggest that HB was experiencing any particular difficulty at Reiby at that time. Indeed, his caseworker gave evidence that HB had appeared more settled of recent times and was looking forward to his release on 6 February.

There is no evidence that HB had used or acquired drugs while in Reiby. Certainly, the time-frame provided by expert evidence militates against any suggestion that HB had administered a fatal dose of narcotics prior to leaving Reiby or during the journey home on 5 January, 2001.

FINDING

HB died on 7 January, 2001 at Gosford Hospital of the effects of acute narcotism following the self-administration of an unascertained narcotic substance at his home, but not having the intention of taking his own life. 

RECOMMENDATIONS

TO THE MINISTER FOR HEALTH AND DIRECTOR-GENERAL NSW HEALTH

Retention of Post-Mortem Samples

The Director-General NSW Health develops protocols, applicable State-wide, in respect of blood samples taken at post-mortem examinations ordered under section 48(1) of the Coroners Act 1980 to ensure the retention of, at least, one unpreserved blood sample for a period of not less than ten years. 

Retention of Antemortem Samples

The Director-General NSW Health reviews protocols applicable in NSW hospitals for the retention of antemortem samples from those patients whose deaths are reported to the coroner to ensure that those samples are retained until the coroner indicates they are no longer required. 

TO THE MINISTER OF POLICE AND THE COMMISSIONER OF POLICE

Transportation of Samples for Analytical Testing

In respect of the transportation of samples taken for testing in the course of coronial investigation, the Commissioner of Police replaces, as soon as practicable, the use of an ordinary express courier service with a service which provides a high level of security, such as TNT Failsafe or comparable courier service.

Additionally, the Commissioner of Police reviews the policy on transporting “coronial” samples to ascertain the viability of using police officers rather than private couriers wherever possible in the State.

Police Guidelines for the Investigation of Deaths in Custody

The Commissioner of Police revises the document “Guidelines for the Investigation and Review of Deaths/Serious Injuries in Custody” to include a definitional section on “deaths in custody” in which the actual text of section 13A(1) of the Coroners Act 1980 is reproduced in addition to any explanatory notes.

Application of Police Guidelines for the Investigation of Deaths in Custody

The Commissioner of Police ensures that all cases which fall within section 13A(1) Coroners Act 1980 are investigated by a Critical Incident Investigative Team (CIIT) drawn from a Local Area Command other than that in which the incident occurred, and that a Reviewing Officer is appointed in all cases, unless an exemption in writing from the State Coroner is obtained.

Aboriginality of Deceased

The Commissioner of Police ensures that, in respect of all deaths in custody, the Local Area Commander makes immediate inquiry of the deceased’s family as to whether the deceased is an Aboriginal or Torres Strait Islander.

0129/01
Male aged 48 years died on 17 January, 2001 at Tamworth Correctional Centre. Finding handed down on 10 April, 2003 at Tamworth by Dorelle Pinch, Deputy State Coroner.

At the time of his death on 17 January, 2001 DT was an inmate at Tamworth Correctional Centre. He had been on remand at the Centre, bail refused, since 7 July, 2000 and he was due to appear at Mooree district Court on 19 February, 2001.

Manner of Death

About 10.45am on 17 January, 2001 DT joined a group of inmates for a game of touch football on the rear oval. The game was played as four per side, allowing for interchanges. Evidence from the participants indicated that because the conditions were very hot interchanges were made frequently. During his time on the field, DT was seen to be running vigorously. At about 11.10am he was observed to pitch face-forward on to the ground from a bench on which he was sitting. Despite prompt attention from other inmates, Corrections staff and ambulance officers the deceased was pronounced life extinct upon arrival at Tamworth Base Hospital at 11.55am.

Previous Medical History

DT told a fellow inmate he had suffered a mild heart attack about 3 years previously. Recorded on the medical questionnaire part of the Inmate Identification and Observation Form was the information that he underwent investigations for heart disease some 5 -10 years earlier. The Form also noted that he suffered from chest pains. However, at the time of his death the deceased was not taking any medication. Indeed, he had not seen a medical practitioner during his six months at Tamworth Correctional Centre.

Recent Symptoms of Illness

The day prior to his death, the DT had been lifting weights in the gym. He commented that he was experiencing chest pains, which he attributed to a cold. He displayed no signs of ill health playing football the next day prior to his collapse.

Stress Factors

DT had been depressed and upset when he saw his case officer in December, 2000 because his wife had been imprisoned. He was also distressed by the fact that his former wife had been murdered in late December.

Post Mortem Examination

In the opinion of the forensic pathologist who conducted the post mortem examination, the cause of death was ischaemic heart disease. He noted severe narrowing of the coronary arteries and evidence of scarring which was consistent with a previous heart attack. A toxicological examination showed that there was no alcohol or other drugs present in the deceased.

Issues

1.  The Corrections Health Form required that inmates who have symptoms or a history of heart disease be referred to the Medical Officer’s Clinic and be “actively followed up”. Yet it appeared that the only two occasions on which DT was scheduled to see the doctor coincided with his court appearances. The coroner considered it important to ascertain whether the DT had been “actively followed up” by Corrections Health and why appointments had been scheduled at times when the deceased was absent from the Centre.

2.  Section 9 of the Health Notification Form forwarded to the Department of Corrective Services stated that the deceased was to avoid exercise because of his chest pain until such time as treatment had been commenced. The coroner wished to know whether this notification alerted Corrections Officers to monitor DT’s activities and if so, what had been done.

Follow Up

The evidence disclosed that the Corrections Health nurse had not sought out DT and encouraged him to see a doctor. Indeed, the deceased had been added to the medical list for sporting injuries, not his heart condition. On those occasions when the nurse had seen Dt, however, he been reminded that he needed to moderate his physical activity because of his heart condition. The coroner did not consider that the actions of Corrections Health Staff constituted “active follow up”. Evidence presented indicated how the situation would be different in 2003:

(i)  The number of nursing hours at the Centre had effectively tripled since 2001, thus increasing the capacity for follow up.

(ii)  There is now a specific aboriginal cardio-vascular service provided to the Centre. This will assist in the follow up of aboriginal inmates.

(iii)  There is a new system whereby an inmate with a history of a particular health problem would be brought into the Clinic for regular checks until such time as he is able to see a doctor.

(iv)  Corrections Health staff can now access the Department of Corrective Service’s computerised Offender Management System at the Centre, thereby alerting them to a prisoner’s movements and enabling them to avoid conflicts in scheduling medical appointments at times of court appearances.

The coroner was satisfied that there was now that combination of services, staff and systems in place for active follow up to take place at Tamworth Correctional Centre of inmates who present on arrival with a history of health problems. She saw no need to make further recommendations about these matters.

Monitoring by Corrections Officers

Evidence was given by the Senior Assistant Superintendent at the Centre that the notation about the avoidance of physical activity on DT’s Health Notification Form was highly unusual. She explained that inmates had the right to choose to exercise and the only way this could be curtailed was for disciplinary reasons. She also pointed out that it was not practicable for Corrections Officers to be aware of the health problems of inmates. Nor was it part of their duties to monitor any recommendations about an inmate’s activities. The coroner was satisfied that the recommendation about restricting physical activity had been made to the DT himself and that is was neither practical nor desirable for Corrections Officers to assume a health monitoring role.

FINDING

DT died at Tamworth on 17 January, 2001 and the cause of his death was ischaemic heart disease.

858/01
Male aged 46 years died 17 August 2001 at MRRC Silverwater.  Finding handed down on 15 March 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

Inquest Summary. The deceased had no criminal record for matters of violence, the only matters appearing on his record where driving offences and a minor summary offence some 20 years ago.  On the 14/5/2001 he was charged under Section 27 of the Crimes Act, 1900, with Wounding with intent to Murder.  He was bail refused.  He was received at the MRRC (Silverwater) and assessed.  He did not indicate any suicidal ideation, however, was referred to a Corrections Health to see a Psychologist and was assessed as suitable for the general prison population in a two out cell.

On the 20th June, 2001, there was a self harm incident in which the deceased inflicted a number of superficial cuts to his wrists.  The injuries were minor and when seen by the Risk Assessment Intervention Team the Psychiatrist was of the view that his actions were attention seeking and not a real suicide attempt.  Following the Risk Assessment Intervention Team assessment he was taken from the safe cell and eventually placed back into the Prison population on the 23/6/2001 with a case management program.  He was seen on a further 3 occasions by a Phycologist and his remaining incarceration was uneventful until the date of his death.

It was apparent from the evidence that he had considerable family support. He received regular family visits and at no time did he indicate to his family, cell-mates or Prison Officers that he was depressed or suicidal.   On the 15th August, 2001 he appeared before the Local Court and was committed for trial in regard to the charges he was facing.   Shortly after his court appearance he expressed to his cell-mate that he was 47 years of age and that he would most likely be in Prison for 5 to 10 years, he did not however, express any suicidal thoughts.

On the morning of the 17th August, 2001, his cell-mate woke and noticed that the deceased was not in his bed.  He noticed the toilet light to be on and then found the deceased hanging from a sprinkler head.   The deceased had used a sheet which he looped over the sprinkler head and looped it under his neck.   There was no knot as such.  The Sprinkler head was of a type that was installed on the internal wall (rather than ceiling mounted).  The Sprinkler head protruded approximately 10 cm from the wall and provided a hanging point.

Evidence was given at the Inquest that the Department of Corrections had taken action to cost the removal of all sprinkler heads.   Evidence was also given that this was the first reported death by hanging using a sprinkler head as a hanging point.  The Coroner noted that while it was the practice to assess Prisoners when they first come into the Prison system, there appeared to be no system of review when their status changed in regard to their court appearance.  While in terms of Correctional Services the status of the Prisoner had not changed (he was still on remand - Bail Refused), his status had changed in the sense that he was no longer on remand to appear before the Local Court, but had been committed for Trial before the District Court.  The Coroner recommended that consideration be given to identifying these status changes as it may be crucial in re-assessing any suicidal risk when the nature and venue of the Court proceedings alter.

Finding:

The coroner found that MF died on the 17th August, 2001, at the Metropolitan Remand and Reception Centre, Silverwater, in the State of New South Wales, from hanging, self inflicted with the intention of taking his own life.

1042/01
Male aged 44 died in Royal Prince Alfred Hospital in Sydney on 14 June 2001. Finding handed down on 11 July 2003 at Batemans Bay by Dorelle Pinch, Deputy State Coroner.

Background

The catalyst for the events at David Berry Hospital on 13 June, 2001 was the break-up, some seven weeks previously, of the RL’s de-facto relationship of 26 years. Evidence provided to the inquest indicated that the relationship had been one of emotional and physical abuse by the deceased. He was also a regular user of  “speed” and cannabis which contributed to his irrational behaviour. The other important background detail was that RL owned both a .22 calibre rifle and a .22 calibre pistol.

Following the separation, RL had threatened to take his own life. He also threatened to kill his former partner, Ms M. Another threat was that he would “suicide by cop” ie. die in a shootout with police. A long rambling letter expressing suicidal and homocidal threats was found in his vehicle on 14 June, 2001.

Ms M moved from Queensland to stay with her brother at Bateman’s Bay. They travelled daily to see their father, who was terminally ill, in David Berry Hospital. Ms M received threatening telephone calls from the deceased on 12 and 13 June, 2001. He tried to convey the impression that he was still in Queensland but he was seen by Ms M and her brother driving through the local area. They immediately alerted the police.

Events of 13 June, 2001

On the afternoon of 13 June, 2001 Ms M was confronted by RL in the grounds of David Berry Hospital. He engaged her in conversation in an attempt to effect a reconciliation. At one point, he asked her to return to his vehicle with him, which was parked just outside the hospital gates. She refused. He retreated down the driveway. According to Ms. M, RL was “heavily affected by drugs” at the time of their encounter. Ms M’s brother, who had observed the encounter, telephoned Nowra Police.

The police officer who was in control of the operation was contacted initially about 3.30pm. He could not recall exactly when he contacted the State Protection Support Unit (“SPSU”). Suffice to note that because the SPSU was training in the local area SPSU officers arrived at the hospital around 4.30pm. The officer in charge had decided upon a containment and negotiation tactic. By 4.15pm a command post had been established under the viaduct in Berry Street and officers had been deployed to secure the outer perimeter of the hospital. Six SPSU officers went on site to ascertain the deceased’s whereabouts. They had barely reached the grounds when a single shot was fired.

Police officers soon located RL in the driveway outside the Palliative Care Unit. The extent of his injury was not immediately apparent. Police moved a .22 calibre pistol away from his body and placed flexicuffs on his wrists. Located near RL was .22 calibre ammunition and a folding knife. Ms M’s brother, who was an experienced ambulance officer, rendered immediate assistance. He was joined shortly afterwards by medical staff from the hospital. A doctor described RL’s condition at that time as “critical”. RL was taken initially to Shoalhaven Hospital and then airlifted to Royal Prince Alfred Hospital in Sydney. He died there at 3.15pm on 14 June, 2001.

Further Investigation

On 14 June police searched the deceased’s vehicle and located in the passenger seat a black balaclava, a roll of heavy duty tape, a pair of binoculars, four tomahawks, two machetes and four knives. In the rear of the vehicle were items of food, cartons of cigarettes and the suicide letter. The coroner considered that the evidence clearly pointed to an abduction and siege scenario which was foiled by Ms M’s refusal to accompany the deceased to his vehicle.

Issues

The coroner considered the following issues:

Police Response Time

The coroner found that a command post had been set up and the outer perimeter of the hospital secured within 45 minutes of the initial call for police assistance. SPSU officers arrived within 30 minutes of being called. This was a remarkably quick response time which was made possible because the Unit was training in the Nowra area.

Tactics

The coroner found that the containment and negotiation approach adopted by police was appropriate in the circumstances. The deceased was drugged. He was armed. He was emotionally volatile. He had previously expressed the desire to die in a shootout with police. The potential for injury to the public was high.

Effectiveness of the Operation

The coroner found that the operation was carried out most effectively.

Did police actions contribute to RL shooting himself?

The coroner formed the view that the deceased was very absorbed in his own thoughts and plans. Prior to the shooting none of his actions showed any awareness of a police presence. The coroner was satisfied that while this case was correctly categorised as a “death in the course of a police operation” because the operation had commenced prior to RL shooting himself and it was in the public interest to examine by way of inquest any police involvement in his death, nevertheless, it was clear that no police officers were anywhere near the deceased at the crucial point in time.

Assistance given in the aftermath of the shooting

The coroner was satisfied that all that could have been done for RL by way of medical assistance was done.

Counselling

The coroner noted that prompt steps had been taken by NSW Police. The former Chief Psychologist had attended the scene personally. In his evidence, Ms. M’s brother expressed appreciation for the sensitive way in which he and his sister had been treated in the aftermath of the shooting and the counselling options that had been offered to them.

FINDING

RL died in Sydney on 14 June, 2001 of a self-inflicted gunshot wound to his head.
1147/01
Male aged 36 years died 28 June 2001 at Goulburn Correctional Centre, Goulburn.  Finding handed down on 23 July 2003 at Goulburn by John Abernethy, NSW State Coroner.

Circumstances of Death.
This 36-year-old Caucasian male was heard collapsing in his “one out” cell, Number 11, X Wing, Goulburn Correctional Centre, Goulburn.  He collapsed at about 2.35 on 28th June 2001 having just completed 20 minutes of jogging with another inmate.

The family of the deceased were sceptical about the circumstances of his death and in order to satisfy them the State Coroner arranged for further investigations to take place.  In addition the family obtained a review by a leading cardiologist.

The inquest heard evidence from the prisoners, correctional officers, and Corrections Health Service nurses who were involved in assisting the deceased after his collapse.  He also heard evidence from the Forensic Pathologist who performed a post mortem examination on the body of the deceased.

By the conclusion of the inquest the family of the deceased were satisfied as to the circumstances of his death.

The State Coroner found the deceased to be well liked by prisoners and prison officers.  He was a trusted prisoner who worked in the Officers’ Mess.  

Quite simply the deceased collapsed and immediately died on entering his cell after jogging.  Prisoners and corrections officers came to his aid promptly and applied CPR.  Nurses were quickly called and attended the prisoner on arrival at his cell.  The ambulance was called and attended promptly.

An excellent and thorough brief of evidence was obtained by investigating police.

Cause of Death.

The evidence as to a sudden, natural death was overwhelming.  At post mortem the prisoner was found to have a grossly occluded (90%) left anterior descending coronary artery, an 80% occluded right coronary artery and a completely stenosed left circumflex artery.  He had recent and past heart muscle damage.

The reviewing cardiologist agreed with the findings at post mortem.

Other issues.

The NSW State Coroner found the evidence of the three prisoners (two of whom were now out of prison) to be truthful.  He also accepted the evidence of corrections officers and nurses.

All death in custody protocols were followed.

Formal Finding. 


That MF died on 28th June 2001 in Cell 11, X Wing, Goulburn Correctional Centre, Goulburn, in custody of a natural cause, ischaemic heart disease due to coronary atherosclerosis.

1259/01
Male aged 25 years died 9 December 2001 at Liverpool Hospital, Liverpool.  Finding handed down on 21 February 2003 at Moss Vale by Carl Milovanovich, Deputy State Coroner.

The deceased was a single man who resided with his parents.  On the day of his death he was seen driving his motor vehicle in a manner which prompted a member of the public to report his manner of driving to the Police. The Police had details of the registration number of the vehicle and observed the vehicle to be parked in the car park of licensed premises some hours after the initial driving complaint.  In the early hours of the next morning the Police while patrolling the car park of the licensed premises noticed the vehicle leaving the car park and followed it with the intention of stopping the vehicle for a random breath test.

The driver of the vehicle (the deceased) being the only occupant apparently noticed the Police who had activated their flashing lights and accelerated and drove in the direction of his home which was only some 3 klms away.   The Police vehicle which had activated its lights was not an authorised pursuit vehicle nor was the Police driver accredited for Police pursuits.

The Coroner found that while a pursuit in its technical terms did take place for a very short distance (less than 500 metres) the Police had decided not to pursue the vehicle and in fact had not radioed the matter to VKG.   The Coroner accepted evidence from the police and civilian witnesses that the Police Vehicle had in fact slowed down, indicating that it was no longer in “pursuit”.   The Police vehicle continued for a short distance in the direction that the deceased’s vehicle had travelled and then came upon an intersection where they found that the deceased’s vehicle had collided with a telegraph police.   Scientific evidence indicated that the deceased vehicle had struck a telegraph pole at a speed of approximately 130kph.   Ambulance and Rescue personnel were called, the deceased was conveyed to hospital where he subsequently succumbed to his injuries.   The deceased was found to have a blood alcohol level of 0.102 g/100 mil of blood.

The Coroner was satisfied that all appropriate Police protocols had been deployed and no criticisms were warranted in regard to Police action.

Findings:

That (the deceased) died on the 9th December, 2001, at Liverpool Hospital, Liverpool in the State of NSW from Haemothoraces due to a transected Thoracic Aorta, sustained earlier when the vehicle he was driving left the roadway and collided with a telegraph pole at high speed.

1438/01
Male aged 22 died in Woden Valley Hospital on 10 August, 2001. Finding handed down on 10 October, 2003 at Yass by Dorelle Pinch, Deputy State Coroner.

The deceased, TM, stabbed himself in the throat after he had been arrested by police at his home in Goulburn on 6 August, 2001.

Events of 6 August, 2001

Officers from the Target Action Group had been trying to execute three warrants on TM for the month prior to 6 August without success. They suspected he was at home but not answering the door. On this occasion the door was opened to three officers by a friend of the deceased who invited them inside. One officer attempted to handcuff TM as a precautionary measure but managed to affix the handcuff only to his right hand. When the TM sat down, purportedly to put on his shoes, he reached for a knife under the lounge and stabbed himself in the throat. The coroner found that the police officers had acted promptly and appropriately to stem the bleeding and that it was due to their efforts that the deceased survived to receive treatment in hospital.

Background

TM was a mental health consumer. He first came to the attention of the local mental health team in July, 2000. Police were called on that occasion to effect entry to his home to check on his well-being. He was diagnosed as suffering from a depressive illness. His first suicide attempt occurred in January, 2001. In mid-February, following another attempted suicide, he was taken by police to the Chisholm Ross Unit at Goulburn pursuant to section 24 of the Mental Health Act. He spent 8 days in hospital, initially as an involuntary patient and then voluntarily. It was noted on his hospital record that he wished to remain in hospital beyond the date of discharge.

Members of the local mental health team did not consider that TM’s illness had been stabilised through medication at his time of discharge. This meant that treating him in the community was more difficult. He seldom attended his General Practitioner and, without a prescription, access to medication became irregular. His social problems escalated. He depended on the mental health team for food and financial relief. TM was supposed to attend court in April, 2001 to answer criminal charges. He failed to do so and warrants were issued. After he was told that a Pre-Sentence Report recommended a period of full-time custody, he confided to his mother that he would kill himself rather than go to gaol. He became more reclusive to the extent that the only person he regularly responded to was his mother.

Members of the mental health team had twice telephoned Goulburn Police Station in April, 2001 asking to be notified when the warrants were to be executed on TM so they could attend. Theses calls were not recorded on the COPS system not were they communicated to the officers of the Target Action Group by any other means. Two of the three police officers who went to the deceased’s home on 6 August were not aware of his mental health problems although there were warnings on the COPS system that TM was mentally ill and potentially suicidal. The third officer did not share his knowledge with the others and no plan was formulated about how best to approach the deceased in light of his likely response.

Additional Relevant Facts

The coroner found that:-

· None of the police officers had received any training in interacting with mental health consumers. 
· The execution of warrants on mental health consumers was not covered in the forthcoming training package designed for police officers.
· There was no standard practice for police officers, prior to executing warrants, to either access information recorded on the “warnings” screen of the COPS system or to formulate a plan based on such warnings.
· There was nothing in the State-wide Memorandum of Understanding between NSW Police and NSW Health which dealt with interactions between the two organisations when police executed warrants on mental health consumers.
· There was no local protocol in existence between Goulburn Local Area Command and the Southern Area Health Service.
Issues

1. Appropriateness of the actions of the police officers

2. Training of police officers to interact with mental health consumers

3. Communication between mental health professionals and police officers about known, or likely, mental health consumers

4. Recording of information by police about mental health consumers 

Appropriateness of Police Actions

The coroner found that the police officers had intuitively adopted a non-aggressive approach towards the deceased for which they were praised by the TM’s friend who was present. The coroner also commended the low key approach. However, she noted that the officers did not appreciate that the very presence of police would be likely to alarm a mental health consumer like TM. They were, therefore, unprepared to counter any attempt at self-harm.

Training of Police Officers to Interact with Mental Health Consumers

The coroner indicated that one of the consequences of the deinstitutionalisation of mental health consumers was that police officers had been, and would continue to be, called upon to interact with persons with mental health problems on a daily basis in confrontational situations. They needed training. They hadn’t received any at that time. An exhibit at inquest was a video entitled “Mental Health Partnerships”. This was part of a training package to be implemented by NSW Police. The coroner commended this initiative. She noted, however, that while many difficult situations were portrayed on the video, together with helpful hints, the execution of warrants was not among them.

Communication between mental health professionals and police officers about known, or likely, mental health consumers

The coroner noted that the Memorandum of Understanding between NSW Police and NSW Health set out protocols covering many situations involving mental health consumers but the execution of warrants was not one of them. The coroner also heard evidence that while there were many local protocols in existence, the protocol between Goulburn Local Area Command and the Southern Area Health Service had not been finalised. It would be possible to include in this protocol a specific section on the communication between police and the mental health team about the execution of warrants. The coroner acknowledged that any exchange of information between the mental health team and police raised privacy issues and that it would be important to try to obtain the consent of mental health consumers to their names being given to police to record.

Recording by police of information about mental health consumers

The coroner noted that even if the messages from the mental health team had been recorded, either on the COPS system or by some other method, there was no system in place which would ensure they were accessed by the Target Action Group prior to executing any warrants. Nor did it appear to be standard procedure to formulate a plan about how best to approach a particular person in that situation based on available information about their mental health status.

FINDING

On 10 August, 2001 the TM died at Woden Valley Hospital in Canberra from a stab wound to the neck which he had self-inflicted on 6 August, 2001 at his home in Goulburn with the intention of taking his own life.

RECOMMENDATIONS

TO THE MINISTER FOR POLICE, THE MINISTER FOR HEALTH, THE NSW POLICE COMMISSIONER AND THE DIRECTOR-GENERAL OF HEALTH
1. The Memorandum of Understanding between NSW Health and NSW Police, together with local protocols, be revised to include a specific section on the execution of warrants by police officers on known, or likely, mental health consumers. That section should include the basic principle that the local mental health team be contacted by police prior to the execution of the warrant in order to obtain the latest information about the consumer’s mental health status and to provide an opportunity, if practicable, for members of the mental health team to attend with police when the warrant is executed.

2. The local protocol between Goulburn Local Area Command and the Southern Area Health Service be finalised and implemented as a matter of priority.

TO THE MINISTER FOR HEALTH AND THE DIRECTOR-GENERAL OF HEALTH

3. As a standard practice, clients of the community health teams who have been assessed as likely to harm themselves or others be approached to obtain their consent to being listed on police records as mental health consumers. Such information should then be communicated to the Local Area Command so that the client’s case manager can be contacted by police in the appropriate circumstances.

TO THE MINISTER FOR POLICE AND THE NSW POLICE COMMISSIONER

4. The Commissioner consider whether the appointment of a police officer as a designated Mental Health Officer within a Local Area Command would facilitate the communication between police and the local mental health services.

5. Training courses for police officers be reviewed to include a specific segment on the execution of warrants on mental health consumers.

6. Segments on the interactions between police, mental health consumers and mental health service providers be included as a mandatory component not only of initial police training but also of regular refresher courses.

7.
(a) Information available to police about a person’s status as a mental health consumer be recorded on the COPS system and on any other system used to record outstanding warrants;

(b) This information, together with information contained in the “warnings” screen on the COPS system, should be accessed by police prior to the execution of a warrant; and

(c) Officers should formulate a plan based on this information as to the best way to approach the mental health consumer in executing a warrant.

1614/01
Male aged 64 years died 6 September 2001 at Prince of Wales Hospital, Randwick.  Finding handed down on 26 February 2003 at Glebe by John Abernethy NSW State Coroner.

Circumstances of Death.
This man, a sentenced prisoner, had been in custody since 1997.  There were no significant health issues identified at reception into the Long Bay Complex of Prisons.

He died in the Prince of Wales Hospital, Randwick from the effects of metastatic adenocarcinoma (carcinoma of the liver).

In November 2002 he noticed a substantial loss of vision which was treated.  On 8th August 2001 he was admitted to B Ward with a history of malaise, anorexia, weight loss and right upper-quadrant abdominal pain.  He was diagnosed with liver cancer.  He was transferred to Prince of Wales Hospital on 29th August 2001, for evaluation, but due to his deteriorating condition, surgery was not considered justifiable.

He received palliative care until his death on 6th September 2001.  His condition had become acute and inoperable over a very short period.

Neither the Officer-in-Charge of the case or the State Coroner could identify any issues at inquest.

His treatment at all times was adequate.

Formal Finding. 
That ML died on 6th September 2001, in custody, in Prince of Wales Hospital, Randwick, of metastatic adenocarcinoma, a natural cause.

1880 & 1881/01
Male aged 54 years died 19 October 2001 at Lugarno.  Finding handed down on 9 September 2003 at Glebe by Jacqueline Milledge, Senior Deputy State Coroner.

This was an inquest into the homicide of MA and the suicide of her husband HA. 

H.A. had been released after being psychiatrically assessed at hospital and released on a ‘contract of safety’.  He had a history of violent behaviour towards his wife, physically and mentally abusing her.  He had earlier attempted suicide which led to him being admitted to St George Hospital. He had previously threatened to kill his wife and his mother-in-law.

On the morning of the 19 October, 2001, he shot dead his wife in the presence of their three children, then turned the gun on himself.

About five years before their deaths, they had demolished their family home and developed the property by building 4 villas on the existing site.

MA and HA lived in Villa 1, M’s mother lived in Villa 3, HA’s mother was to move into Villa 2 with Villa 4 was to be sold privately.

There had been considerable financial difficulties encountered with the project leading to legal proceedings against the builder and the bank.   

There was a history of violence in the marriage. H suffered mood swings displaying a lot of anger towards his wife. MA was abused both physically and emotionally by her husband, their eldest daughter stating her mother told her HA had said “her (that is M) and her mother deserved a bullet through the head….he wished they were dead’.

There were a number of separations and reconciliations during the course of their marriage, the last separation was 14 October 2001.

That day there was another violent incident where HA abused his wife and smashed crockery. MA and the children fled the premises and went to her mother’s villa for safety.  MA had told HA to ‘leave and never come back’. 

About 6.30am the next morning, H had collided with the wall of the villa.  He was unconscious in the drivers seat. It was later ascertained that he had overdosed. An ambulance was called and conveyed him to St George Hospital Emergency Department for medical treatment.

Dr H examined HA in the Emergency Department and it was opined that he had overdosed on sedatives.  At 5pm that day he was admitted to the renal ward, as he needed immediate medial treatment to recover from the ‘overdose’.

MA spoke to Dr H at 11am and gave her a history of HA’s rages, and the other stresses in their lives. Dr H noted “Has quite frequent rages at home. Verbally aggressive towards wife.  Yesterday was very angry and aggressive. Lots of financial stress at present”

Whilst Dr H believed HA to be too drowsy to adequately undergo a mental health assessment, at 1.30 pm she completed a Schedule 2 under Section 21 of the Mental Health Act 1990 considering him to be ‘mentally disordered’. 

By completing the Schedule 2 Form, Dr H felt there were reasonable grounds to justify a conclusion ‘that temporary care treatment or control was necessary’ ‘for (H’s) own protection from serious harm or for the protection of others from serious physical harm’. 

At 2.45pm MA spoke to social worker AK at the hospital and told her she was ‘keen to talk to the psychiatric team tomorrow’.

The next day, 16 October, Dr R, Psychiatric Registrar, spoke to HA and, whilst he was still somewhat drowsy, Dr R was able to assess his patient. He ‘upheld the schedule’ noting HA was ‘to remain in hospital, 15 minute observations’.  He completed another Form 2 (Schedule).  Dr R opined HA was ‘mentally ill’ noting ‘this man requires containment for his safety.  He needs to remain in hospital for further assessment and treatment’.
Dr R consulted with Dr S, Consultant Psychiatrist, and it was agreed that HA should be kept under visual observations every fifteen minutes pending psychiatric review the following day.

That afternoon, Dr R spoke to Mr B, HA’s treating psychologist.  Mr B had been treating HA for ‘post traumatic stress disorder’ and whilst he said HA had been intermittently lapsing in and out of major depression, there were no significant risk issues.

Dr Roberts again spoke with AH on 17 October at 9.45am .

Dr R arranged for Dr S to examine the patient later that morning. HA, at all times, was kept in the medical ward and not a Mental Health Unit.

Dr R assessed HA as an ongoing risk to himself and others and suggested hospital security to remain in the ward to ensure he didn’t abscond.

Dr R noted ‘Since the age of fifty he had “ had enough of life”.  He has done everything he wanted to do.  He did not see any prospect for the future.  He denied any deterioration in self-care, appetite or sleep.  He stated there had been no deterioration in his mood relationships or cognitive function.  On the day of his suicide he ‘just snapped’. He had had an argument with his wife and mother in law and ‘wanted to kill the bitches’. He stated words to the effect of if I indeed killed them I would have gone to prison and my children would have been placed in a home’. He had therefore decided to kill himself.  He made it clear to me that his intention was if he is not allowed to leave the hospital he would commit suicide in hospital.  He became threatening stating ‘I am trained in a mercenary army, I can make a gun from what is in my room.  I will shoot myself and take a few people with me’. Although he reported not owning a firearm, he stated he would have no trouble obtaining one.’   

Security was called by the Clinical Co-ordinator, JR, after HA became ‘increasingly agitated’. Two security officers remained in the ward until the patient had ‘calmed down’ but were needed elsewhere in the hospital as ‘there were only two of them’.

Before Dr S could assess the patient, HA left the hospital via the fire exit.  He walked out in his singlet and boxer shorts, carrying a small bag.

Hospital records note that ‘Mr A made various threats to staff in Ward 3 West against their safety and told them he had access to weapons prior to his leaving the ward.’

It is also noted that at 12.40pm ‘Kogarah Police informed to absconding and risk to his family and to himself’. RC, who made this call, also left a message for MA on her mobile phone.

A fax was also sent to Kogarah Police Station by SB stating on the fax covering sheet, ‘Staff are concerned Mr A will cause physical harm to his wife. WE CONSIDER THIS URGENT!’ The fax contained a description of Mr HA, and a request to contact SB or DM when he was located.

Police dispatched a Computerised Incident Dispatch (CIDS) message, alerting police to H being ‘at large’. The CIDS message lacked important detail found in the fax and police were not alerted to the fact that there were concerns for the welfare of his wife. Nor were the ‘contacts’ mentioned.

At 12 30pm on 17 October, Constables C and L attended Unit 1/17 Shade Place, Lugarno and spoke to AH. AH assured them he had been released by the hospital.  Cst L contacted police radio and made enquiries to ascertain if HA was indeed subject of a ‘schedule’.  No information was forthcoming and they left the villa leaving him behind with his two brothers.

At 3.10pm that afternoon, Dr R spoke to MA by phone.  His notes contains, amongst other things, ‘He made threats against her and her mother.  She is frightened of him. He has access to firearms. OWNS HANDGUNS, RIFLES. We contacted the police when he went home.  The neighbour stated that they had attended and left without him’.

At 4.30pm the Dr R telephoned the Hurstville Police Supervisor, Sergeant W, telling him Mr A was indeed a scheduled patient.  Sgt W organised the police to return to Shade Place and take HA. back to the hospital.

Dr R spoke to Dr Z, consultant psychiatrist and Dr L, psychiatric registrar, about HA.  He believed Dr S would speak to Dr Z about HA in more detail. Prior to Dr R leaving the hospital, he had attached his notes to HA’s clinical records. 

On his return to the Mental Health Unit, HA was seen by Dr L as Dr R was no longer on duty. Dr L examined HA in the presence of a member of the Acute Care Crisis Team.  His brother, BA accompanied him.  Dr L had just 10 months experience as a psychiatric registrar.

Dr L assessed HA as ‘Risks – mod-high suicide, mod-harm to others denies intent or plan’. Amongst other things his notes reflected ‘threatened to kill (wife and mother in law), but does not want to leave children alone, so decided to kill himself….has two old guns locked in his mother’s house. states they are old and can kill pigeons.  Therefore will not use them to kill himself…hopelessness’ there’s no solution’.
When it comes to considering ‘collateral history’ Dr L notes that that was ascertained through his brother BA....’would stay with mother for few days…not overly concerned about it’.
At 7.45pm Dr L telephoned the consultant psychiatrist ‘on call’, Dr Z. Dr L and Dr Z agreed with the assessment of ‘major depression without melancholia or psychosis.  Risks of suicide and harm to other were considered high.  However, community management was considered as the least restrictive option given Mr A’s willingness to be engaged at the time of the interview’.

Dr Z gave evidence that she formed the opinion that HA posed a ‘moderate’ suicide and homicide risk’.

Dr L’s evidence is that he had arranged with BA that BA would attend to the firearms, that HA would stay with his mother and that BA would assist with HA’s medication.  BA denied these arrangements were made with him and Dr L simply told him he would give HA some anti-depressants and he was free to leave.

Dr L asserts that a ‘contract of safety’ was negotiated with HA for him to be released into his brother’s care.

HA was released with a prescription for his medication, and that night he stayed at his 80 year old mother’s place.

M’s mother, believes MA was contacted by someone to say HA had been released from the hospital.

Dr L telephoned the Clinical Co-ordinator of the Acute Care Crisis Team, Ms F, and requested they follow up HA.  Ms F assessed him as a ‘high risk of harm to self and wife’.  Whilst the score on her triage form was not ‘high’, she based her assessment on the history of domestic violence.  She intended a member of the team to ring HA the next day and arrange a home visit.

On 18 October, FM rang Ms KH, ACCT, and told her of her concerns regarding MA’s safety.  Ms H rang Mr HA’s mother and she told her he was calm and settled after spending the night there. She spoke to HA who told her he did not intend taking his medication and did not want counselling.  He told her he would not be seeing his wife and children and would stay with his mother.

At 3.10pm HA attended the home of an old friend and told her he would no longer be able to help her father with his messages.  He apologised for some past behaviour and suggested she pray for him.

4.15pm MA speaks to Dr R by phone.  She tells him she is feeling unsafe and he advises her to contact police.  

That afternoon FM rings the police and speaks with Sergeant W about her concerns. She told him that Mr HA kept firearms in his house and that he had threatened his wife.  She states Sgt W replied “You expect me to put my men in danger do you?” to which she replied “Yes I do”.

Ms M states that Sgt W took down the information including Mr HA’s mother’s name and phone number.  She also gave him MA’s home phone number. Ms M asked that police investigate the matter.

Ms M had become involved in the matter when Mr AH was in the medical ward at St George Hospital.  She took note of the things Mr AH was saying and was particularly concerned for the welfare of his wife.  So much so that she liaised with Dr R and spoke with MA advising her of her options to ensure her safety. She tried to ring the Domestic Violence Liaison officer at Hurstville Police but connected only with an answering machine. 

Sergeant W’s evidence was that he accessed the police computer system but could not locate any relevant information. He stated the system indicated that HA did not have a firearm’s licence but he accessed information that said HA had been involved in a motor vehicle accident whilst driving his taxi.

Sgt W said he tried to ring the mother’s home on two occasions over the next hour and a half without success.  He said he used the computer to try and find the mother’s address for HA.

At the completion of his shift at 6pm, he gave Sergeant X the piece of paper with the phone numbers on it.  Sgt X advised his shift that there may be a problem at the A’s villa. 

At 10pm MA goes back to her home with her children.

HA has a work colleague ring his house to see if M was at home. He is told that she is.  He also gets this friend to write a note for him as his hands are ‘too shaky’.  The note is to his neighbour thanking him for lending him $20.   

At 10.30pm HA goes to another friend’s house where he tells her ‘I just feel like ending it all’.  He leaves at 11pm.

At 12.05am, 19 October, he is seen sitting in his car in the car park long after work had finished.  

It is very clear from the evidence that the killing of MA was not ‘spur of the moment’ and that it was ‘pre-meditated’.

When he arrived at his villa, he parked his car away from the premises, switched off the driveway lights and removed his shoes

HA’s release into the community in the early evening of the 17 October 2001 was obviously a critical step leading to the shooting incident.  HA had previously been assessed by Dr R as a high risk of harm to self, and Dr L also assessed him as a high risk of harm to self and a moderate to high risk of harm to others.  A review of the incident was commissioned by the hospital and Dr B in his review concluded that HA should not have been discharged.

The Coroner criticised Dr Z, the Senior Consultant Psychiatrist who was responsible for the training and development of psychiatric registrars and other mental health professionals. It was of concern that she failed to detect that procedures under the Mental Health Act had not been followed.  She had been told by Dr R that Mr HA needed to be reviewed by a psychiatrist because there was a schedule already in place. She was also not accepting of the provision in the act that the psychiatrist is to personally review the patient for assessment.

Another concern was that in her evidence she stated that Dr L was known to have ‘difficulty kind of articulating his story, one might probe more and more to get towards a management plan.’  The Coroner found Dr L extremely difficult to understand and Dr Z should have known that Dr L may have had trouble communicating with patients and their families.  Mr HA’s first language was not English nor was Dr L’s.

Further, Dr Z agreed to a management plan that gave HA’s brother a critical role in the management of HA. His brother was not a good choice as he was in denial over his brothers behaviour and did not believe HA had attempted suicide.

In her evidence Dr Z said ‘That Mr HA’s brother had arrived during the course of the interview and that he had been very supportive of Mr HA and had agreed to assist with his, some part of the supervision…  So he was going to accompany Mr HA to his mother’s place and that he would ensure that with the police’s assistance that his guns were removed and that he, what Dr L told me was that he had markedly played down Mr HA’s sort of propensity to violence.  He felt that he was quite safe’.

The brother denies he was engaged as part of the management plan.

Dr Z stated in evidence that both she and ‘Dr L agreed that Mr A  posed a moderate suicide and homicide risk …well I was certainly clear that his risk had not gone away……some of his circumstances hadn’t changed but some had, for example we had attempted to ensure that those access and means had been removed and also that his wife, who was most at risk from him had been removed from the situation.  But certainly Mr A  posed a long term risk of both aggression and self harm and Dr L was, I made Dr L quite clear about that’.

Neither she nor Dr L contacted the police to advise them that the brother would need their support in removing the firearms.  They didn’t speak to MA before the assessment was completed to gain her input and acceptance of the ‘management plan’, nor did they speak to HA’s mother to see if she agreed to him staying in her house.  All they did was engage the services of his brother who they both had identified as ‘down playing’ the situation.

Both Dr Z and Dr L were wrong in their assessment of Mr HA and his ‘risk category’, they were also wrong in judging the family accepting of the ‘management plan’.  Dr Z should have arranged HA be kept overnight to allow her personal assessment of him in accordance with the Act.

Dr L made six pages of notes relating to his assessment of his patient.  Dr L was clearly inexperienced and for that reason Dr Z should have been more ‘hands on with her assessment’ of Mr HA to support Dr ZL.

The ‘management plan’/‘contract of safety’ was a deadly failure.  As the family asked “Why was HA so dangerous on the 17th October but not on the 18th October?”

Dr R made a correct assessment of HA.  The next step is a review by a consultant psychiatrist, but that was thwarted by HA absconding.  When he was returned to the hospital only hours later, Dr L’s assessment of him was that he would be compliant with a treatment plan.  This was a man who, after a violent outburst in his home, tried to commit suicide and then ran way from his treatment. When police first caught up with him he lied to them about his release.  He gave Dr R and Dr L contradictory accounts of his access to firearms yet he was assessed as sufficiently trustworthy to engage in a ‘contract of safety’. Even on Dr Z and Dr L’s lesser category of risk ‘moderate to high suicide, moderate risk to others’, suggests he should not have been released.

Looking at the failure of the ‘management plan’, the Coroner found:

The brother was not a realistic choice for a supportive role because he was in denial.

It was HA’s wife M that should have been called on to give a ‘corroborative history’ of HA’s disposition to violence.  She had no input into the process whatsoever.

That relatives should not be expected to assume the duties an effective Mental Health System should provide.  His brother was not in a position to compel HA to take his medication. Nor have him present for counselling.

That despite him absconding from the hospital after an earlier suicide attempt, lying to police and misleading the doctors, he was relied on to fill his own prescription.  Dr B’s evidence was that any medication would not take effect under two weeks, needing four weeks to be fully beneficial.

That the guns that Dr Z and Dr L said his brother would recover were found at his mother’s house after the shootings.

HA refused to take his medication.  HA refused counselling.

And most tragically of all, he failed to keep his undertaking to stay away from his wife and children.

The ‘contract of safety’ was useless in the circumstances.

The Hospital did not have any formal scheme of ‘risk assessment’.  Dr L was not aware of any guidelines he could use for ‘risk assessment’.  Dr L relied very much on his clinical judgement in assessing HA.  The Hospital supported the system of the consultant psychiatrists being ‘on call’ on the telephone.  Dr Z was operating within Hospital policy.  Dr L was a relatively junior psychiatric registrar and the Hospital should have ensured he was properly supervised and his patients assessed personally by the psychiatrist, a clear requirement of the Act.

The New South Wales Police were also criticised by the Coroner. She found Sergeant W to be an unimpressive and untruthful witness.  He sat on his hands and did nothing when the social worker pleaded for assistance. Whilst his version of the conversation was very different from Ms M’s, the Coroner accepted the social worker’s account finding the Sergeant’s response was shameful.

Of course it cannot be said that had the police attended his mother’s address the lethal handgun would have been located. Much more should have been done in the circumstances.  The change of shift did not see any different approach by Sergeant X who had been put on notice by Dr R that there were difficulties with HA.

Whilst the Coroner found there were ‘systemic’ problems in St George Hospital’s approach to HA, it must also be recognised that there were some highly committed and caring staff in that system that clearly understood the real need to ‘treat’ Mr HA and inform, and include, his wife throughout the process.

FINDING:
That MA died on 19 October 2001 at Lugarno.  The cause of death is a single gun shot wound to the head.  The death was caused by a ‘known person’ since deceased.

I find that HA died on 19 October 2001 at Lugarno. His cause of death is a single gun shot wound to the head, self inflicted with the purpose of taking his own life.

RECOMMENDATIONS:

1.
As a matter of urgency The Centre for Mental Health and the St George Hospital review the Comprehensive Assessment form that has been developed to:

(a)
incorporate a notice about the importance of taking a detailed corroborative history from a variety of sources and include more space for that corroborative history to be recorded on the form;

(b)
incorporate a notice about the importance of explaining the patient’s condition and treatment with members of their immediate family or other carers. 

(c)
incorporate a reference to whether the patient has access to weapons such as firearms; and

(d)
incorporate a notice about the need to warn persons who may be in danger of harm (including a section which notes that those persons have been contacted).

2.
As a matter of urgency The Centre for Mental Health and the St George Hospital should implement the revised ‘Comprehensive Assessment Form’.

3.
During he implementation of the revised ‘Comprehensive Assessment Form’, the Hospital should educate staff about the principles of ‘risk assessment’ and the proper use of the form.  This should be re-inforced with staff at regular intervals as part of an ‘on going’ programme of education.

4
The Centre for Mental Health and the St George Hospital should take immediate steps to develop ‘formal guidelines’ concerning how family or friends should be engaged in providing care when a patient is released into the community.  

5.
As a matter of urgency The Centre for Mental Health and the St George Hospital should adopt the ‘Consultation Drafts’ as policies of the Hospital (or prepare its own policies based upon the ‘Consultation Drafts’) educating staff as to both the existence and content of these policies.

6.
If ‘involuntary patients’ considered ‘at risk’ but assessed as being suitable for release from hospital on the basis that the care and treatment they need (and are prepared to accept), is available in the community, the following must be ensured:

a) arrangements with the community care agencies are in place prior to a patient’s release;

b) the patient is advised in writing of the arrangements;

c) the patient acknowledges in writing that he or she is aware of the arrangements and agreed to comply with those arrangements;

d) if the patient does not comply with the arrangements, the community agency is to notify the psychiatrist on duty at the hospital immediately;

e) the mental health team is to visit the former patient within 24 hours of such notification to assess whether the former patient needs to be involuntary detained again to receive the care and treatment he or she requires.

7.
The Centre for Mental Health and the St George Hospital should adopt a policy that the determination of the original mental health assessment (eg by the  mental health worker, Registrar, consultant psychiatrist) recommending admission and ongoing assessment and treatment, should not be reversed without consultation with them. 

8.
As a matter of urgency The Centre for Mental Health and the St George Hospital should develop a protocol to ensure that should a patient be assessed as ‘presenting a risk to others’ or has ‘threatened others’, those persons should be contacted by the Hospital and be informed of the nature of the risks and of the threats made.

9.
The Minister for Health revise the Mental Health Act to allow ‘involuntary’ patients to be detained in general medical settings.

10.
That the Centre for Mental Health ensures that the steps set out in Section 32 of the Mental Health Act 1990 are strictly followed so that an involuntary patient must be examined personally be a psychiatrist, not a ‘psychiatric registrar’, in order to be released. This examination must be conducted in person.
11. 
The Centre for Mental Health and the St George Hospital should distribute current copies of the Mental Health Act Guidebook to all staff members who have dealings with suspected ‘mentally ill persons’ or ‘mentally disordered’ persons.

12.
As a matter of urgency, the Centre for Mental Health and the St George Hospital should develop formal guidelines to instruct ‘on call’ consultant psychiatrists to ensure they personally examine patients. These guidelines should state that where the consultant psychiatrist cannot personally examine the patient as the guidelines state, then the patient should he detained in the Hospital until the personal examination is undertaken.

13.
The Centre for Mental Health abolish the practice of  “contracts of safety’’. 

14.
The Centre for Mental Health and the St George Hospital should adopt a policy that patients who are to be detained under the Mental Health Act 1900 with mental health issues should be transferred to the Mental Health Unit as soon as any underlying medical condition has stabilized.

15.
That the New South Wales Commissioner of  Police ensure that  where threats of violence to any person have been brought to the attention of police,  the ‘threat’ should always be included in the Computer Incident Dispatch Systems (CIDS).

16.
That the New South Wales Commissioner of Police ensure CIDS messages include the names and contact numbers of people who provide any information to ensure police can verify it should the need arise.
17.
The Centre for Mental Health, the St George Hospital and the New South Wales Commissioner of Police, develop detailed protocols to ensure that single-point communication should occur through the police ‘duty officer’. It is to be stressed that it is the responsibility of those working within the Mental Health Service to liaise with the police ‘duty officer’ when necessary.  The protocols developed should state that staff at the Hospitals should always follow up their telephone calls to the police point of contact by confirming the message by ‘fax’.

18.
The Coroner’s findings and recommendations be forwarded to the Mental Health Sentinel Events Review Committee.

1931/01
Male aged 21 years died 25 October 2001 at Orange.  Finding handed down on 15 May 2003 at Glebe by Dorelle Pinch, Deputy State Coroner.

At 9.45pm the deceased was a pillion passenger riding a trail bike with no headlights illuminated traveling at speed on Woodward Road, Orange.  Police in a Highway Patrol initiated a pursuit of the trail bike.  Due to excessive speed the trail bike left the roadway and then impacted with a tree.

Following receipt of advice that persons had been charged with Indictable Offences, the Inquest in this matter was terminated by the Deputy State Coroner on 15 May 2003.

2090/01
Male aged 42 years died 9 November 2001 at Newcastle.  Finding handed down on 11 March 2003 at Toronto by John Abernethy, NSW State Coroner.

Circumstances of Death.
This 42-year-old Caucasian male died when he fell from a cliff onto rocks at Newcastle.  Police had been alerted that there were concerns for the safety of the deceased.

The NSW State Coroner was satisfied that protocols between the State Coroner and the NSW Police were followed.  An independent, senior investigator led the investigation team.  Police involved were separated and separately underwent electronically recorded records of interview.  Appropriate analysis was carried out to ensure that no officer was affected by drugs or alcohol.

The family of the deceased and the State Coroner were satisfied that there was no issue with any aspect of the police operation.

Issues of the case.

1) Standard of care and treatment received by the deceased at the Maitland Mental Health Unit (MMHU); and

2) Whether in fact there was sufficient evidence to ground a finding of suicide.

Facts.

The deceased lived with his wife near Newcastle.  He ran a small but successful business.  Two of his four children still resided at home.  

He had been depressed in the years and months prior to his death.  On the day he died he had just learnt that he had lost a significant contract in relation to his business.

The deceased was discharged from the MMHU on 8th November 2001.  He was picked up by a daughter.  He spoke to his daughter at 3 pm on 9th November.  Between that telephone call and 8 pm he consumed a quantity of alcohol and went in his motor vehicle to King Edward Park.  He positioned himself precariously on the cliff face, continued to consume alcohol and made a number of telephone calls by mobile ‘phone.  Following the telephone calls police were advised and responded on a “concern for welfare” basis.  On arrival, police made no attempt to engage the deceased in conversation or to approach him.  On arrival of a more senior police, a police negotiator was requested to attend and negotiate.  The scene was assessed by ambulance officers, and before the negotiator could begin his work the deceased fell fatally onto the rocks below, dying instantly of massive multiple injuries.

Care and Treatment.

The deceased was taken to the Mater Misericordiae Hospital on 4th November 2001, after taking an overdose of drugs.  He was Scheduled to the Maitland Mental Health Unit that day and admitted as a voluntary patient.  His suicide rating was 2 (moderate).  He progressed well in the ward and was discharged with an appropriate management plan on 7th November.  On returning home it is likely the deceased became depressed again and re-admitted himself to the MMHU that very evening.  Again his suicide rating was 2 (moderate).  He discharged himself on 8th November.  The deceased worked on 8th and 9th November.

In discharging himself he agreed to abide by a comprehensive Management Plan.

A senior Psychiatrist of the Hunter Area Health Service gave evidence and his frank evidence satisfied both the State Coroner and the family that the care and treatment received by the deceased had been adequate.  There were certainly no grounds for making the deceased a voluntary patient.  Instead, a reasonable Management Plan was formulated on discharge.

Suicide or accident.

Though the deceased was depressed when he went to the park and though the deceased was sitting at a site where he could take his life very quickly, he did not do that.  

Instead he contacted family and friends indicating that he was depressed.  The family responded in various appropriate ways – involving the police, speaking with the deceased by ‘phone and by having a close friend do so.

He had recently written a number of letters to his wife.  The letters were not “suicide notes”.  Rather, the Coroner found, they were letters written by a man in the process of “sorting himself out”.  The deceased indicated that he was having difficulty urinating on the narrow, precarious ledge he was on.  Scuffmarks, probably consistent with a man trying to save himself were found on the ledge.

The NSW State Coroner, after considering all the evidence before him, held that the presumption against suicide had not been rebutted in this case.  Accordingly he returned a finding of accidental death.

Formal Finding. 


That JM died on 9th November 2001 at King Edward Park, Newcastle, of multiple injuries when he fell from a cliff onto rocks.

0029/02
Male aged 23 years died 4 January 2002 at Parklea.  Finding handed down on 24 December 2002 at Westmead by Carl Milovanovich, Deputy State Coroner.

Circumstances of death:


The deceased and his cousin had both arrived at Parklea on the morning of the 4/1/2001.  They were both standing on a ramp leading to Wing 1B when they were approached by a number of other inmates.  An altercation erupted and the cousin ran for assistance.  A short time later the deceased was seen being pursued by an inmate when he collapsed to the ground.  A subsequent postmortem examination showed his death to be due to stab wounds to the chest.
Following receipt of advice that persons had been charged with Indictable Offences, the Inquest in this matter was terminated by the Deputy State Coroner on 24th December, 2002.

0043/02
Male aged 52 years died 7 January 2001 at Bathurst Correctional Centre, Bathurst.  Finding handed down on 11 July 2003 at Bathurst by John Abernethy, NSW State Coroner.

Circumstances of Death.
The deceased, a 52-year-old Caucasian male was a sentenced prisoner housed in Cell 1, B1/B2 Wing, Bathurst Correctional Centre.  He was serving sentences totalling one year, six months and one day for drug and firearm offences together with “balance of parole”.  He was to be eligible for release on 12th March 2002.  He had a long criminal history, dating back to 1963, and many terms of imprisonment.  He was well used to the prison system.

The State Coroner found that during his final term of imprisonment the prisoner had a number of things on his mind.

Whilst in the John Morony Correctional Centre near Windsor during September – November 2001, the deceased was greatly assisted by a psychologist employed by the Department of Corrective Services.  He was keen to be transferred from John Morony:

1) He claimed that that facility brought up intrusive memories of being at the site as a juvenile;

2) that he was too far away for visits from an invalid girlfriend and a very frail mother;

3) that he suffered from sleep apnoea that caused ongoing complaints from other inmates, leading to increased anxiety for him.

With the assistance of the psychologist he made a number of applications for transfer, one of these being Bathurst and another Silverwater.  

Whilst at John Morony he was assessed as being at risk by a Risk Intervention Team (RIT).  He was promptly transferred to Silverwater where another RIT Team found him to be no longer at risk.  He arrived at Silverwater on 15th November 2001.  He was immediately re-assessed by a Silverwater RIT Team and found no longer to be at risk.  The State Coroner found that that assessment was reasonable.

On 26th November 2001, however, at Silverwater, the deceased made a serious attempt at ending his life, probably because of concerns for his family, the failure of an appeal and a general depression about the burden he had been on others and the way his life was going.  That attempt was found by the Coroner to be uncharacteristic.

Because of his injuries the deceased spent a period of time at Westmead Hospital before being transferred to the Long Bay Complex Hospital Ward where he remained for almost a month, to quite a high degree being intrusively monitored in safe and observation cells.  The deceased was during this period in an acute crisis management environment.  The State Coroner noted that though he did not complain about the environment he must have found it very intrusive over quite a substantial period.  During the latter part of that period the monitoring was reduced somewhat – a “step down”.

On 22nd December 2002 the deceased was transferred to Bathurst Correctional Centre Acute Crisis Management Unit – another “step down”.  On 4th January 2002 the prisoner was released from that Unit to be placed in B1/B2 Wing (there being no places in the minimum security X Wing) before transfer to Kirkconnell, a low security prison camp near Bathurst.  The Coroner noted that both Bathurst and Kirkconnell were prisons of choice to the prisoner were he to be transferred from John Morony.

On the evening of 6th January the Wing was locked down as usual.  The night was uneventful.  On the morning of 7th January the cells were opened by the incoming shift (let-go) at about 8.15 am.  Both officers and prisoners saw the deceased.  Because of heavy rain, prisoners were given the option of returning to their cells.  The State Coroner was satisfied that the deceased chose to be locked in his cell.  At about 9.20 am an officer opened the deceased’s cell to perform a “bar and buzzer check” (that the bars were in situ and that the cell call alarm was functioning).  He found the prisoner hanging from a window bar.  He was cut down and CPR was attempted but he could not be revived.

Issues.

The NSW State Coroner made brief general and historical comments.  He said:

“I have now been presiding over death in custody inquests since 1994.  In that time the Department of Corrective Services and the Corrections Health Service have come a long, long way in addressing safe custody issues.  They have done so partly by coronial prompting and partly by gaining for themselves a clearer insight in the need to provide safe custody to all prisoners.  They have done so despite the problems of providing safe custody to a wide range of prisoners, some of whom will always be extremely difficult management problems in  “safe custody” terms; despite a ballooning prison population; and despite the need to reflect the essence of imprisonment – that deprivation of liberty is the punishment and that inmates are not sent to prison for punishment but as punishment.  Placing them in sterile cells, for example, may prevent them from ending their lives but will also provide an unacceptably harsh form of incarceration.  The cells of our prisons are often old and difficult or even impossible to make safe, or completely safe.

The death rate amongst aboriginal prisoners is now much lower, despite a much higher prison population than at the time of the Aboriginal Deaths in Custody Royal Commission.  Similarly the non-indigenous death rate compares favourably with other States and Territories when one factors in the huge NSW prison population.

“Nevertheless there is a need to continue this work, sometimes with coronial input, in order to attempt to lower the rate still further.  

I am of the view that the professionals (psychologists) dealing with (this prisoner) both at John Morony and at Long Bay Hospital were very competent and did all they could to assist him through his crisis.”

1) The morning of death.

The State Coroner was satisfied that the deceased was re-locked in his cell on the morning of 7th January 2002 and that he hanged himself within a short time of that lock-in.  He could find nothing in the activities of the correctional officers on Wing duty, which might merit criticism.  The prisoner gave no indication either to fellow inmates or officers of his intention.

The Coroner noted that a Case Officer had not been appointed and that that was because the prisoner was not to remain in that Wing for long.  He conceded that in cases of high turnover that the prompt creation of Case Officers will be difficult and a matter for judgment in individual cases.  He merely noted that the Case Officer system is important and that the Department of Corrective Services might look at its system and ensure that it does not need revision.

2) The “alert” “never to be one out” versus the decision to have the prisoner placed “one out” on release from Bathurst Acute Crisis Management Unit.

The alert seemed on the evidence before the Coroner, to have been posted after the suicide attempt at Silverwater.  The State Coroner found that whilst that was a florid attempt at suicide the use of the word “never” was inappropriate.

He was satisfied that the Department was reviewing its system of alerts and suggested that this case should be drawn to the attention of those charged with that responsibility:

a) Use of the word “never” is inappropriate;

b) Shorter periods should be put on such alerts in terms of expiry dates;  they should be regularly reviewed; and a coherent scheme should be developed setting out clearly just who is to be permitted to place and remove alerts.

He noted that in this case, the alert of November 2001 was overridden by the RIT assessment of January 2002 (at Bathurst when the deceased was place one-out in B1/B2 Wing), yet the earlier alert seems never to have been removed, or even a note made to the effect that it had been overtaken by the (later) RIT decision.  He said:

“On the papers, therefore, the reader is left with an obvious contradiction in the status of the prisoner, on the one hand being assessed as “never to be one out” and on the other hand “only to be kept one out” (as assessed by the Bathurst RIT Team on his transfer from the Bathurst Acute Crisis Management Unit to B1/B2 Wing).  That may be clear to all “in the game” but it has taken a substantial part of this inquest to get to the bottom of the matter.  I propose to make a Recommendation.”

3) The decision of the Bathurst RIT Team to place the prisoner “one out”.

The inquest heard from a psychologist member of the Team who explained the processes of the team and how it arrived at the difficult decision to direct that the prisoner be placed one out.  Neither the family of the deceased nor the State Coroner took issue with that decision.

The Coroner, in fact, was of the view that there was little opti9on but to house the prisoner one out.  He was of the opinion that to have ordered the prisoner to be 2 out would not have assisted him at all in that the snoring problem would have created in the prisoner a continuing greater state of anxiety and distress because of its likely effect on a cellmate.

The Coroner was satisfied that it was reasonable for the RIT Team to find that the prisoner was no longer at risk, and that he wanted to get to Kirkconnell to finish his sentence.  He certainly presented that way to the Team.

The family of the deceased argued that this further “step down” may be too severe in this case; and also that Wing staff should have been fully briefed as to recent relevant history.  

The State Coroner was of the opinion that the essence of the matter was that a properly constituted RIT Team made an assessment that the prisoner was no longer at risk.  That being so, it followed that knowledge of the recent history of the prisoner would be of little assistance to the Wing staff.

He noted, however, that the prisoner ended his staff shortly after returning to a general Wing and that there was an obligation on Wing personnel to get to know their prisoners; to read their Case Management Files as soon as possible; for Wing Seniors to brief all Wing personnel; to have meaningful changeovers as do Registered Nurses at change of shift; to talk to the prisoners and get to know them; and to watch them closely.

Conclusion.

In conclusion the NSW State Coroner noted the particularly difficult issues of safe custody involved in the case.  He noted that even competent professionals cannot be absolutely sure of a prisoner’s real intentions in relation to self-harm, but that the RIT system minimised self-harm incidents.

He found that the decision to place the prisoner one out was a reasonable one in the particular circumstances of the case.  He also noted that it is not uncommon for prisoners to hang themselves whilst two out.

Formal Finding. 


That GM died on 7th January 2002 in Cell 1, B1/B2 Wing, Bathurst Correctional Centre, Bathurst, in custody, by hanging with the intention of taking his own life.

Recommendations, Section 22A, Coroners Act 1980.

1) That the Department of Corrective Services completes its review of the system of placing and removing of alerts, and implements appropriate change as soon as possible;  that the review focuses on, inter alia, expiry of alerts, alteration of alert status, regular review of alerts and the manner of placing and removing of alerts.

2) That the Department of Corrective Services considers the feasibility of moving Psychological Files with transiting prisoners as is done with other DCS and CHS files.

189/02
Male aged 29 years died 1 February 2002 at Wollongong Hospital, Wollongong.  Finding handed down on 25 September 2003 at Wollongong by John Abernethy, NSW State Coroner.

Circumstances of Death.
At about 7.08 pm on Thursday, 24th January 2002 police radio Warilla broadcast “person trapped, motor vehicle collision upon the F6 Freeway near Kanahooka overpass”.  Shortly afterwards this call was acknowledge by a senior constable of the Highway Patrol, using police radio at Warilla Police Station.  He then drove a fully marked Holden Commodore sedan, “Lake Illawarra 14” and Registration Number XGF-187 West on Lake Entrance Road, Warilla with all warning lights and sirens activated.  He drove on “urgent duty” within the meaning of the NSW Police Safe Driving Policy.  He had with him in the front seat a probationary constable.  In the rear nearside seat was the deceased, a student police officer.  The senior constable continued west onto the Princes Highway at Albion Park.  The deceased was not a police officer and should not have been in the vehicle whilst on urgent duty.

It was wet and overcast.  The road was wet.  The officer continued to drive North through varying speed limits of 60, 70 and 80 kph.  He was observed by witnesses to be travelling in excess of the prevailing speed limits and at excessive speeds given the weather conditions.

At 7.13 pm, police radio broadcast a further radio message that all persons were out of the vehicle with ambulance to attend.  A car was requested to attend to confirm this information.  The officer acknowledged this call.  He reached the F6 Freeway at Yalla, where there is a 100 kph limit.  He continued North still on an “urgent duty” basis.

At about 7.17 pm whilst travelling North, at a point just South of the Emerson Road Overpass, near the beginning of a sweeping right-hand curve, his vehicle lost traction with the road surface, rotated in a clockwise direction, left the bitumen surface to the left.  It entered the grassed median strip, rotated through 180 degrees before entering Lane Two southbound.  The rear, near, passenger side of the vehicle impacted with a southbound truck with dog trailer travelling at about 80 kph in Lane Two southbound.

The senior constable was ejected from the driver’s seat.  The police vehicle continued on and came to rest in Lane Two (Northbound).  As a result of that impact the deceased received multiple injuries.  He died at Wollongong Hospital on 1st February 2002.  The probationary constable and the driver received minor injuries.

The issue of dangerousness.

The Crown (DPP) proceeded with the summary offence of “negligent driving causing death”.  The officer pleaded guilty and was sentenced to a term of imprisonment, which was reduced on appeal.

The offence to which he pleaded was predicated on “mere negligence”.

This inquest could not be dispensed with.  The State Coroner had again to canvass all the evidence gathered by investigating police.  In large part that evidence involved expert evidence as to the approximate speed travelled in the conditions prevailing when control of the vehicle was lost.  There was corroborative civilian evidence.

The State Coroner found that the evidence at inquest “was capable” within the meaning of Section 19(1)(b)(1), Coroners Act 1980, of satisfying a jury of the commission of an indictable offence (driving in a manner dangerous to the public, causing death).

Having reached that point, his task was then to consider whether or not the evidence disclosed that there was a “reasonable prospect that a jury would convict”, within the meaning of Section 19(1)(b)(2), Coroners Act 1980.  

In order to resolve that issue the State Coroner would ordinarily have assessed the evidence, this time taking into account the conflicts in it, the demeanour and calibre of witnesses and the like – including that of the Senior Constable who gave evidence and subjected himself to cross-examination.

He held that such an exercise would be pointless in this particular case and probably unfair to the Senior Constable.

He held that the question as to “reasonable prospect of conviction” postulated in Section 19(1)(b)(2) now had to be answered in the negative as the officer had already been dealt with for a summary offence arising out of identical facts, raising as a matter of law the principle of autrefois convict, and the situation that, as a matter of law a jury, properly constructed could not convict him of an indictable offence arising out of the same subject matter.

In those circumstances the State Coroner could not terminate the inquest pursuant to Section 19 and so proceeded to record a formal finding as to manner and cause of death.

Urgent Duty.

The State Coroner found that, on the evidence, the senior constable was permitted, pursuant to the NSW Police Safe Driving Policy, to continue on urgent duty, notwithstanding that he had received advice via police radio that there were no longer passengers trapped in the vehicle to which he was travelling.  That advice was “unconfirmed” and in those circumstances it appeared to the coroner to be a matter for the judgement of individual police whether to continue on urgent duty.  The officer was properly certificated and in an appropriate vehicle and so could, in the circumstances, proceed on an urgent duty basis.

Without proceeding to a formal recommendation pursuant to Section 22A, Coroners Act 1980 the State Coroner suggested that the NSW Police “revisit” this aspect of the Policy.

Recommendation.

The State Coroner noted that in this matter the Director of Public Prosecutions elected to proceed with the summary offence of “negligent driving causing death” despite the fact that a mandatory inquest was to be held.  The matter thus proceeded on the basis of reading the brief of evidence in circumstances where it would in due course be tested at inquest.

The Coroner commented:-

It would appear to me that on a proper reading of Section 13A and Section 19, Coroners Act 1980, an inquest must be held (and evidence tested) in a matter such as this.  That alone may provide the DPP or the NSW Police, if it is the prosecuting authority with further evidence to consider when making a determination as to the appropriate offence to prosecute, or whether it is appropriate to proceed with an indictable offence.  Apart from that, the Coroner will have a view and must refer a matter to the Director if satisfied as to indictable criminality within the meaning of the tests set out in Section 19.
One must go further than Section 13A (mandatory inquest) cases.  One must go further than the DPP’s discretion to proceed, as the other prosecuting authority can be the NSW Police Service in respect of certain summary offences.  Cannot the principle extend to Section 13 cases?  One example, perhaps of many, might be a police legal services decision to proceed with the summary offence of “administer prohibited drug” prior to inquest in circumstances where the evidence, say, is of one person injecting another who dies (and is thus possibly manslaughter).”

The State Coroner suggested that the appropriate process needs to be considered as to how to give effect to the priority of a coroner to investigate deaths before the DPP or another prosecuting authority proceeds with summary disposition of a matter.  In making this comment he made reference to the Second Reading Speech relating to the 1994 amendments to the Coroners Act 1980.

Formal Finding. 
That the deceased died on 1st February 2002 at Wollongong Hospital, Wollongong, of multiple injuries sustained on 24th January 2002 on the F6 Freeway near Dapto, when the motor vehicle in which he was a passenger, Registered Number XGF-187 (NSW Police Vehicle Lake Illawarra 14) then being driven northbound on urgent duty by ….., an officer of the NSW Police, left the carriageway, crossed a grass median strip and came into collision with a motor lorry travelling South.

Recommendation.

That the New South Wales Government considers amendment to relevant legislation to enable a Coroner to conclude his or her function prior to the institution and maintenance of summary proceedings.

331/02
Male aged 51 years died 6 April 2002 at Nepean Hospital Penrith.  Finding handed down on 7 January 2003 at Westmead by Jacqueline Milledge, Senior Deputy State Coroner.

Circumstances of death:


Deceased was an inmate of John Maroney Correctional Centre serving a 12 year sentence for indictable offences.   Deceased had a medical history dating back to a diagnosis of testicular cancer in 1992 and later of lung cancer in January 2002.   He was transferred to Nepean Hospital on 18/3/2002 to remove a tumour from behind his left lung.  On the 20th March, 2002 his left lung collapsed and his condition deteriorated.

He developed septic poisoning and contracted a golden staff infection.  Medications to combat the infection were not successful.  On 6th April, 2002, after consultation with his family, the respiratory ventilator was disconnected.  Life was pronounced extinct shortly thereafter.    

Finding:

That the deceased died on 6 April 2002 at Nepean Hospital Penrith in the State of New South Wales from large cell carcinoma left lung. 

339/02
Female aged 28 years died 7 April 2002 at Mulawa Correctional Centre, Silverwater.  Finding handed down 5 August 2003 by Carl Milovanovich, Deputy State Coroner.

The deceased had a history of being a slow learner at school and had a number of management issues, including a possible diagnosis of epilepsy. At 15 years of age, after being expelled from two schools she was made a state ward until the age of 17 years.  She returned to live at home and only held one employed position for a short time.   Her life turned to petty crime and drug use and prior to her last incarceration had spent a period in prison in the year 2000.

On the 3/4/2002 she was sentenced to a 6 month term of imprisonment for Driving Whilst Disqualified.   The deceased lodged a severity appeal, but was bail refused pending the appeal.

On admission she was assessed by the Risk Intervention Team who became aware of her past incarceration and prior suicide attempt while in custody.   A decision was made to place her in a safe cell on the 4/4/2002 with a review on the 6/4/2002.  On the 6/4/2002 a further Risk Intervention Assessment was conducted and on this occasion it was determined that the deceased could be placed in a “two out” cell with 30 minute observations.   It was considered that she was no longer at risk.  The deceased had indicated that she was future orientated and that she had no self harm ideations.

At 11.00pm on 7/4/2002 during one of the 30 minute head counts, the deceased could not be seen in her bunk and permission was sought to enter the cell.  This was approved and the deceased was found hanging in the shower.   The deceased had hung herself with a prison issue jumper which had been tied to the shower head.   The deceased was cut down immediately, CPR commenced, Ambulance services called, however, life was pronounced extinct.  A note, in the deceased handwriting confirmed that she had made a decision to take her own life.  The cell mate of the deceased was unaware of what had taken place and was woken by Correctional Staff after the deceased had been cut down.   

The Coroner noted that action had been taken to remove the shower heads and they have now been replaced with a recessed shower device that does not provide a hanging point.

Finding:

The coroner found that (the deceased) died on the 7th April, 2002, at the Mulawa Correctional Centre, Silverwater in the State of New South Wales, from hanging, self inflicted with the intention of taking her own life.

348/02
Male aged 69 years died 17 November 2002 at Newcastle.  Finding handed down on 24 September 2003 at Belmont by Carl Milovanovich, Deputy State Coroner.

The deceased had lived an active life and retired at the age of 55 years as a Fireman.

His health deteriorated and in 2002 he suffered a stroke which resulted in almost complete speech impairment, which caused him to become more emotional and morose about the quality of his life.  He had on a number of occasions indicated to family that he would be better off dead and had intimated his intention to shoot himself.  In the days prior to his death he had visited a monastery but became frustrated in his inability to communicate and stated to his sister in law that he might as well shoot himself.   This conversation took place on the day prior to his death.  On the following day the deceased again spoke to his sister in law and told her that “today is the day”, “just ring the Police”, “this is it, it has to happen”, that conversation has been interpreted as the deceased having made his mind up to shoot himself.  The deceased sister in law was aware that the deceased had a firearm and accordingly she rang the Police immediately.

Police arrived a short time later and were taken through the house and observed the deceased sitting on a bench with a firearm under his chin and his hand near the trigger. They also noticed what appeared to be a bottle of wine and a half filled glass.

Police commenced speaking to the deceased and he informed Police that he had no intention of harming them, that he simply wanted to kill himself and that he wanted the Police present to avoid anguish for the family.  Police radioed for further assistance, including a Police Negotiator and Paramedic and Ambulance personnel. 

For a period of approximately 1 hour and 20 minutes the first officer on the scene and the police negotiator talked to the deceased.  During this time an attempt was made to have him focus on other matters and his mood continued to change and the deceased repeatedly asked Police to retreat as he just wanted to shoot himself, but not in their presence.  Approximately 1 hour and 20 minutes after the first Police Officer arrived on the scene, the deceased suddenly moved to the rear of a garden shed, tilted his head backwards and discharged the firearm into his mouth.  Police immediately attended to the deceased and with the assistance of the medical personnel provided medical attention and immediate evacuation to Hospital.  The deceased was pronounced life extinct at the Hospital, some 30 minutes after the fatal shot.

A post mortem report revealed the cause of death as being a gun shot wound to the head and toxicology indicated that the deceased had a blood alcohol level 0.126 g/100ml of blood.

Being a death pursuant to Section 13A(1)(b) of the Coroners Act (NSW) 1980, the critical incident protocol was invoked.  All Police concerned were breath and blood tested with negative results.  An independent investigation was undertaken for the Coroner resulting in each officer being electronically interviewed.  The Coroner’s Inquest focused on the actions of the Police and it was determined that the Police had acted appropriately and had placed their own lives in danger in an attempt to persuade the deceased from his eventual actions.   It was clear that the Police could have invoked a containment police which would have resulted in securing a perimeter and moving to a safe distance for the purpose of negotiation.  The first officer on the scene and the Police negotiator formed the view that if they had done that, the deceased would have taken his life immediately and accordingly made a decision to continue negotiating with the deceased in his direct presence and clearly in harms way.  The Coroner formed the view that this decision by Police could not be criticised and there was no doubt that while Police continued to directly negotiate with the deceased there was some hope that he might change his mind.

The Coroner recognised that the Police had placed themselves in harms way and has referred his findings and comments to the Commissioner of Police with a view that the officers involved receive some form of appropriate recognition.

Finding:

The Deputy State Coroner found that (the deceased) died on the 17th November, 2002, at the John Hunter Hospital, Newcastle in the State of New South Wales, from a gun shot wound to the head, self inflicted with the intention of taking his own life.

408/02
Male aged 50 years died on or about 25 April 2002 at Lithgow Correctional Centre, Lithgow.  Finding handed down on 17 July 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

The deceased was identified as being a model prisoner with no known medical conditions. Four days prior to the deceased’s death a riot occurred at the Lithgow Correctional Centre which required Detention Staff to use chemical munitions similar to tear gas.   After its use Prisoners were firstly placed in groups of up to 4-5 in cells awaiting clearance before being removed back to their normal cells.  The deceased did not complain of any ailment in relation to the use of the chemical munitions and was eventually returned to his cell in the early hours of the 22nd April, 2002. The deceased was housed in a “one out” single cell.   Due to the riot the Prison was in a “Lock Down” mode with Prisoners only having limited time out of their cells for short duration’s.   Over the next two days the deceased was allowed out of his cell for exercise and did not complain of feeling ill or having any adverse effects from the chemical munitions.

The deceased was last seen alive at 3.00pm on 24/4/2002 when he was locked in his cell and was found deceased at 8.30am on the 25/4/2002 while Prison Officers were conducting a head check.  Medical staff and a Doctor were called, however, it was apparent that the deceased had past away either late on the evening of the 24/4/2003 or the early hours of the 25/4/2002.  Crime scene investigators determined that no other person had been inside the cell and that their were no suspicious circumstances. The deceased had not used his “knock up button” to call for assistance, medical or otherwise.

The final post mortem report indicated that the cause of death was Unascertained, however, at the Inquest with the benefit of photographs taken of the deceased in situ the Forensic Pathologist was able to determine that the cause of death was from a natural cause, possibly a cardiac arrhythmia, although he could not discount that the deceased may have suffered a fit, Long QT Syndrome and Brugada Syndrome.  The Doctor was satisfied that death was due to natural causes.

2  Summary

The family of the deceased had concerns as to whether the chemical munitions used may have contributed to the death of the deceased.   Evidence at the Inquest indicated that the same type of chemical munitions have been proved and tested in many countries with no adverse medical reaction.  The Coroner also noted that the deceased had not complained of being ill in the 4 day period between when the munitions were used and his death.

Findings:

The Deputy State Coroner found that the deceased died on or about the 25th April, 2002 at the Lithgow Correctional Centre, Lithgow in the State of New South Wales, from Natural Causes of unknown origin.

409/02
Male aged 50 years died 24 April 2002 at Liverpool Hospital, Liverpool.  Finding handed down on 21 August 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

The deceased had rented the same premises for 10 years.  He had always been a good tenant and on prior occasions even had his rent paid in advance.  Four months prior to his death he lost his employment and began to fall into arrears of rent.  The landlord and Real Estate Agent were sympathetic to the deceased’s position and postponed eviction proceedings on the basis that the deceased may catch up with his arrears.  The Real Estate Agent who had known the deceased for a number of years through their Agent/Tenant relationship even advised the deceased of a prospective job opportunity which he did not pursue.

Eventually after falling two months into arrears a Notice to Quit was issued and when that was not complied with by the deceased, action was taken in the Residential Tenancy Tribunal for an order for vacant possession.  The deceased was required to vacate his premises by the 21st April, 2002, and when this did not occur a Warrant was issued to the Sheriff for execution.  The Real Estate Agent, Landlord and two Sheriff’s Officer arranged to meet at the subject premises at 11.30am with a view of obtaining possession pursuant to the Warrant.

It was believed that the deceased was inside the house and was refusing to answer the door.  One the Sheriff’s Officer entered the side yard of the premises and through a partially opened curtain could see a figure standing inside the premises. Believing that the deceased was alive and refusing to open the door, the Sheriff’s Officers called for Police assistance.   Two Police Officers and a student Police Officer attended the premises and knocked on the door and announced their presence, however, the deceased did not respond.  Accordingly the Police requested the presence of a Locksmith who attended shortly thereafter.   The locksmith manipulated the lock and pushed the door slightly ajar at which time, all present (3 Police, Real Estate Agent, 2 Sheriff’s Officers and the Locksmith) heard a muffled sound, which ultimately was found to be the discharge of a shortened .22 calibre firearm.

Police entered the premises and found the deceased lying on a sofa with a bullet wound in his forehead and with the firearm resting on his chest.  The deceased vital signs were checked and a carotid pulse located as well as visual observations of the deceased breathing.   An Ambulance was called and the deceased was conveyed to hospital.  He was pronounced life extinct some four hours later.

Due to the presence of Police at the time that the deceased inflicted the fatal would to himself, this matter was treated as a death pursuant to Section 13A of the Coroners Act, 1980 (NSW)  as a death in a Police Operation.   Accordingly all necessary protocols were invoked and a brief prepared for the Coroner.

The Coroner determined that the presence of the Police did not in any way contribute to the death of the deceased.   Evidence was presented that he was depressed and had indicated a desire to take his own life previously.  The Coroner was satisfied that the Sheriff’s Officers and Police were acting lawfully and appropriately in regard to the execution of valid Court Orders.   The Coroner did note two points of concern, which did not require recommendations, but certainly appropriate comment.  The first related to a failure by Police Radio in calling for Police assistance to make any checks in regard to whether the deceased may have been a licensed shooter or possessed a firearm.  Similarly no checks were made to see if the deceased had a criminal record or prior firearm offences.  As it transpires the deceased had no record of being a licensed shooter or any criminal history in relation to firearms (although he had a criminal history for Assault Police and other matters of violence).  The Coroner commented that in cases where forced entry may be required it was important to determine the known history and background of any person inside the premises in order to avoid placing Officers or members of the public in danger.  The second point related to what would now appear to have been a superficial examination and securing of the crime scene.   The deceased was still alive and priority was obviously given to removing the deceased to a hospital, however, three days after the incident the deceased wife returned to the premises to clean up and found a bag underneath the lounge on which the deceased had been lying when he fired the fatal shot.  In that bag she located, ammunition, a silencer wiring and detonators which she then handed to Police.

No suicide note was located, however, the Coroner was satisfied on the evidence, including fingerprint and ballistics tests, coupled with the evidence of the persons present, that the deceased had fired the fatal shot with the intention of taking his own life.

Finding

The (deceased) died on the 24th April, 2002, at the Liverpool Hospital, Liverpool in the State of New South Wales, from a Gun Shot Wound to the Head, self inflicted with the intention of taking his own life.

443/02
Male aged 61 years died 13 March 2002 at Long Bay Gaol.  Finding handed down on 13 February 2003 at Glebe by Jacqueline Milledge, Senior Deputy State Coroner.

S.N. was a 61 year old man serving an 8 year sentence in Long Bay Gaol for sexual offences.  He was held in ‘protective custody’ . 

He suffered diabetes, sleep apnea and heart disease.  The deceased slept with the aid of a ‘Continuous Positive Airway Pressure’ machine (CPAP).  He had suffered a number of heart attacks requiring by-pass surgery and the insertion of ‘stents’.  At the time of autopsy, it was ascertained that he had undergone four coronary artery by-pass grafts, one of the grafts was occluded by the thrombus.

At the time of his death, the deceased was taking angina medication and told his wife his was taking more than he should because of the pain.  No toxic levels of any drug were found in his system at post mortem.

He was found dead in his cell by a correctional officer. At the time of his demise he was attached to the CPAP machine.  The machine was later tested and found to be working properly.

The cause of death was ‘Ischaemic Heart Disease’. There were no suspicious circumstances.

Despite this being a ‘natural cause’ death, the provisions of Section 13A required a ‘mandatory’ inquest.

There were no issues of improper management by Corrective Services.  His medical attention, whilst an inmate, was appropriate for this extremely ill prisoner.

No recommendations followed the inquest.

Findings:

That the deceased died between 14 March 2002 and 15 March 2002 at Cell 15 MSPC Long Bay Gaol and that the cause of death is ischaemic heart disease.
1071/02
Female aged 30 years died 14 October 2002 at Mulawa Correctional Centre.  Finding handed down on 15 July 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

The deceased was arrested on the 10th October, 2002, and appeared at Central Local Court where she was remanded in custody having had her bail refused.  The deceased had a long criminal record for dishonesty, assault, robbery, break enter and steal and drug offences.   The deceased was also a known heroin user with a prior history of self harm when in custody 5 years earlier.

With the known history and threats that the deceased had made that she would self harm she was placed on a mandatory notification form to the Risk Intervention Team.

She was assessed on the 11/10/2002 upon admission and guaranteed that she would not self harm and was placed at her request “in protection” in a one out non camera cell.  On the 11/10/2002 the deceased was again reviewed and again placed in a one out, non camera protection cell.  On the 12/10/2002 the deceased was again assessed, again denying that she would self harm and on this occasion was placed in a one out, camera cell, however, the light in her cell was not working.   In the evening of the 13th October and the early hours of the 14/10/2002, the deceased made numerous requests for medication.  Initial medication was provided and it was then later refused as nursing staff were not prepared to dispense further medication without Doctors approval.   Regular cell checks were made of the deceased up until 2.30am on the 14/10/2002 and on the next check at 3.10am she was found to be hanging by a sheet from a window grille.  Emergency procedures were enacted immediately, Nursing and Ambulance staff attended, CPR was commenced, however, to no avail.

The Coroner identified two areas of concern, the first being that her prior medical files do not appear to have been accessed in the three days from induction until death.

When a prisoner moves from one correctional centre to another it is the practice that the medical file will be transferred with the prisoner, however, in this case, notwithstanding multiple incarcerations in the past, no action was taken to access her medical files which showed a long history of drug abuse and self harm.  The Coroner was informed that prior medical histories (in particular self harm issues) will be computer recorded with timely access available.   The other issue of concern was that the cell complex in which the deceased died had window meshing of a size through which a ligature could easily be placed.

The Coroner examined an Internal Investigation Report and its recommendations, and it was noted that further screening had now been installed which made it impossible to use the window meshing as a hanging point.  As those matters of concern had been addressed, the Coroner was of the view that no formal recommendations need to be made.

Having regard to the deceased depression, prior suicidal history, that she was alone in the cell and that there where no suspicious circumstances, the Coroner was of the view that a finding of suicide was appropriate.

Finding.  That (the deceased) died on the 14th October, 2002, at the Mulawa Detention Centre, Silverwater, in the State of NSW, from Hanging, self inflicted with the intention of taking her own life.

1091/02
Male aged 50 years died 18 October 2002 at Parklea Correctional Centre.  Finding handed down on 8 August 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

The deceased was taken into custody on the 17th May, 2002, after being charged with 140 matters relating to sexual assaults on children.  The deceased had been on remand, bail refused, with his next court appearance due on the 6th December, 2002.

In view of the nature of the charges a mandatory risk assessment was done on the deceased upon reception and he was initially placed in an observation cell and then re-assessed and at the time of his death was in a “one out” cell.   The deceased had no recorded history of self harm or suicidal ideation.  He had told his mother that he had attempted suicide on a prior occasion while in custody, however, there was no record of this event and his mother did not report the matter to correctional staff.   The deceased had been in custody for 5 months with no indication from medical or correctional staff that he might be at risk.

On the 17/10/2002 he was placed in his cell at 3.15pm and his cell was opened at 8.30am on the 18/10/2002 when he was found hanging.  Crime Scene Detectives attended and noticed that the deceased had his feet tied together and also his hands tied in front of his body.   The same material which was used to tie his hands and feet was used as a ligature around his neck.   The deceased had tied the ligature (torn bed sheet) to a the top of the door frame.

The deceased “knock up” button had not been activated during the 17th and 18th October, 2002, and prison records indicate that no person had entered his cell.  Evidence from Prisoners who shared cells next to the deceased indicated that they did not hear any commotion other than the deceased moving around his cell.

It was the view of the Crime Scene Detectives and the Forensic Pathologist that the deceased had tied his feet and hands together.  It was known that he was a leisure sailor and experienced in tying knots.   It was also known that the deceased had informed his mother that he was to be charged with further offences and he may have been depressed as a result of this information, however, his feelings or  emotional state did not come to the attention of Correctional Staff.  Whilst no suicide note was left the Coroner was of the view that the death was self inflicted.

Finding: 

The coroner found that (the deceased) died on or about the 18th October, 2002, at the Parklea Correctional Centre, Parklea, in the State of New South Wales, from hanging, self inflicted with the intention of taking his own life.

1169/02
Male aged 25 years died 26 September 2001 at Villawood Detention Centre.  Finding handed down on 24 April 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

The deceased was detained on the 23/9/2001 by Department of Immigration and Multicultural Affairs Officers (DIMA) as a person suspected of not being in possession of a valid visa.   The detainee came under notice following an inspection of a brothel in Sydney.   The deceased had a photo license under a false name and gave inconsistent accounts of her name, place of birth and when and how she entered Australia.  Ultimately it was never determined how and or when she entered Australia, however, her identity was confirmed from birth certificates and correspondence from her family in Thailand.

When detained the deceased weighed 38 kgs and gave a history of being a heroin user for some time.  Subsequent investigations confirmed that she had been working in a brothel in Sydney and lived in Sydney since 1995 and was regularly sending money to her parents in Thailand.   Following her detainment she was transferred to the Villawood Detention Centre where a Risk Assessment in terms of security and self harm/medical issues was conducted.  It was considered that she should be placed on 30 minute observations and action was taken following consultation with a Doctor to order medication that she would require for heroin withdrawal.

The deceased was found unresponsive in the early hours of the 26th January, 2001, some 3 days after her admission.  A number of experts expressed differing views as to the cause of her death, however, the Coroner found that she died from the consequences of Narcotic withdrawal, malnutrition and early acute pneumonia.

The main focus of the Inquest, a mandatory Inquest pursuant to Section 13A being a death in custody, was the care and treatment provided to the deceased during the period of her detainment.  Independent expert opinions sought be the Coroner agreed that the deceased should have been hospitalised and that the overall treatment of the deceased was deficient in not appreciating that she was more prone to suffer serious consequences from drug withdrawal due to her state of malnutrition.

The Coroner found that while individual care by Medical and Detention Staff is isolation may have been considered adequate there was a failure by medical staff to appropriately monitor her medical condition and vital signs.   It was the view of medical experts that the deteriorating medical condition of this detainee required urgent and appropriate consideration that she be hospitalised.   This was not done and she died within 71 hours of detention from the consequences of drug withdrawal, a symptom, all Doctors agreed was not life threatening if treated appropriately.  One major concern also identified at the Inquest was the failure of medical staff to administer medication in accordance with the prescription.   It was found and not disputed that the deceased was administered 50 mg Largactil by intravenous muscular injection about 45 minutes before her death.   This medication was to be administered orally at 25 mg twice daily as opposed to 50mg by way of  intramuscular injection.  The Coroner also found that the medical records, medication charts and note taking was inadequate.   Vital records such as blood pressure, pulse, temperature etc, if done were not properly recorded.

Finding:

That (the deceased) died on the 26th September, 2001, in the Lima Compound, Villawood Detention Centre, Villawood, in the State of New South Wales, from the direct cause of Consequences of Narcotic Withdrawal with an antecedent cause being Malnutrition and early acute pneumonia.

The Coroner made the following recommendations:

1.  The evidence at this Inquest would suggest that the use of Largactil for drug withdrawal is not appropriate and immediate steps should be taken to withdraw that drug for that specific use.

2.  The Medical Records kept at the Villawood Detention Centre in this case fell well short of the standard expected.  All medical staff should be issued a directive emphasising that directions given by treating Doctors and or Nursing Staff should be comprehensively noted in the medical files and detailed and chronological record must be kept of vital observations.

3.
The practice of entrusting Detention Staff to be responsible for vital medical observations in a non clinical setting is an inappropriate delegation of the responsibility of medical staff and should cease.  If the facilities at the Detention Centre are such that vital medical observations can not be conducted in a clinical setting, consideration should be given to having the detainee hospitalised.

1190/02
Male aged 38 years died 11 July 2003 at North Head.  Finding handed down on 19 November 2003 at Glebe by John Abernethy, NSW State Coroner.

Circumstances of Death.
On 11th July 2003, the deceased, a voluntary patient under the Mental Health Act 1990, absconded over a wall of the Psychiatric Unit at Manly Hospital.  His voluntary status was predicated on his undertaking to remain at hospital for treatment for depression.  

The alarm was quickly raised and police notified.  Police answered a call from tourists at North Head, that a person was clinging to the cliff face, but appeared unable to regain a place of safety.  Police attended, and arrangements were made for a vertical rescue team to attend in order to assist the deceased.

According to protocols of the time the NSW Ambulance rescue team was to attend and Ambulance actually acknowledged that it would attend.  The ambulance rescue team, based at St. Ives, was however, actually concluding a job and approximately 20 minutes elapsed before the rescue vehicle began its journey from Turramurra to North Head.  During that period the deceased fell to his death.

Issues.

The Police Operation.

The NSW State Coroner found that in all respects the NSW Police and its relevant officers acted appropriately.  They correctly sourced the job to NSW Ambulance and were given to believe that it would be handled promptly.

In fact the Coroner formally commended the two young Constables at the scene with the deceased and his parents.  They behaved with maturity and did their best to continue to engage the deceased in conversation.

Security of the Psychiatric Unit, Manly Hospital.

The State Coroner noted the voluntary status of the deceased.  He also noted that, because the deceased was a known absconder, arrangements were made to lock the doors onto the courtyard unless patients were accompanied by nursing staff.  Through human error this instruction was not followed following a change of shift, allowing the deceased egress from the ward to the courtyard and then over the wall.

He noted that NSW Health had conducted a Sentinel Review and five out of six recommendations of the Review Team had been implemented by the Hospital at the time of the inquest.  The coroner considered this a meaningful implementation of change and considered that further recommendation was not warranted.

Response of NSW Ambulance Service.

The State Coroner found that there had been a communication breakdown in the NSW Ambulance Control Room.  This had resulted in failure by Ambulance Control to advise NSW Police Communications that Ambulance could not attend to the job promptly, thus allowing NSW Police to deploy Police Rescue from Zetland.

He also found that NSW Ambulance had not been applying an agreement via the State Rescue Board, which states:  

“When an accredited rescue unit (police, ambulance or fire brigades) becomes unavailable for tasking, the responsible service control must immediately notify the appropriate Police Duty Operations Staff of the details ….. .”

He indicated that the Ambulance Service appears to have been using a discretion to delay notifying VKG if a vehicle will be ready in “minutes”.  That discretion, it can be seen, led to this tragedy.

He also noted that a Standard Operating Procedure alteration by NSW Ambulance, since this death now reflects the 1995 agreement with the State Rescue Board, and saw fit to make no further recommendation.

In conclusion, however, the State Coroner did question the appropriateness of the NSW Ambulance Service being involved in rescue at all.

He said:

“Given the competing demands upon it, it occurs to me that the NSW Ambulance might be better not being involved in rescue.  That, of course, is a matter for the State Rescue Board.  I know that a member, Mr. ….. is interested in this inquest.  The Board, in my view should consider this decision and the material, which was before me, most carefully with a view to reassessment as to how rescue resources are allocated, and appropriate levels of training for all agencies engaged in the provision of rescue services.  There is much to be gained from such a review, in my opinion.  I cannot make a recommendation as I have heard insufficient evidence.”

Formal Finding. 


That the deceased Died of multiple injuries on 11th July 2002 at North Head, occasioned when he fell from a cliff onto rocks below.

1203/02
Male aged 18 years died 24 August 2001 at Princes Highway Minnamurra.  Finding handed down on 11 March 2003 at Kiama by Carl Milovanovich, Deputy State Coroner.

The deceased was a single man who lived with his mother.  On the night of his death he attended a Service Station which was a regular meeting place for young men who were car enthusiasts.  A short time after 11.00pm a member of the public who was driving his son’s yellow RX7, Mazda Coupe, arrived at the Service Station with the intention of making a purchase.  The driver of this vehicle left the engine running and went into the Service Station.   The deceased, who was in the process of restoring a similar type of vehicle made a decision to take this vehicle.  He alighted from his vehicle and took control of the RX 7 and drove away at speed.

The theft of this vehicle was immediately reported to Police and when the Police arrived at the Service Station some information was provided to the Police which tended to identify the registration number of the stolen vehicle and the vehicle the deceased was driving earlier.  This vehicle was in fact his mothers car and when the deceased drove off in the RX7 a number of his friends then drove his mothers car and another vehicle followed.  It transpired that Police put out a warning over the Police Radio to keep a lookout for a unconfirmed stolen vehicle (RX7) and that this vehicle may be in the company of a Silver Mitsubishi Lancer (the deceased mothers car).

Approximately one hour later a fully marked Police vehicle was stationary and observing traffic with a view of detecting the stolen vehicle when the deceased drove past the Police vehicle, followed by his friends in his mothers Lancer and another vehicle.  The Police followed the three cars, the 2nd and 3rd vehicles turning off which left the Police vehicle directly behind the stolen vehicle being driven by the deceased.  At this point the Police vehicle was some 20 metres behind the vehicle driven by the deceased and both vehicles where in the business and shopping district of Kiama.  Police evidence suggested that the deceased vehicle at this stage was being driven appropriately and below the speed limit.  Police then activated the flashing lights and the deceased vehicle accelerated harshly and moved onto the incorrect side of the road.   The Police vehicle then pursed the stolen vehicle through a residential area and eventually onto the highway.   The evidence from Police and civilian witnesses suggested that the Police vehicle was not gaining on the stolen vehicle.  The pursuit was radioed to VKG.   The Vehicle was accredited for Police Pursuits as was the driver.  Traffic was light, visibility good and the road conditions were dry.  The pursuit was monitored by VKG and at no stage was a decision made by the Police driver or the VKG Operator that it was considered dangerous to continue the pursuit.

The pursuit lasted some 3-4 minutes and covered an area of approximately 3 klms.  At a point on the Princess Highway, approximately 3 klms north of the township of Kiama the deceased entered a section of the roadway known as the “Minamurra Bends”  Evidence from civilian witnesses indicated that the speed of the vehicle driven by the deceased was excessive.  Police gave evidence that they reduced their speed for this section of the highway.  The deceased vehicle attempted to negotiate a left hand bend and travelled onto the incorrect side of the highway and collided with a large truck.  The deceased was thrown from his vehicle was also struck by the truck and died instantly.

The Coroner was satisfied that the Police pursuit was in accordance with the Safe Driving Policy and no criticisms could be levelled at the Police action.  All appropriate protocols where followed in regard to a death in a Police Operation.

Finding

That (the deceased) died on the 24th August, 2001, at the Princess Highway, Minamurra, in the State of NSW from Multiple Injuries when the vehicle he was driving collided with another vehicle.
1209/02
Male aged 24 years died 13 November 2002 Newport Road, Dora Creek.  Finding handed down on 22 October 2003 at Toronto by Carl Milovanovich, Deputy State Coroner.

The deceased was noticed in the township of Morriset by a fully marked Police Sedan and it was the intention of the Police to stop the vehicle for a random breath test.  It is not known whether the deceased was aware of the Police, however, he accelerated away from Police.   The deceased had a reputation of driving at a fast speed.   The Police followed the vehicle for a distance of approximately 6 klms, however, at no time did the Police vehicle reach a point at which it could identify the vehicle, the registration details or number of occupants.   Near the township of Cooranbong the deceased vehicle was held up by other traffic, including another fully marked Police 4 Wheel Drive vehicle.  At this point the Police sedan which had been following the deceased vehicle was close enough to record a registration number (albeit incorrectly) and then activated the Police lights and sirens with a view to stopping the vehicle.

The deceased accelerated harshly and overtook one vehicle on the incorrect side of the road and then overtook the Police 4 Wheel Drive vehicle which had pulled over to the kerb, believing that the lights and sirens coming from behind may have been an emergency vehicle.   At this point the pursuit was radioed through to VKG and it was indicated that the Police sedan was in pursuit of a vehicle travelling in excess of 130 klms per hour and registration details provided.   VKG control questioned the Police driver as to the status of his vehicle, his license certification and asked for confirmation of road and weather conditions.

The deceased vehicle made a right hand turn and the Police followed attempting to gain on the deceased vehicle.   Independent witnesses have indicated that the deceased vehicle was travelling in excess of 150 klms per hour and that the Police vehicle did not appear to be gaining on the vehicle driven by the deceased.  The pursuit lasted a little over 1 minute and at a point on the roadway where there was a slight left hand bend the Police driver formed the view that he would call the Police pursuit off.  At the same time and with the Police vehicle reducing speed, skid marks were noticed on the roadway and the Police vehicle stopped.  The Police vehicle turned around and with its headlights noticed dust in the air and then observed the deceased vehicle having impacted heavily with a telegraph police.   Police were still in radio contact with VKG and radioed in the collision and called for ambulance and assistance.   Police immediately went to the aid of the deceased, however, it was apparent that he had died instantly.

A number of issues arose during the Inquest.   The next of kin and some local residents expressed concern regarding the decision of Police to pursue the deceased. It would appear that this concern was based on the mistaken belief that the next of kin had that the Police would have known who the driver was and therefore there was no need for a pursuit.   It was determined through evidence that the Police did not know the deceased, were not familiar with his vehicle and in fact the registration number, even if correctly recorded, would not have assisted the Police as it was still registered in the name of the former owner.   The deceased was also unlicensed at the time.  The other area of concern was that the Police had been following the deceased for a considerable distance (9 klms from when first seen to accident sight) and that this manner of driving posed a significant risk to other members of the public.  The Court found that it was indeed the case that the Police had exceeded the speed limit in following the deceased, however, at that stage a formal pursuit had not been activated.  The Court also found that the road and weather conditions, time of day (11.00pm at night) and the fact that no other vehicles were over taken other than the two vehicles immediately after the pursuit was called in did not pose any significant risk to the public.

The Coroner was satisfied that the Police pursuit was conducted in accordance with the Safe Driving Policy.   The Police Vehicle was a fully marked category 1 vehicle suitable for pursuits.  The driver, a Senior Constable had a silver accreditation and was entitled drive in a pursuit situation. All protocols such a breath testing, separation of witnesses and records of interview with the Police involved had been undertaken in accordance with critical incident investigations.  The Coroner found that the actions of the Police did not contribute to the death of the deceased.   The Coroner found that the deceased had a reputation of driving at fast speeds.  He was unlicensed and anecdotal evidence from his friends was that he would try to out run the Police if followed because he was unlicensed.   It was also apparent that the deceased may have attempted to reach a “hide out” and during his driving there was evidence that he was intermittently turning his lights on and off.   Vehicle examination revealed that the light filaments were in the off position at the time of impact.  The deceased was found to have an alcohol reading of 0.02 g/100 mil of blood and Delta-9-THC in his blood, confirming recent exposure to cannabis.

Finding:

That (the deceased) died on the 12th November, 2002, at Newport Road, Dora Creek, in the State of New South Wales, from multiple injuries, received there and then when the vehicle he was driving failed to negotiate a bend in the road and struck a telegraph pole.

1278/02
Male aged 34 years died 29 November 2002 at Branxton Road Pokolbin.  Finding handed down on 16 September 2003 at Cessnock by Carl Milovanovich, Deputy State Coroner.

The deceased had a recent history of drug use which appears to have got out of control and was stealing and pawning items from his family as well as using his brothers motor vehicle without consent.  On the 29/11/2002 the deceased committed an armed robbery offence at a Service Station and decamped in a stolen motor vehicle.  Police were informed of the registration of the vehicle and shortly after the robbery observed the vehicle being driven by a male person.  Police followed the vehicle to confirm the registration at which time the deceased accelerated away from Police.  Police were not in a vehicle suitable for pursuit, it being a Category 4 vehicle and accordingly did not commence or radio that a pursuit was in progress, but rather decided to follow the suspect vehicle.  The vehicle was followed into a dead end street at which time the deceased did a U turn and was involved in a slight collision with the Police vehicle.   The deceased left that scene at speed and was again followed by Police from a distance.  Upon reaching a long stretch of road the Police could see the vehicle driven by the deceased in the distance and noticed that is suddenly veered onto the incorrect side of the road and collided with a large truck which was travelling in the opposite direction.   The impact was at speed, the vehicle the deceased was driving disintegrated and the deceased was ejected from his vehicle. He died instantly from multiple injuries.

The death was considered as a death in a Police Operation pursuant to the provisions of Section 13A(1)(b).   The Coroner examined the actions of the Police and found that no pursuit had actually taken place and that the Police had adopted the safe driving policy of only following the vehicle.  The Inquest was satisfied that no actions of the Police directly contributed in any way to the death of the deceased and his death was due to excessive speed and a failure to control the vehicle he was driving while attempting to distance himself from Police following the commission of an armed robbery offence.

Finding: 

The coroner found that Ronald Navarro died on the 29th November, 2002, on the Branxton Road, Pokolbin in the State of New South Wales, from multiple injuries sustained there and then when his vehicle collided with another vehicle.

1295/02
Male aged 46 years died 13 December 2002 at Junee Correctional Centre Junee.  Finding handed down on 13 May 2003 at Wagga Wagga by Carl Milovanovich, Deputy State Coroner.

The deceased had been charged with a number of sexual assault offences and was originally granted bail, however, he was re-arrested for breaching his bail and was subsequently bail refused.

On the day of his death he appeared in Albury Local Court and his matter was adjourned, bail refused.  He was transported in a prison van to Wagga Wagga which is some 100 klms from Albury where additional prisoners were collected and then the journey commenced to Junee Correctional Centre which is approximately 30 klms from Wagga Wagga.   The prison van which has a secure outer door contains a number of “pods” inside in which the prisoners are kept.   Each “pod” (depending on its size) can accommodate from 2 and up to 6 prisoners.  The deceased was placed in a 2 prisoner pod towards the front of the vehicle.  Each “pod” is locked and accordingly only the prisoners in the respective pods can have direct physical contact with each other.

The deceased was not known to have suffered from any serious medical condition, however, had been prescribed Zoloft (anti-depressant).  The evidence at the Inquest determined that as the prison van entered the inner gate of the Correctional Centre the deceased collapsed.   This evidence was adduced from the Prisoner who was sharing the “pod” with the deceased.   That Prisoner immediately began to shout out, however, it would appear that the driver and observer of the prison van did not hear as at that point they exited the prison van in order to secure their firearms.  The Inquest heard that at the Correctional Centre there are two gates, the outer gate and inner gate.  The outer gate allows access to a courtyard, which is not secure, for the purpose of prison officers securing firearms and then the vehicle proceeds through the inner gate.  Once the prison officers returned to the vehicle they heard the shouts for help and then observed the deceased lying on the floor of his “pod”.  This observation was made via a video monitor which is located in the cabin of the prison van.  A decision was made to call for medical assistance and drive through the inner gate to the secure area where medical attention could be afforded to the prisoner.

The vehicle proceeded through the inner gate, medical staff were waiting and the deceased was removed from the prison van and medical assistance rendered.  It was apparent to the medical staff that the prisoner was already deceased, although attempts at resuscitation continued until the Doctor in attendance pronounced life extinct.

The cause of death, determined at post mortem was that the deceased had died from hypertensive heart disease.   The Coroner was satisfied that there were no prior indications that the deceased suffered from any heart complaint.  The care and treatment afforded to the deceased was appropriate and the decision to drive the prison van into the secure area before releasing the deceased for medical attention was also appropriate.  It was also apparent that the delay was minimal and from the evidence it was apparent that the deceased had suffered a serious cardiac event and died instantly.

Finding:

That (the deceased) died on the 13th December, 2002, in a Prison Van, at the Junee Correctional Centre, Junee in the State of New South Wales, from Hypertensive Heart Disease.

1346/02
Male aged 28 years died 2 February 2002 at Tumut.  Finding handed down on 4 November 2003 at Queanbeyan by Jacqueline Milledge, Senior Deputy State Coroner.

RJB was a 28 year old man residing with his grandmother at the time of his death. He was estranged from his partner (Ms P) and their children.  There was a history of domestic violence and the deceased had threatened to commit suicide on a number of occasions.

In June of that year he had tried to hang himself. As a result, he was admitted into psychiatric care. His suicidal ideation revolved around issues with his estranged wife. 

On the evening of his death, he had been consuming alcohol and watching television at his aunt’s home, when the conversation turned to his relationship with Ms P. Around midnight he left his aunt’s saying he was going to a ‘mate’s place’.

Instead, he went to Ms P’s house in breach of a Domestic Violence Order.  Finding her in the company of another man, he became enraged, punching, kicking and biting her to the extent that she required hospital treatment.

As a result Police attended his grandmother’s home asking if she could mind the children whilst their mother was treated at hospital and to inquire as to the deceased’s whereabouts.

Police conducted a search of the area for the deceased to no avail.

At 2am that morning he returned home and said to his grandmother “I’m sorry Nan….ring the police I need help”.

After the grandmother contacted police, she heard a ‘thumping sound’ coming from the deceased’s bedroom.  Thinking nothing of it, she waited for the police to arrive 10 minutes later.

On entering his room, police found his body behind the door, hanging from a shoelace.

The protocols relating to Section 13A deaths were invoked as it was necessary to consider the police response to the original assault and the subsequent search for the offender.  It was however, evident on the facts before the coroner, that the police actions were timely and appropriate.

Recommendations did not follow the inquest.   

Findings:

That on 2 August 2002 at Tumut RJB died.  The cause of death is hanging, self inflicted with the purpose of taking his own life.
1689/02
Male aged 70 years died on 3 October, 2002 at Prince of Wales Hospital, Sydney. Finding handed down on 4 April, 2003 at Glebe by Dorelle Pinch, Deputy State Coroner.

The KS had been in custody since 25 December, 1979. He was serving a life sentence for murder. 

Medical History

According to the Corrections Health Service, KS had a background of alcohol abuse and tobacco smoking. His medical history was consistent with chronic obstructive pulmonary disease. During the period of his incarceration he was seen on a number of occasions by psychiatric services. He had been diagnosed as a paranoid personality but at the time of his death was not receiving any treatment.

The KS’s physical health began to deteriorate about 12 months prior to his death. He developed disphagia - a condition in which the act of swallowing is difficult and food can be caught in the passage to the stomach. His illness progressed to the stage where he consumed only soft foods and liquids. His weight dropped below 40 kilograms and he appeared quite emaciated. Significantly, however, he resisted attempts to investigate and treat his condition.

On 20 August, 2002 KS was transferred to B Ward, Long Bay Hospital in a further attempt to diagnose his condition. He continued to refuse even minimally invasive medical investigation and treatment.

Recent Medical Problems

On 30 September, 2002 KS experienced symptoms of increased breathing difficulties, tachycardia, moist cough and tachypnoea. He was taken to the Emergency Department of Prince of Wales Hospital following collapse in his cell. He was intubated and subsequently transferred to the Intensive Care Unit due to respiratory failure/cardiac arrest. He was treated for a respiratory infection which complicated his pre-existing pulmonary disease. After consultation with prison authorities about the KS’s attitude to treatment, a decision was made by his treating doctors to extubate at 13:00 hours on 3 October 2002. There followed a rapid deterioration in his condition. Life was declared extinct at 14:29 hours.

PostMortem Examination

A post mortem examination was conducted on 4 October, 2002. The forensic pathologist listed as the cause of death “Acute on Chronic Airways Disease (Emphysema)”.

Treatment by Corrections Health

The coroner was satisfied that, in the 12 months prior to his death, Corrections Health staff provided what medical assistance they could to KS given his negative attitude to treatment and that emergency assistance was sought immediately after his collapse on 30 September. Similarly, the coroner was satisfied that the staff at Prince of Wales Hospital did everything they could for the deceased in light of his advanced and deteriorating condition. 

Finding
KS died at Prince of Wales Hospital, Sydney on 3 October, 2002 from Acute on Chronic Airways Disease (Emphysema).
0081/03
Male aged 23 years died 22 January 2003 at John Moroney Correctional Centre, South Windsor.  Finding handed down on 18 December 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

The deceased was sentenced to 6 months imprisonment in April, 2001, such sentence was to be served by way of Periodic Detention.  The deceased failed to comply with the Periodic Detention Order and accordingly in February, 2002, the Parole Board revoked the Order for Periodic Detention and  added a further cumulative period of 1 month and 16 days penalty.   A Warrant of Commitment was issued for 7 months and 16 days and the deceased was arrested on the 5/4/2002.  The deceased remained in custody until the 10/7/2002, when the Parole Board granted the deceased temporary release pursuant to the provisions of Section 165 of the Crimes (Administration of Sentences) Act, 1999.   The purpose of the temporary release was to assess the deceased as to his suitability for a Home Detention Order.   In order to be suitable for Home Detention, apart from many other requirements the candidate must be at liberty and have a permanent residential address with telephone.

It is apparent that the deceased failed to meet the requirements for assessment for Home Detention and it was reported that he failed to maintain contact with the Probation & Parole Office and could not be located.   On the 15/8/2002, the Parole Board deemed the deceased not suitable for Home Detention and in his absence directed that a Warrant issue for the balance of the term he was required to serve.

A Warrant of Commitment to Prison was issued by administrative staff attached to the Parole Office and the warrant was checked and signed and indicated that the deceased was required to serve a sentence of 7 months and 16 days.   Clearly the warrant was in error as it had not taken into account the period of 3 months and 6 days that the deceased had spent in custody between the  5/4/2002 and the 11/7/2002.

The warrant was executed on the 26/8/2002 and the deceased warrant file was endorsed for release on the 10th April, 2003, that date being the correct date as per the defective warrant.  The warrant for commitment to prison should have been for 4 months and 10 days which would have provided for a release date on the 4/1/2003, eighteen days prior to the death of the deceased.

The death was reported to the Coroner on the 22/1/2003 and within days the Coroner was informed that the Police who had responsibility for preparing a brief for the Coroner had received information that the deceased should not have been in custody at the time of his death.  This information was not confirmed and it was not known definitively if that was the case as no confirmation could be obtained from the Department of Corrective Services.   As it transpires it is now apparent that the Department of Corrective Services was aware shortly after the deceased death (on the day of his death) that the warrant was in fact incorrect.   This information was not provided to the Coroner and the Coroner first became aware of the confirmation of the error following a media release by the Minister for Justice.  The formal release of this information to the media and the official notification to the next of kin took place on the 11th April, 2003.  The Coroner was critical that this information was not provided to him immediately in order that it could have been investigated and it certainly created further grief for the next of kin.   The Coroner also commented in his findings that a death in custody, pursuant to Section 13A of the Coroners Act, 1980, is a mandatory inquest and accordingly it would be improper to express views and opinions on matters that are subject to mandatory judicial proceedings in which the Coroner is charged with the responsibility of determining “manner and cause of death”.

In regard to the defective warrant an independent review was conducted of the practices and procedures for the preparation and checking of warrants.  The report (the Gilligan Report) made recommendations as to new procedures for checking and double checking warrants and certification.  The Coroner was satisfied that the recommendations of the Gilligan Report had been implemented and accordingly did not feel it was necessary to make formal recommendations.   The Coroner, however, did express the view that complacency should not be allowed when dealing with the liberty of individuals and even the revised system should be subject to periodic re-evaluation and assessment.

The deceased was found hanging by a shoe lace in his cell during the midday muster on the 22/1/2003.   There was no doubt that the deceased had taken his own life.  The deceased was housed in B Wing at the John Moroney Correctional Centre, Windsor and that wing was a Koori Unit.   The Unit was locked down at night, however, each prisoner was free to move around the Unit at night and each Prisoner had his own key which could allow his cell to be locked.  The Prisoner was an Assistant Sweeper in the Unit and had been given the privilege of having a “one out” cell.  The Unit contained up to 24 Prisoners.

Apart from the defective warrant the other issue that was identified was the self harm risk assessment of the prisoner in the weeks leading up to his death.  The deceased had been in prison before, his first time was in 1999 for a very short period until he was able to obtain bail.  On that admission he was reported as having made a threat that he would self harm if he was not granted bail.   On subsequent admissions and including his last on the 26/8/2002, he was assessed as to any self harm issues and none were identified.   There was no record or any evidence presented to the Coroner that the deceased had from 26/8/2002 up until his death expressed any suicidal thoughts, however, it was clearly evident that he was experiencing a troubling personal and family tragedy from around the 17th December, 2002 and up to and including his death.

This tragedy concerned news that the deceased received that his step-son from his former defacto had gone missing in a remote part of New South Wales in suspicious circumstances.   The Welfare Officer became immediately involved and assisted the prisoner with referrals to a Psychologist and also recommended that the Prisoner put in an application for a compassionate transfer to a correctional facility closer to that part of his family that related to the missing child.  The dilemma facing the Prisoner was no doubt his frustration in not being at liberty in regard to his concerns for his missing step-son and also the competing issues as to whether to transfer away from his immediate family to a more isolated location.   The Prisoner decided not to proceed with his transfer application and continued to receive counselling and support from the welfare officer, however, his situation was not formerly referred by the Welfare Officer to custodial and psychology staff for a risk assessment.  The Welfare Officer was found to be most caring and concerned for the prisoners welfare and the only criticism that the Coroner could find was that perhaps a degree of objectivity was lost in view of the close relationship the Welfare Officer and the Prisoner shared.  In hindsight clearly the prisoner should have been referred for appropriate professional risk assessment.  The Prisoner was last seen by his family on the 19/1/2003 and the family stated that on that occasion he appeared well and happy.

A number of other issues arose during the Inquest on which the Coroner has made comment.  One issue related to an ascertain that the Prisoner had informed the Welfare Officer at least one month prior to his death that he believed that he was “doing double time”.   This ascertain was denied by the Welfare Officer and was not corroborated by any other reliable evidence to support that the Prisoner had ever officially or unofficially questioned his release date.   There is no doubt that had the Prisoner completed his sentence he would have served in excess of 3 months, however, the complexities associated with Periodic Detention revocation and the power of the Parole Board to add penalties may well have confused the deceased as to his release date.   In most cases Prisoners have a good understanding of their release dates, particularly under current sentencing legislation where the Court is required to nominate a release date.   That degree of certainty did not exist in this case for the reasons already stated.

The Department of Corrective Services through their Counsel conceded that the deceased should not have been in custody from the 4/1/2003.  The Department conceded that the error had taken place and that it was the Departments responsibility to ensure that warrants are correctly prepared.

Finding:  That (the deceased) died on the 22 January 2003 at the John Moroney Correctional Centre, Windsor in the State of New South Wales from hanging, self inflicted with the intention of taking his own life.

154/03
Male aged 51 years died 7 February 2003 at John Moroney Correctional Centre, South Windsor.  Finding handed down on 12 February 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

The deceased was aged 51 years and was serving a 16 year sentence for Murder with a release date on parole no earlier than 10/3/2010.  His sentence commenced on the 10/3/1994.  The deceased had no prior medical history before being incarcerated, however, did suffer a heart attach while in custody and had a hernia operation in 2000.

The deceased was taking regular medication, including Anginine tablets and had on prior occasions complained of chest pains when he would place an Anginine tablet under his tongue to control the pain.   On the day of his death he complained that he had not slept well for a number of days and stated that he felt tired.  The deceased performed clerical duties in the Industries Office and on the day of his death he appeared to be off colour and passed out for a short time, but then felt better again and did not seek any medical assistance.   Shortly after this event other inmates noticed the deceased slumped in his chair and action was taken to have him removed to the clinic as he had again lost consciousness and a pulse could not be detected. Resuscitation was commenced until the arrival of the ambulance, however, the deceased could not be revived.  The Post Mortem Report indicated that the deceased had died from natural causes the primary cause of death being a Myocardial Infarction.

The family and next of kin had no issues of concern in regard to the care and treatment of the deceased and indicated that they would not attend the Inquest. 

Finding:

The coroner found that (the deceased) died on the 7th February, 2003, at the John Moroney Correctional Centre, Windsor in the State of New South Wales, from Acute Myocardial Infarction due to Coronary Artery Atherosclerosis.

324/03
Male aged 48 years died 30 March 2003 at Merrylands.  Finding handed down on 20 October 2003 at Westmead by Carl Milovanovich, Deputy State Coroner.

Police began to follow a vehicle which had exited from licensed premises and shortly thereafter the vehicle accelerated harshly.  Police attempted to pull the vehicle over for the purposes of a random breath test, however, the vehicle continued at high speed and the Police called in a pursuit.  The pursuit lasted for only a short distance with the Police vehicle loosing sight of the offending vehicle, however, continued on in the general direction in which the offending vehicle was last seen travelling.  A Short time later the Police vehicle came upon the scene of a serious motor vehicle collision.

It was apparent that the offending vehicle had failed to negotiate a slight right hand bend, struck the kerb and gutter, control of the vehicle was lost and it moved onto the incorrect side of the road impacting heavily with a vehicle travelling in the opposite direction.  The offending vehicle was occupied by two males and the deceased was the only person in the other vehicle.

Following a Police investigation and breath analysis of the driver of the offending vehicle that person was charged with the indictable offences of Manslaughter and Aggravated Dangerous Driving occasioning death.

As the death of the deceased occurred in circumstances of a Police Operation the matter was reported to the Coroner as a death pursuant to Section 13A of the Coroners Act, 1980, which requires a mandatory inquest.

At Inquest the Coroner was satisfied as the identity of the deceased, the date, place and cause of death and accordingly terminated the Inquest pursuant to the provisions of Section 19 of the Coroners Act, 1980.

Appendix 1:

Summary of inquests heard or terminated in 2002

	File No.
	Date of Death
	Place of Death
	Date Completed
	Age
	Manner of Death
	Death in Custody/ Police Op
	Place of Hearing

	2177/00
	08/11/00
	Tamworth
	10/09/03
	18
	Hanging
	In custody
	Tamworth

	107/01
	07/01/01
	Gosford
	01/08/03
	14
	Overdose
	In custody
	Glebe

	129/01
	17/01/01
	Tamworth
	10/04/03
	42
	Hanging
	In custody
	Tamworth

	858/01
	17/08/01
	Silverwater
	15/01/03
	46
	Hanging
	In custody
	Westmead

	1042/01
	14/06/01
	Sydney
	11/07/03
	44
	Shooting
	Police Op
	Batemans Bay

	1147/01
	28/06/01
	Goulburn
	23/07/03
	36
	Natural causes
	In custody
	Goulburn

	1259/01
	9/12/01
	Liverpool
	21/02/03
	25
	Police Pursuit
	Police Op
	Moss Vale

	1438/01
	10/10/01
	Woden
	10/10/03
	22
	Stabbing
	Police Op
	Yass

	1614/01
	06/09/01
	Randwick
	26/02/03
	64
	Natural causes
	In custody
	Glebe

	1931/01
	25/10/01
	Orange
	15/05/03
	21
	M/Vehicle Accident
	Police Op
	Glebe

	1880/01
	19/10/01
	Lugarno
	09/09/03
	54
	Shooting
	Police Op
	Glebe

	1881/01
	19/10/01
	Lugarno
	09/09/03
	42
	Shooting
	Police Op
	Glebe

	2090/01
	09/11/01
	Newcastle
	11/03/03
	42
	Jump/Fall
	Police Op
	Toronto

	29/02
	04/01/02
	Parklea
	24/12/02
	23
	Stabbing
	In custody
	Westmead

	43/02
	07/01/02
	Bathurst
	11/07/03
	52
	Hanging
	In custody
	Bathurst

	189/02
	01/02/02
	Wollongong
	25/09/03
	29
	M/Vehicle Accident
	Police Op
	Wollongong

	331/02
	06/04/03
	Penrith
	07/01/03
	51
	Natural Causes
	In custody
	Westmead

	339/02
	07/04/02
	Silverwater
	05/08/03
	28
	Hanging
	In custody
	Westmead

	348/02
	17/11/02
	Newcastle
	24/09/03
	69
	Shooting
	Police Op
	Belmont

	408/02
	25/04/02
	Lithgow
	17/07/03
	50
	Natural Causes
	In custody
	Lithgow

	409/02
	24/04/02
	Liverpool
	21/08/03
	50
	Shooting
	Police Op
	Westmead

	443/02
	13/03/02
	Long Bay
	13/02/03
	61
	Natural Causes
	In custody
	Glebe

	1071/02
	14/10/02
	Mulawa
	15/07/03
	30
	Hanging
	In custody
	Westmead

	1091/02
	18/10/02
	Parklea
	08/08/03
	50
	Hanging
	In custody
	Westmead

	1169/02
	26/09/01
	Villawood
	24/04/03
	25
	Natural Causes
	In custody
	Westmead

	1190/02
	11/07/02
	North Head
	19/11/03
	38
	Jump/Fall
	Police Op
	Glebe

	1203/02
	24/08/02
	Kiama
	11/03/03
	18
	Police Pursuit
	Police Op
	Kiama

	1209/02
	13/11/02
	Dora Creek
	22/10/03
	24
	Police Pursuit
	Police Op
	Toronto

	1278/02
	29/11/02
	Pokolbin
	16/09/03
	34
	Police Pursuit
	Police Op
	Cessnock

	129/05
	13/12/02
	Junee
	13/05/03
	46
	Natural Causes
	In custody
	Wagga Wagga

	1346/02
	02/02/02
	Tumut
	04/11/03
	28
	Hanging
	Police Op
	Tumut

	1689/02
	03/10/02
	Sydney
	04/04/03
	70
	Natural Causes
	In custody
	Glebe

	81/03
	22/01/03
	Windsor
	18/12/03
	23
	Hanging
	In custody
	Westmead

	154/03
	07/02/03
	Windsor
	07/02/03
	51
	Natural Causes
	In custody
	Westmead

	324/03
	30/03/03
	Merrylands
	20/10/03
	48
	Police Pursuit
	Police Op
	Westmead


Appendix 2:

Summary of deaths in custody/police operations reported to the NSW State Coroner for which inquests are not yet completed.

	File No.
	Date of Death
	Place of Death
	Age
	Circumstances

	187/02
	30/01/02
	Camberwarra
	17
	Police Op

	1038/02
	19/06/02
	Near Gilgandra
	60
	In custody

	1302/02
	27/07/02
	Grafton
	30
	In custody

	1640/02
	27/09/02
	Royal Prince Alfred Hospital
	41
	In custody

	2059/02
	26/11/02
	Budgewoi
	35
	In custody

	1875/02
	29/10/02
	Bermagui
	65
	Police Op

	1343/02
	25/12/02
	Silverwater
	30
	In custody

	126/03
	03/02/02
	Lithgow
	30
	In custody

	248/03
	16-26/11/02
	Unknown
	52
	In custody

	192/03
	19/02/03
	St Helens Park
	18
	Police Op

	346/03
	02/03/03
	Long Bay
	58
	In custody

	351/03
	28/02/03
	Campsie
	47
	In custody

	420/03
	15/03/03
	Royal National Park
	31
	Police Op

	215/03
	25/02/03
	Nerriga
	39
	In custody

	467/03
	07/05/03
	Emu Plains
	30
	In custody

	849/03
	23/05/03
	Long Bay
	70
	In custody

	902/03
	01/06/03
	Dungog
	30
	Police Op

	1039/03
	20/06/03
	Cessnock
	26
	In custody

	2200/03
	17/12/02
	Griffith
	40
	Police Op

	886/03
	26/06/03
	Newcastle
	41
	Police Op

	722/03
	21/05/03
	Kitchener
	44
	Police Op

	1314/03
	02/08/03
	The Entrance
	-
	Police Op

	1344/03
	07/08/03
	Wards River
	59
	Police Op

	1313/03
	01/08/03
	Long Bay
	27
	In custody

	1450/03
	23/08/03
	Brisbane Hospital
	53
	Police Op

	1415/03
	16/08/03
	Ballina
	27
	Police Op

	1516/03
	03/09/03
	Prince of Wales Randwick
	64
	In custody

	996/03
	15/09/03
	Wilberforce
	30
	Police Op

	997/03
	15/09/03
	Wilberforce
	1
	Police Op

	998/03
	15/09/03
	Wilberforce
	60
	Police Op

	999/03
	15/09/03
	Wilberforce
	4
	Police Op

	1058/03
	29/09/03
	Penrith
	47
	Police Op

	1649/03
	20/09/03
	Goulburn
	42
	In custody

	1706/03
	02/10/03
	Leichhardt
	31
	Police Op

	1754/03
	01/10/03
	Brewarrina
	24
	Police Op

	1142/03
	18/10/03
	Auburn
	47
	In custody

	1833/03
	09/10/03
	Tenterfield
	44
	Police Op

	1934/03
	08/11/03
	Silverwater
	29
	In custody

	1943/03
	11/11/03
	Long Bay
	49
	In custody

	2052/03
	29/11/03
	Grafton
	76
	In custody

	2054/03
	29/11/03
	Narromine
	21
	Police Op

	1357/03
	10/12/03
	Wellington
	43
	Police Op


� Recommendation 41, Aboriginal Deaths in Custody:  Responses by Government to the Royal Commission 1992 pp 135-9





�Kevin Waller AM., Coronial Law and Practice in New South Wales, Third Edition, Butterworths, page 28





� Kevin Waller AM., Waller Report (1993) into Suicide and other Self-harm in Correctional Centres, page 2.
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