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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.  

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.

28 cases in circumstances referred to in Section 13A were reported during 2005.

23 matters were completed by way of inquest finding. There are 50 outstanding matters that have been listed for inquest or are currently under investigation with hearing dates yet to be allocated.  

During the year a number of complex and important Section 13A, Coroners Act 1980 inquests were conducted by the Deputy State Coroners and myself.    My three Deputy State Coroners each conducted a number of important inquests and made constructive and far-reaching findings pursuant to Section 22A, Coroners Act 1980.

It is pleasing to note that during 2005 there was again a reduction in the number of deaths reported to the Coroner under Section 13A. This figure represents the lowest number of deaths since statistics commenced in 1994.

The thoughtful work of senior coroners, and the bona fide implementation of coronial recommendations for change over the years by agencies such as NSW Police, Corrective Services and Justice Health is one important reason for the lowered figure.

I enclose my report for 2005 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 

1975

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

Deputy State Coroner
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

Deputy State Coroner
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, has 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 ten 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 was made in a number of matters including:

2238/02: The Senior Deputy State Coroner found that the operational tactics of two police officers should have been very different in a situation where it was realised that an individual was potentially ‘psychotic’. In this instance, the police had no power to detain the individual and should not have pursued him when he fled. The Senior Deputy State Coroner made recommendations relating to Police training in mental health issues.

902/03: The State Coroner criticised aspects of the police operation which culminated in a man’s death. These aspects included the handling of a police shooter, the length of time he remained at the scene, and the failure to disarm and separate him. The Coroner reiterated previous recommendations made with regard to this in critical incidents. There was also criticism of the management of the siege surrounding the failure to consider utilising third party intervention. Recommendations were made that this present practice be revised.

996/03; 997/03; 998/03; 999/03: A Deputy State Coroner felt that police officers may need to “look outside the square” when dealing with what may be a concern for welfare in a domestic situation. It was felt that if Officers had sought further information when they responded to a concern for welfare call, subsequent events may have turned out differently. The Coroner also felt that the Police should not have placed the onus for action being taken on a reported breach of an Apprehended Violence Order on the victim. Accordingly, recommendations were made in relation to the adequacy and frequency of training for all Officers with regard to domestic violence issues. It was also recommended that standard operating procedures be examined with regard to the appropriateness of an arrest in the context of breach of domestic violence orders.

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, or 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 investigation 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 investigation 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 agencies 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, 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 pursuant to 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 should arise from the facts of the enquiry and be designed to prevent, if possible, a recurrence of the circumstances of the death in question. The Coroners requires, 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.  

Recommendations arising from 12 inquests were made during 2005. Some of the more pertinent recommendations include:

2059/02; 2162/02: The Senior Deputy State Coroner made a number of recommendations in relation to home detention deaths. Some of those made to the Minister for Justice included:

To the Minister for Justice (cc Director, Home Detention Program and Director, Intensive Supervision Programs):

1. That offenders with drug and alcohol dependency undertake all formal inpatient detoxification programs prior to commencement of their Home Detention Orders

2. That the medical and mental health assessments undertaken on persons admitted into full time custody apply to all offenders undertaking Home Detention Programs (‘HDP’)

3. That when an offender is considered no longer suitable to continue in the HDP they be taken into custody and placed in a correctional facility or other appropriate holding area for assessment and held until reviewed by the Parole Board ( it is understood that there would need to be legislative provisions to accommodate this recommendation)

4. That the Departments of Corrective Services and Justice Health implement a program whereby mental health and medical assessment can be undertaken on HD offenders ‘in the field’

5. That when an offender comes within the prohibition in Section 77(e) Crimes (Sentencing Procedure) Act 1999, that offender will not be placed with any other family member of the person who is protected by the order

6. That all messaging or paging from clients to their supervising officers be attended to in a timely and appropriate manner.

To the Minister for Justice and the Minister for Police (cc Commissioner of Police):

At each crime scene the electronic monitoring devices (anklets) were taken by the Probation Service and not dealt with as an exhibit by police, therefore: 

- That all electronic monitoring equipment be held as an exhibit by investigating Police until the completion of an inquest into that ‘death in custody’. Earlier release of the equipment would be only with consent of the State Coroner or Deputy State Coroner (whoever has carriage of the matter).

- That all electronic monitoring equipment be tested to ensure it is functioning correctly. 

To the Minister for Health:

Recommendations (1), (2), (3) and (4)

2238/02: The Senior Deputy State Coroner made a number of recommendations resulting from the death of a young aboriginal man who fell to his death while being pursued by Police. These included:

(a)  That the Commissioner of Police reinstate the ‘Community Placement Component’ in the Diploma of Policing Course, to allow trainee officers exposure and experience with mental health professionals and their client group.

(b) That the Commissioner of Police re-affirm the need for operational police to be aware of the limited provisions of Section 24 of the Mental Health Act.

(c) That the Commissioner of Police consider developing the present scheme of ‘Mental Health Contact Officers’ to allow specially dedicated officers to perform these duties as ‘full time’ operatives.

(d) That the circumstances surrounding the death of JB be incorporated in police training packages and programmes dealing with mental health issues.  This tragic event should be included in the existing  ‘role play’ scenarios.

902/03: The State Coroner made a number of recommendations after an inquest into a shooting death in a Police operation. These included:

1) That all NSW Police Officers be reminded that in any critical incident involving police, and particularly when that critical incident involves the use of police appointments, that the officers involved be separated and a support person placed with the officer or officers involved pending arrival of interrogators.

Without incorporating it into the recommendation, the State Coroner suggested that part of that support would be to ensure that officers do not discuss the incident with the person being supported.

Third party Intervention:

The State Coroner considered the issue of Third Party Intervention and accept that Third Party Intervention is rarely used in sieges, and that this may be a principle throughout the country. Nevertheless Third Party Intervention is still an available tool and must be considered, especially where it is clear that persons with close knowledge of the person involved feel that they can be utilised as interveners. In this siege very little consideration was given to utilising a third party at any stage, either in person or by recorded message. The stance of NSW Police appears to be that the police involved knew RP well and that was sufficient. Of course they knew of his dealings with them well – the bad side of him. They had no knowledge at all of the other side, the side so ably painted by Detective Inspector S after gathering available information.

Prompt gathering of Third Party Intervention data would have enabled the Siege Commander and negotiators to make a more coherent and rational decision on this issue.

The State Coroner accepted that Third party Intervention can be a dangerous thing and has seen evidence of that in another inquest. Nevertheless there must be instances where it will be entirely appropriate. There is a need to gather data in order to make a reasoned and coherent decision.

2) That NSW Police consider revising present practice in relation to Third Party Intervention in critical incident siege negotiation, and where appropriate and possible, actively obtain data from friends and relatives which will enable more coherent and reasoned decisions to be made in relation to Third party Intervention.

Placement of SPG operatives in the Hunter and Illawarra:

The present system in relation to critical incidents involves the initial deployment of specially trained State Protection Support Unit operatives pending a decision on the use of, and subsequent arrival of State protection Group (Tactical Operations Unit) operatives, the latter being extremely highly trained.

With the tyranny of distance we face in this State that appeared to the State Coroner to be a reasonable way to utilise the very scarce SPG(TOU) resource. Perhaps it is time to conduct an analysis of country, Central Coast, Hunter and Illawarra critical incidents where SPG was ultimately deployed. Depending on that analysis it may be worthwhile considering the locating of some SPG resources in the Hunter and Illawarra.

3) That NSW Police considers placing SPG resources in the Hunter and Illawarra regions of NSW.

Notification of next of kin:

There is dispute as to when the mother of the deceased was notified of her son’s death and who it was that told her. Her recollection is that she was not formally notified by Mr H whereas Mr H was adamant that he did notify her.

My recollection is that as a result of an earlier coronial recommendation there is an instruction that next of kin of a deceased, following a critical incident is to be notified personally by a commissioned officer as soon as practicable. if this is not absolutely accurate, it is very close.

The State Coroner reminded police that it is extremely important that next if kin of deceased in critical incident situations be notified promptly and with sensitivity.

The State Coroner was not convinced that he could make a recommendation in relation to the discussion of mental health issues with family and friends of a person. There are privacy considerations and in many cases there would be great resentment by the person involved. Good community policing, of course, will often involve discussions with family and friends.

In relation to the calling of Mental health Teams, there is in existence a protocol dealing with mental health issues and policing. In circumstances where there is an overt mental health issue, that protocol encourages the close involvement of NSW Health. The State Coroner didn’t believe more could be done by recommendation. Moreover, in a recent case, a Deputy State Coroner recommended, in effect, that a health database be established so as to permit police to quickly access relevant information pursuant to the memorandum of understanding between Police and Health.

996/03; 997/03; 998/03; 999/03: A Deputy State Coroner made a number of recommendations after an inquest involving multiple deaths that occurred during a Police operation. These included:

1.  That the Commissioner of Police consider:

a) The adequacy and frequency of training of all Police Officers in regard to Domestic Violence matters,

b) The implementation of mandatory training in Domestic Violence issues not only during basic training, but as on going training,

c) An examination of the standard operating procedures and directions in regard to the timely arrest of known offenders. In particular the appropriateness or otherwise of not proceeding to arrest when evidence is apparent of a serious offence, notwithstanding that more serious indictable charges may also be laid (This issue to be examined in the context of breach of Domestic Violence Orders).

2. That the Attorney general consider:

a) That consideration be given to including Section 4(1) of the Crimes Act 1900, under the heading “personal violence offence” the offence under section 31 of the Crimes Act 1900, being “Documents containing threats”. In the context of this Inquest the deceased PK had placed a letter on his wife’s motor vehicle windscreen in which he communicated a threat to kill her. The current legislation would appear to preclude the Police from taking out an apprehended violence order for her protection as that offence (Section 31 Crimes Act 1900) does not appear to be a “personal violence offence”. 

b) That consideration be given to amending Section 562H(2)(c) and 562H(2A) of Part XV of the Crimes Act 1900, by deleting the term (where it appears) “the police officer attending the incident” and inserting instead “a police officer”. This proposed amendment it is understood is supported by the Commissioner of Police. The effect of the decision by Kirby J in Woods v Rory Evans & Anor, NSW, Supreme Court, 26-27 April 2005, would appear to import that only a Police Officer who actually attends a relevant domestic violence incident may apply for a Telephone Interim order. Circumstances may well arise where due to any number of reasons the police officer who attended the incident may not be in a position to seek a telephone interim order and it should be open and available for the Police to seek that order through another officer. 

1295/03: A Deputy State Coroner made a recommendation in response to a self-inflicted hanging death by an inmate in custody. This was: 

To the Minister for Justice that immediate action be taken to remove all Notice Boards from Prisoners cells that may be used for the purpose of securing a ligature.

1314/03: A Deputy State Coroner made recommendations in relation to the death of a man at a Police Station. These included:

To the Minister of Police, Minister of Health, Commissioner of Police and Chief Executive Officer of the NSW Ambulance Service:

1. Both the State and local Protocols under the Memorandum of Understanding between Police, Ambulance and Health Services should be amended to include a special section on patients who are not mentally ill but have some form of behavioural problem associated with a general medical condition such as Parkinson’s Disease. Ambulance officers should be responsible for transporting these patients to hospital and police should accompany them if patients pose a safety risk to themselves or ambulance officers.

2. The Memorandum of Understanding should also be amended so that police present with a patient are obliged to communicate to ambulance officers all the information they have about that patient’s medical history at the earliest possible opportunity.

To the Chief Executive Officer of the NSW Ambulance Service and the Minister of Health

1. The following topics should be included as compulsory training for ambulance officers:

a) Recognition of the major symptoms of Parkinson’s Disease, including large involuntary body movements and postural instability;

b) The State and local protocols set out in the Memorandum of Understanding Between Police, Ambulance and Health Services;

c) The provisions of sections 21 and 24 of the Mental Health Act 1990 as they relate to police powers.


2. All information provided by callers to ambulance dispatchers about a patient’s present medical condition and history should be passed on to the ambulance officers who attend the patient.

3. An assessment should be undertaken as to the feasibility of recording pertinent medical information in relation to patients with chronic health problems who use the Ambulance Service regularly.

233/04: A Deputy State Coroner made a number of recommendations following a home detainee’s self-inflicted death by drug overdose. These included:

To the Minister of Corrective Services and the Minister of Health

1. A protocol should be developed and implemented between the Department of Corrective Services and the Department of health to enable all relevant medical information about a person to be made available to the Probation and Parole Service for the purpose of preparing an assessment report for court as to a person’s suitability to serve a custodial sentence by way of home detention.

2. A protocol should be developed between the Department of Corrective Services and the Department of Health to ensure that, as part of a formal induction process following sentencing, a mental health examination of the person sentenced to home detention is conducted, either by Justice health or the appropriate community health facility, and any recommended follow-up implemented.

To the Minister of Corrective Services and the Director of Corrective Services

1. The home detention assessment report provided to the court should be based as much as possible on facts obtained from objective sources, such as medical practitioners and community mental health teams, rather than unverified information provided by the offender.

2. A detailed case management plan designed to address the on-going issues identified in the assessment report should be discussed with, and agreed upon by, the offender and any other agencies to be involved prior to the report being presented in court.

3. The Probation and Parole Service should develop formal induction process that includes

· the attendance at court of the primary supervising probation and Parole Officer to ensure the detainee understands the terms of the Home Detention Order,

· the affixing of the electronic transmitter and

· the mental health examination referred to above.

4. If possible, the assessment officer should become the primary case supervisor. Where that is not possible, the primary case supervisor should become involved with the offender during the assessment period for the purpose of developing the case management plan prior to the submission of the assessment report.

5. Rather than random drug testing an offender, the Probation and Parole Service should assess the feasibility of conducting tests at a frequency level based on the known life of the drugs for which the tests are conducted.

Contacts with outside agencies

During 2005 the State Coroner’s office maintained effective contact with the following agencies:

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

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

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

Aboriginal Deaths in Custody Watch Committee;

Indigenous Social Justice Association; 

Aboriginal Corporation Legal Service; 

Aboriginal and Torres Strait Islander Commission; 

Australian Institute of Criminology in Canberra; 

Office of the State Commander New South Wales Police Service; 

Department of Corrective Services; and

Corrections Health.  

Emergency management Australia.

Crown Solicitors Office

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 2005.

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 2005.

There were cases of deaths in custody and cases of death as a result of or in the course of police operations reported to the State Coroner in 2005.  These cases have either been listed for hearing in 2006 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

	2004
	13
	18
	31

	2005
	11
	16
	27


Aboriginal deaths which occurred in 2005

Of the 27 deaths reported during 2005 pursuant to Section 13A, Coroners Act 1980, 4 were aboriginal, 1 of whom died in custody in prison and 3 of whom died as a result of a police operation. 

Inquests into the deaths of 4 aboriginals were heard and findings given. A synopsis for these deaths is contained in this report. 

Table 2: Aboriginal deaths in custody/police operations during 1995 to 2005.
	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

	2004
	2
	3
	5

	2005
	1
	3
	4


Deaths investigated by the State/Deputy State Coroners during 2005
During the year 17 “death in custody” inquests and 18 “police operation death” inquests were finalised (Appendix 1).  

Findings were recorded as to identity, date and place of death, and manner and cause of death

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

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

· 7 of natural causes

· 2 by stabbing

· 2 by overdose 

· 1 by   ********

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

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

· 2 from a motor vehicle accident

· 3 from gun shot wounds

· 4 from stabbing

· 1 from drowning

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

· 1 from herbicide toxicity

· 1 from hanging

· 2 from natural causes

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. Six matters from the year 2003 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 2005.

Following are brief summaries of each of the cases of deaths in custody/police operations that were heard by the NSW State Coroner, Senior Deputy State Coroner and the Deputy State Coroners in 2005.

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.

1418/02
Inquest into the death of JA between 14 and 15 August 2002.

Finding given 24 Feb 2005 at Glebe Coroner’s Court by Magistrate Jacqueline Milledge, Senior Deputy State Coroner

JA was a 54-year-old inmate of the Long Bay Correctional Hospital (“LBCH”).  He was in his 7th year of an 18-year sentence for ‘Attempted Murder’ and ‘Solicit to Murder’.
He had suffered from alcohol related cardiomyopathy since 1989. He had been a patient at the Prince of Wales Hospital (“POW”) from 12 April 2002 to 30 May 2002.  He was transferred to the LBCH on 31 May and was an inpatient at the time of his death.

The deceased was referred back to the POW on 8 June 2002 as a result of ‘cardiac failure’ complicated by ‘hypostatic pneumonia’. He was discharged back to LBCH on 13 June 2002.

He further deteriorated and was re-admitted to POW on 18 July 2002 where he received a pacemaker in an effort to manage his arterial fibrillation.  Despite this procedure, his prognosis was poor and he was managed palliatively until his death on 15 August 2002.

This was a natural cause death and the Senior Deputy State Coroner found that Mr A had at all times received appropriate medical are and attention.

Formal Finding. 


That JA died between 14 –15 August  2002 at Long Bay Corrective Health, Malabar of cardiac failure complicated by hypostatic pneumonia, a natural cause of death.

1640/02
Inquest into the death of ES on 27 September 2002.

Finding given 1 March 2005 at Glebe Coroner’s Court by Magistrate John Abernethy, State Coroner

Circumstances of Death.
This prisoner, a 41-year-old male of Fijian descent was an inmate of the St. Helliers Correctional Centre, Muswellbrook.  He was classified C2.  He was serving a short sentence for revocation of Periodic Detention Order and for contravention of an Apprehended Violence Order.

He collapsed during the night whilst one-out in Room 15, Paterson 1.

On let-go on 26th September 2002 he was found snoring and could not be woken.  He had been heard snoring through the night and early morning by prisoners.  He was promptly attended by a Registered Nurse and Muswellbrook Ambulance and taken to Muswellbrook District Hospital.  He was promptly transferred to John Hunter Hospital, Newcastle and thence by air ambulance to RPAH.  A CT Scan disclosed no evidence of head trauma but that he had suffered a massive subarachnoid haemorrhage due to ruptured aneurysm.  He died later that day.

Post mortem examination by an experienced forensic pathologist confirmed the diagnosis made at RPAH.

An inquest was conducted and the manner and cause of death explained to next of kin.  The State Coroner found no issues.  In particular he noted that Justice Health had taken a history of high blood pressure from the deceased on reception into the prison.  They monitored his blood pressure closely through his time at the prison and on the day before his collapse and death noted that it had lowered with appropriate medication to 130/80.

Whilst the cell had been searched by correctional officers following removal of the deceased, the coroner felt that such a search, albeit before arrival of NSW Police investigators and scene examiners, was appropriate in circumstances where the prisoner was not deceased, but ill.  Only by such a search could correctional officers promptly warn those attending to a prisoner as to possible drug overdose and other relevant matters that might explain an illness.

The NSW State Coroner concluded that the deceased had died suddenly of a natural cause.




Formal Finding. 


That ES died on 27th September 2002 at Royal Prince Alfred Hospital, Camperdown of a subarachnoid haemorrhage due to cerebral artery aneurism, a natural cause.

2059/02
Inquests into the death of DW & RS, Home Detention Deaths on             2162/02  14 December and 26 November 2002.
Finding given 16 December 2005 at Gosford by Magistrate Jacqueline Milledge, Senior Deputy State Coroner.

Due to DW’s previous criminal history and recent conviction, he was given a 6-month custodial sentence.  He was to serve his sentence by way of ‘home detention’, residing with his father in law at Gorokan.  He had a long history of drug use and alcohol dependency.  He was subject to a Domestic Violence Order restricting his behaviour toward his wife and son. He was 45 years old. His home detention commenced 12 December 2002 and, in less than 48 hours, he had self-harmed resulting in his death.

RS, 35 old, had an extensive criminal history, and he had been given a 

6-month custodial sentence to be served as ‘home detention’ in August 2002.  He was found hanged in his back yard on 26 November 2002.  He too had a long history of drug and alcohol dependency.  There was a history of domestic violence, although he had not been subject to a current domestic violence order.

Although they were serving their sentences by way of ‘home detention’, both men died in ‘in custody’ and therefore mandatory inquests were undertaken pursuant to Section 13A Coroners Act 1980.

The inquests were heard consecutively as a number of issues common to both, were to be subject of Section 22A recommendations.

Division 2 of the Crimes (Sentencing Procedure) Act 1999 deals with Home Detention Orders (‘HDO’).  

Section 76 sets out the offences where a HDO cannot be made:

A home detention order may not be made in respect of a sentence of imprisonment for any of the following offences: 

(a) murder, attempted murder or manslaughter, 

(b) sexual assault of adults or children or sexual offences involving children, 

(c) armed robbery, 

(d) any offence involving the use of a firearm, 

(e) assault occasioning actual bodily harm (or any more serious assault, such as malicious wounding or assault with intent to do grievous bodily harm), 

(f) an offence under section 562AB of the Crimes Act 1900 of stalking or intimidating a person with the intention of causing the person to fear personal injury, 

(g) a domestic violence offence against any person with whom it is likely the offender would reside, or continue or resume a relationship, if a home detention order were made, 

(h) an offence under section 23 (2), 24 (2), 25 (2), 26, 27 or 28 of the Drug Misuse and Trafficking Act 1985 involving a commercial quantity of a prohibited plant or prohibited drug within the meaning of that Act, 

(i) any offence prescribed by the regulations for the purposes of this paragraph. 

Section 77 sets out the HDO exclusionary criteria for offenders:

(1) A home detention order may not be made for an offender: 

(a) who has at any time been convicted of any of the following offences: 

(i) murder, attempted murder or manslaughter, 

(ii) sexual assault of adults or children or sexual offences involving children, or 

(b) who has at any time been convicted of an offence under section 562AB of the Crimes Act 1900 of stalking or intimidating a person with the intention of causing the person to fear personal injury, or 

(c) who has at any time within the last 5 years been convicted of a domestic violence offence against any person with whom it is likely the offender would reside, or continue or resume a relationship, if a home detention order were made, or 

(d) who has at any time been convicted of any offence prescribed by the regulations for the purposes of this paragraph, or 

(e) who is (or has at any time within the last 5 years been) subject to an apprehended violence order (within the meaning of Part 15A of the Crimes Act 1900 ) made for the protection of a person with whom it is likely the offender would reside, or continue or resume a relationship, if a home detention order were made. 

(2) Offences prescribed by regulations made for the purposes of subsection (1) (d) may include offences under a law of the Commonwealth or of another State or a Territory. 

Section 78 deals with the matters the court must have regard to before making an order:

(1) A home detention order may not be made with respect to an        offender’s sentence of imprisonment unless the court is satisfied: 

(a) that the offender is a suitable person to serve the sentence by way of home detention, and 

(b) that it is appropriate in all of the circumstances that the sentence be served by way of home detention, and 

(c) that the persons with whom it is likely the offender would reside, or continue or resume a relationship, during the period of the offender’s home detention have consented in writing to the making of the order, and 

(d) that the offender has signed an undertaking to comply with the offender’s obligations under the home detention order. 

(2) In deciding whether or not to make a home detention order, the court is to have regard to: 

(a) the contents of an assessment report on the offender, and 

(b) such evidence from a probation and parole officer as the court considers necessary for the purpose of deciding whether to make such an order. 

(3) A court may, for any reason it considers sufficient, decline to make a home detention order despite the contents of an assessment report. 

(4) A court may make a home detention order only if an assessment report states that, in the opinion of the person making the assessment, the offender is a suitable person to serve a term of imprisonment by way of home detention. 

(5) For the purposes of subsection (1) (c): 

(a) the consent of children below a prescribed age, and 

(b) the consent of persons suffering a prescribed disability, 

may be given on their behalf by such other persons as the regulations may determine or may, if the regulations so provide and subject to any prescribed conditions, be dispensed with. 

(6) A home detention order must not be made if the court considers it likely that the offender will commit any sexual offence or any offence involving violence while the order is in force, even though the offender may have no history of committing offences of that nature. 

(7) If a court declines to make a home detention order with respect to an offender’s sentence of imprisonment despite an assessment report that states that the offender is a suitable person to serve the sentence by way of home detention, the court must indicate to the offender, and make a record of, its reasons for doing so. 

The Home Detention Program

The Director, Home Detention (‘HD’) Program (‘DHDP’), New South Wales and the Director, Intensive Supervision Programs (‘DISP’), New South Wales gave evidence regarding the Home Detention Program, its reasons for existing and the mechanics of its implementation.

HD has been available as a sentencing option since February 1997.  Practices and procedures had been trialled and developed since 1992.  The difference in the trial program in 1992 to the current legislative program is the ‘breaching authority’.  In the earlier trial program the ‘court’ was the breaching authority, the current program has that responsibility undertaken by the Parole Board.

Technology continues to evolve and at the time of inquest an upgrade of technology was expected within the next 6 months.

Whilst the wearing of electronic devices on either an ankle or wrist is not a mandatory requirement of the program, it is usual for all offenders to be monitored this way.

Once the legislative criteria for entry into the program is met the offender is placed on a HDO at court. Then each offender is taken home and fitted with an electronic monitoring device. A modem is placed with the telephone and a pulse is generated by the bracelet or anklet every 20 seconds. The modem detects the pulse and feeds it to a ‘main frame’ computer.

Usually there is a 90-metre range for the device, however that can vary depending on the type of property or residence where the offender is housed.  

There can be interference at times with the monitoring and the pulse will not be detected by the modem.  For example if the offender is using a bathroom. If a fish tank, or like object, is between the wearer and the receiver will also interfere with the monitoring.

As a result, a 10-minute period is allowed before the computer alerts the supervising officer to a problem.  Once ten minutes has passed, if a pulse is not received, an automatic ‘alert’ is sent to the supervisor who will then ascertain the movements of the offender.

Offenders can pre-arrange with their supervisors for ‘leave’ for a number of reasons eg work attendance, doctor’s appointments, visiting ‘Centrelink’.  In the case of RS, permission to leave the residence for a ‘walk’ was given on a number of occasions to permit him ‘time out’ from his domestic situation.

If a breach of the HDO is detected, it is dealt with by the supervisor, however if it is thought that the HDO should be revoked as a result of one or more breaches, the case is to be referred to the Parole Board.

At the time of the inquests, 200 offenders were subject to HDOs.  The average duration was six months, therefore it was expected that 400 offenders each year would undertake the program.  It is believed those numbers have increased in the last six months.

The number of operatives available to supervise the offenders does not restrict the sentencing of offenders to HDOs.  Numbers of supervising staff are often increased to accommodate referrals.  There is however evidence of case overload and subsequent ‘burn out’. 

Staff was rostered 10 days ‘on’ with 4 days ‘off’.  When on duty they were ‘on call’ 24 hours, 7 days a week.

As well as ensuring the integrity of program through electronic monitoring, each supervisor is ‘on call’ to his/her clients through a telephone messaging service. This is often burdensome with many calls being frivolous. DHDP gave evidence that “The volume of communications that comes through is probably the most onerous work burden to the officers involved and is a constant disruption”.  In an effort to triage or ‘filter’ the types of calls and the response required, the clients are encouraged to give as much information to the message service as possible to assist in determining if the call is ‘urgent’ or merely routine.

He believed a 20 to 30 minute response would be the average.  He stated “The telecommunication network, the paging network doesn’t ensure absolutely instantaneous communication and while we will and do respond, there can’t be a reliance on us the same way that you would have emergency services.  We’re not the ambulance service; we’re not a counselling service per se.  We want to help and support but we are a port of call but we can’t physically make that guarantee that there will always be an instantaneous response”.

DISP explained the reason behind the implementation of the HD Program “Obviously to save the taxpayer a dollar because whilst ever you have someone in gaol it costs like a hundred and fifty odd dollars to keep someone per day in a minimum security gaol whereas on home detention’s fifty six odd dollars all told but more importantly, if you’re looking at the human factor, it is helping to preserve that family unity, it’s allowing that person to continue to work and support the family, it’s allowing them opportunities to address the issues that continually bring them to court”.

DW’s circumstances

DW had a lengthy history of depression.  He was addicted to heroin up until 1998.  He suffered chronic pain and had other medical conditions that affected his ability to perform community service or periodic detention.

At the time of his last sentencing he was consuming 4 litres of wine per day, however, under his doctors supervision he reduced his intake to 2 litres immediately prior to him being placed on HD.

He had previously attempted suicide by overmedicating on prescription drugs.  His last overdose was three months before his death, resulting in his overnight admission to the John Hunter Hospital.

There were a number of domestic violence incidents where police intervened. The last was in April 2002, when he held a knife to his own chest and threatened to harm himself in front of his wife.  Police took out an AVO complaint and an order was struck.  There was no prohibition on DW residing at home with his wife and son.

Because of the currency of the AVO, DW could not reside with his wife or son after the HDO was made.  Alternative placement was found with DW’s father-in-law (‘FIL’), at Gorokan.  This was about 45 minutes drive from his family home in Newcastle.

His FIL was asked if he was willing to be DW’s ‘co-resident’ and had to sign an agreement to that affect. Background checks were also undertaken on the FIL to ensure his suitability to participate in the program.

The FIL is a slightly built man, with a gentle and sensitive disposition.  He stature and demeanour are in stark contrast to that of DW. There is no doubt that his love for his daughter and compassion for his son-in-law were the guiding influences that saw him participate.

DW was a controlling and intimidating individual who was completely reliant on alcohol.

Soon after he was placed on the HD program, he left the premises to buy alcohol.  It appears this was undertaken in less than ten minutes as the liquor outlet was close to his new home. He bought, and drank, a flagon of port.

He slept most of the next day, however on wakening, he purchased another flagon of port.  He was depressed and kept telling his father-in-law how much he missed his wife.  He rang his wife and his son after 9pm and begged them to bring him the car so that he could abscond to Queensland.  These pleas were denied and his son told him they would come and see him the next day. He responded by saying ‘don’t bother’ and that ‘he would be dead in the morning’.

He rang his supervising officer leaving a message for him to contact him, however that call was never returned.


DW went into his bedroom.  He removed the anklet from his leg with a chisel.  Lying on the bed, he thrust a fishing knife into his abdomen.  This wound eventually proved fatal.

His FIL heard a loud crash and went to DW’s room to investigate.  He saw DW in distress and noticed the window immediately beside the bed smashed from the inside.  Apparently the breaking of the window is the noise he heard.

The FIL’s son ran to the room to assist.  

Ambulance officers attended and spoke very briefly, and with some difficulty, to RW, who was for the most part incoherent.

Police were called and examined the premises.  All windows and doors were securely

locked. The FIL and his son were the only other persons at home at the time of the stabbing.  The FIL and his son were both asleep when DW ‘self harmed’.

Despite previous suicide attempts, the Senior Deputy State Coroner did not find that DW intended to end his life.  He was clearly trying to manipulate those around him by threatening to kill himself if they did not do what was asked of them.

He purposely removed his electronic monitoring device knowing that its removal would prompt a response from his supervisor.  If he intended to die unnoticed, why draw attention to himself this way.  He also broke the window generating noise. Again, possibly to gain attention.  He could rely on his loving family to rally for him should he be hospitalised.

Issues for DW’s inquest were:

His suitability for the home detention program given his alcoholism, drug dependency and domestic violence status

His placement with his father in law five days before his scheduled ‘detox’ program

How RW could leave the premises ‘unauthorised’ to purchase alcohol

The failure of the case officer/supervisor to respond to his phone call

Suitability for HDO

Dr S had been DW’s general medical practitioner since February 2002.  RW had been receiving painkillers and anti-anxiety medication for many years before consulting Dr S.  DW had earlier been prescribed ‘Prozac’ but was taking that intermittently. He was also increasing his consumption of alcohol.

Dr S became aware of DW’s suicide attempt in July of that year when he received a discharge letter from the hospital.  It was intended for DW to continue seeing the psychiatric registrar after discharge, but he failed to do so.

Dr S referred him to Lorna House for drug and alcohol rehabilitation and he was placed under the care of Dr R. 

Dr R saw DW on three occasions.  DW was very unwell, in lots of pain and had swollen legs.  He was suffering an increase in panic attacks.  It was clear to Dr R that he needed to ‘detox’ from benzodiazepine.  He prescribed additional medication ‘Propranolol’ to assist in “relieving the physical parts of a panic attack which is the sweating, tremor, feelings of impending doom”.

Dr R arranged for him to be ‘detoxed’ as an inpatient at the Mater Hospital. 

Dr R was contacted by an officer from the Probation and Parole Service and told him he was treating DW for ‘alcohol and benzo dependency, cannabis dependency’. 

DW told Dr R he had smoked one cone of marijuana every day for twenty years. 

Dr R believed DW would have undertaken the detoxification program prior to any custodial sentence. He had booked him in for the 17 December 2002.  

Since commencing treatment with Dr R, DW was showing signs of improvement. Dr R opined DW was “Very unwell on the first occasion, when I saw him the last time which I think was three weeks later his physical health had improved a lot and he was not getting panic attacks and he was there with his wife and son and it seemed like quite a……..support basis and everyone seemed happy and smiling”.

It is very clear from Dr R’s evidence that, with the combination of treatment and the support of his wife and son, DW was showing signs of recovery.  The next step in the program was to be a ‘formal’ detoxification in a hospital setting. A community drug and alcohol program would then be undertaken whilst on home detention. That was not to eventuate.

Both Dr S and Dr R were spoken to by ‘Probation and Parole’ in preparation for DW’s sentencing. 

Dr S received a questionnaire, seeking information to assist in determining if DW was suitable for a Community Service option.  That pro forma did not ask any questions about the state of DW’s mental health. Nor did it indicate the possibility of HD.

Apart from the phone call to Dr R, there was no Mental Health Assessment undertaken on DW.

Had he been accepted into a correctional facility on a full time custodial sentence, this would have been done as a matter of routine. HD is a custodial sentence.  In all cases where a person is given a custodial sentence, Justice Health should undertake a mental health assessment prior to its commencement.  There is not only a duty of care for the offender but for those that are to reside with him/her whilst the sentence is served. Any custodial environment can prove problematic for an offender and trigger a number of psychological conditions.

DW was completely unsuitable for home detention for a number of reasons:

He was alcohol and drug dependant

He was at risk of self harm

He was subject to a Apprehended Violence Order (‘AVO’)

He suffered chronic depression

In placing him with his father-in-law, the family unit was shattered and his live in supporters, his wife and son, could no longer care for him

The Crimes (Sentencing Procedure) Act is very clear. If an offender is currently subject to an AVO or has been within 5 years of sentencing, and the AVO was “made for the protection of  a person with whom it is likely the offender would reside, or continue or resume a relationship, if a home detention order was made” (my emphasis), HD is not available as an option for that offender.

In determining to place DW with his FIL it should have been obvious that there would be contact with his wife and son and that it may cause difficulties in all their relationships, including the relationship with his father-in-law.  He could still manipulate, intimidate, harass and engage in the very behaviour prohibited by the AVO. This was indeed the case with DW, evidenced in his last desperate attempts to have his wife and son aid his departure from the jurisdiction to travel to Queensland.

If the opinions of Dr Sand Dr R had been carefully considered prior to placement with his FIL, it would have been realised, that when the family unit was dismantled during the time of his rehabilitation, DW could suffer a relapse of depression and anxiety.

Dr R wanted DW to undertake the hospital inpatient detoxification program, therefore sentencing should have been delayed until his admission date.

The failure to respond to DW’s  ‘page’

Each Probation Officer is assigned a ‘caseload’.  When they are on rest days, leave or off sick, their caseload is assigned to another officer.  That officer has to manage these new cases as well as their current cases.

At the time of his death, DW was the responsibility of Probation Officer F (‘POF’). Probation Officer N (‘PON’) who had been assigned DW, was off duty.  POF had PON’s caseload and therefore his pager, together with her own cases and pager and, furthermore, the pager and case load of a third officer who was on ‘days off’.  POF’s evidence was that it was not uncommon at that time, for each individual Officer to be assigned 14 clients.  Her triple caseload was completely unacceptable.

On the night of DW’s death, POF had a suffered a migraine headache with vomiting. She was confined to bed. Due to a number of other officers off on ‘sick leave’, she was unable to transfer her caseload to anyone else.

DW ‘paged’ her at 10.30pm. She became aware of the ‘page’ at 11.30pm.  As DW had not tried contacting her again within 20 minutes of his first call, she believed the ‘page’ was not urgent.  All clients had been advised to try ‘paging’ again within a 20-minute period if the original call went unanswered. DW’s  one and only ‘page’ was never answered.

Failure to respond to DW’s call cannot be justified regardless of POF’s illness.  She should have alerted her supervisor to the fact that she was unfit for duty given her poor state of health.  Whilst she states the staffing levels have improved, it appears that at that time there were no management strategies in place for dealing with this contingency.

Given the depth of problems facing DW within the first 48 hours of his placement in HD, failure to provide a reliable ‘on call’ facility was extremely poor.

RS’s circumstances

The issues of concern for inquest here are:

The inability to have the HDO reviewed and revoked when it was clear that he could not meet the conditions of the program

Placement of RS with his wife as ‘co-resident’ when the relationship was clearly dysfunctional and volatile

RS drug dependency

Lack of available medical and mental health support services for RS

RS is the father of three small children. He is an Aborigine.  His wife was twenty-two years old at the time of his death.  They had been together for 4 years.

His wife describes their relationship as volatile. They argued often. Disputes would often turn physical and police were called. In 2001 RS was charged with assault on his wife.  Her evidence was that the matter did ‘not proceed’.

His wife left the home on a number of occasions.  Her husband had accused her of being unfaithful and at the time of his demise, she was determined to end the relationship and told him so.

As a young wife and mother, she did not want to be in the relationship anymore.

He had often threatened to ‘hang’ himself and it was clear on her evidence that this was said to persuade her to resume the relationship with him.

On 26 November 2002, after a prolonged period of arguing with his wife, RS hanged himself in the backyard of his home.  He was wearing a HD electronic monitoring device on his ankle at the time of his demise.

RS’s supervising officer was Probationary Officer M (‘POM’).  He was aware of the stresses in the relationship between husband and wife.  He believed he might have told the wife to contact police should her husband become violent.

POM tried to secure assessment for RS in a psychiatric facility, to no avail. He could not get him admitted into a detoxification program.

As well as allowing RS to go for walks to ‘de-stress’ and take ‘time out’, POM tried to have RS reside with his mother or sister.  In a desperate effort to separate the couple, POM allowed RS to live, for a short time, with a friend. Unfortunately this friend had a lengthy criminal record.  Because of the emergency nature of the placement, he was not subjected to the usual background checks required for a ‘co-resident’ involved in the HD program.

RS’s sister also believed the friend was dealing in drugs and a bad influence on the impressionable RS. She states RS was using drugs whilst on HD.

At one stage in his supervision of RS, the Probationary Officer remembers “driving him around in a departmental vehicle to his mother’s and sister’s, tried to get him there. I think we did get him there at one stage.  We took him to a friend’s house. I drove him to the hospital.  I made several phones calls, I think, to the acute care team and I even rang the Parole Board at one stage because I was at a loss what to do with him and I even though if there was a way that I could’ve got him housed in an institution, that would’ve been a way to solve a situation that at times I was at a loss how to deal with it at that stage.”

POM had never encountered that problem before. His evidence was that there was no procedure to follow but to simply rely on his own judgement.  He contacted the Parole Board to seek advice as to the most expedient way to have RS’s HDO revoked, however nothing could be achieved quickly.

POM was astute enough to understand that RS was in a situational crisis and that it needed immediate attention.

POM’s last attempt to get medical assistance for his client’s drug addiction was on the day RS died.

On the morning of the 26 November, POM took RS to Wyong Hospital’s Accident and Emergency. He wanted RS assessed for the detoxification program.  The hospital advised POM that RS was not going to be admitted on an ‘emergency’ basis. RS was returned home. He hanged himself that afternoon.

POM impressed as a decent and honest witness who tried his very best to accommodate his client.  He was clearly frustrated by the lack of community support for RS.

Like POF’s evidence, POM clearly painted a picture of a ‘Service’ on serious overload and poorly resourced.  Community based ‘support’ services were not supportive despite the fact that RS was on a Home Detention Order and in the care of Corrective Services.

Like DW, if RS had been in a correctional facility on a full time custodial sentence, the medical and mental health support services would have been available.  Justice Health would clearly have had a role to play in their management.

RS’s mother summed up the problem quite simply.  She had desperately tried to help her son by having him admitted into hospital “I feel there should be somewhere in between, you know what I mean, like I don’t disbelieve in homebound but I think there should be a better law than what they’ve got…..Like I went to the hospital twice – matter of fact- three times I took him to the hospital and they tried to get help for him.  There should be somewhere in between,…….like they should have enough authority to say ‘Yes, he must go in’.”

In plain terms, RS was in custody.  If he could no longer be accommodated on the HD Program he should be placed in a correctional facility until adjustments can be made to his situation.

Waiting for the Parole Board to convene, even on short notice, is problematic. Offenders should not wait in an unsuitable environment.  It is dangerous for them and anyone they are living with.

If they can’t be medically assessed in the community, place them into custody and have Justice Health assess them.  An alternative would be to have medical and mental health teams established within the Intensive Programs Unit to do ‘field assessments’ and assist with the ‘placements’.

The other area of commonality between DW and RS is that both men had people in their lives that loved them and cared for them despite their difficulties.

DW’s wife, son, father and father-in-law were a tremendous support to him and they deserved better from the Home Detention Program.

RS’s mother and sister were also let down by the system.  No matter how hard they tried to assist RS, the support services failed to ‘follow through’ and give support. RS’s young wife was also caught by the system. When she clearly wanted the relationship to end, she was forced to deal with the ongoing circumstances of her husbands HD.

Even though the ‘co-resident’ consents to the living arrangements, it must also be accepted that they could terminate the arrangement when they feel they can’t go on living in the circumstances. Should that happen, the ‘detainee’ needs to be replaced immediately. 

It was acknowledged in evidence that the imposition of a HD order can bring considerable pressure on families.  If a family is showing any signs of discord, a HDO should not be an option. 

POF and POM’s commitment to their clients is unquestionable.  The system, as it was at that time, failed them too. Clearly case overload and a lack of external support services made a difficult job even more so.

The Director is now permanently at the helm of the Intensive Supervision Programs and the Senior Deputy State Coroner has great confidence in her ability and the ability of the Department of Corrective Services to address the shortcoming of the Program as disclosed in these two inquests.

Formal Findings

That DW died, in custody, on 14 December 2002 at Gosford Hospital.  The cause of death is a self-inflicted stab wound to the abdomen. At the time of the injury DW was seeking attention and did not intend to end his life. He was serving a six-month sentence by way of Home Detention. 

That RS died, in custody, on 26 November 2002 at Gosford Hospital.  The cause of death is hanging, self-inflicted, with the intention of ending his own life. He was serving a six-month sentence by way of Home Detention.

Recommendations

To the Minister for Justice (cc Director, Home Detention Program and Director, Intensive Supervision Programs):

1. That offenders with drug and alcohol dependency undertake all formal inpatient detoxification programs prior to commencement of their Home Detention Orders

2. That the medical and mental health assessments undertaken on persons admitted into full time custody apply to all offenders undertaking Home Detention Programs (‘HDP’)

3. That when an offender is considered no longer suitable to continue in the HDP they be taken into custody and placed in a correctional facility or other appropriate holding area for assessment and held until reviewed by the Parole Board ( it is understood that there would need to be legislative provisions to accommodate this recommendation)

4. That the Departments of Corrective Services and Justice Health implement a program whereby mental health and medical assessment can be undertaken on HD offenders ‘in the field’

5. That when an offender comes within the prohibition in Section 77(e) Crimes (Sentencing Procedure) Act 1999, that offender will not be placed with any other family member of the person who is protected by the order

6. That all messaging or paging from clients to their supervising officers be attended to in a timely and appropriate manner.

To the Minister for Justice and the Minister for Police (cc Commissioner of Police):

At each crime scene the electronic monitoring devices (anklets) were taken by the Probation Service and not dealt with as an exhibit by police, therefore: 

- That all electronic monitoring equipment be held as an exhibit by investigating Police until the completion of an inquest into that ‘death in custody’. Earlier release of the equipment would be only with consent of the State Coroner or Deputy State Coroner (whoever has carriage of the matter).

- That all electronic monitoring equipment be tested to ensure it is functioning correctly. 

To the Minister for Health:

Recommendations (1), (2), (3) and (4)

2238/02
Inquest into the death of JB on 23 December 2002.

Finding given on 1 September 2005 at Glebe Coroner’s Court by Magistrate Jacqueline Milledge, Senior Deputy State Coroner.

Overview

At the time of his death JB was 33 years of age.  This young aboriginal man, father of two small boys, had visited Westfield’s, Eastgardens Shopping Complex, with $400 in his pocket to purchase bicycles for his boys for Christmas.

He had a history of drug use and mental illness, however on the 23 December 2002, he had been ‘clean’ and drug free for several months, having stayed with his family on their property in southern New South Wales.

He had travelled from the country that morning, and the noisy crowds of Christmas shoppers in the large shopping complex were in stark contrast to the home he had just left.

JB was noticed standing by a large pot plant on the third floor landing near escalators.

Two police officers, Constable A and Constable S, were patrolling the area, when a stallholder stopped them and drew their attention to JB.

Constable A approached him and told him he could not stay and to ‘move on’. As JB turned to leave, he made a statement that suggested to Constable A that he could be ‘mentally ill’.

As JB moved quickly down the stairs, both police officers followed him.  All three men were running, the two police officers clearly pursuing JB down the escalator.

Tragically, JB  propelled himself over the balustrade and fell to the level below, suffering fatal injuries. There were many independent witnesses to this tragedy.

Section 13A - Death in the Course of a Police Operation

Clearly JB’s death occurred in ‘the course of a police operation’.  Therefore pursuant to Section 13A of the Coroners Act 1980, a mandatory inquest must be held by either the State Coroner or one of his Deputies.

Section13A (1) A coroner who is the State Coroner or 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 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 a police officer or other lawful custody, or

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

(c (not applicable)

(d)(not applicable)

The evidence of the police officers is very clear.  JB was being ‘pursued’ as the police believed he needed a mental health assessment. They intended to apprehend him in accordance with the provisions of Section 24 of the Mental Health Act (their understanding of that provision).

JB was never placed ‘under arrest’, nor was any decision made to take him into custody at the time he was told to ‘move on’.  JB’s flight from the police did not give them the opportunity to physically detain him.

This is however a death during the course of a police pursuit and therefore attracts scrutiny pursuant to Section 13A of the Act.

The Investigation

Section 17C of the Coroners Act allows the coroner to direct police to investigate any death “A coroner may give a police officer directions concerning investigations to be carried out for the purposes of an inquest or inquiry into a death, suspected death, fire or explosion, whether or not the inquest or inquiry has commenced”.
There is no investigative arm of the Office of State Coroner independent of the New South Wales Police.  For that reason police investigate other police officers where the death occurs in circumstances as set out in Section 13A.

To ensure the integrity of all Section 13A investigations, the State Coroner and the Commissioner of Police have developed protocols known as the Critical Incident Guidelines. These Guidelines stipulate that senior police investigators are to be sourced from a different Local Area Command to that where the incident occurred.  They conduct the investigation on behalf of the State Coroner or one of his Deputies.

JB died in the ‘Botany Bay’ Local Area Command and the very good investigator, Detective Sergeant CH, was attached to the ‘Sutherland’ Local Area Command.

Immediately after the incident, Constables A and S identified witnesses and recorded their names and a short version of what each person witnessed.

Whilst this was not according to the Critical Incident Guidelines, the Senior Deputy State Coroner accepted their reasoning in wishing to capture as much information as they could, as many witnesses would be transient.

Some shoppers first on the scene were off duty police officers.  Detective Sergeant CS was shopping with his wife when he heard the commotion and noticed JB on the floor outside the Colorado Shop on the first level.

He saw the two Police Officers describing them as ‘looking very distressed’.  He identified the situation as a possible ‘death in custody’ should JB die. 

Detective S noticed Leading Senior Constable M in the area and told him to contact the Duty Officer and his Supervisor.  He directed M to locate A and S and ensure they were separated.

Senior police arrived shortly after and the investigation proceeded strictly in accordance with the Critical Incident Guidelines.

The Senior Deputy State Coroner was satisfied that this was a thorough and proper investigation into JB’s death.

The Issues

Quite simply, did the police have the power to move JB from his position on the third level?

Did the police have the power pursuant to Section 24 of the Mental Health Act to pursue him, apprehend him and take him for a mental health assessment?

As JB was an Aborigine, was the reason for asking him to ‘move on’ racially motivated either by the stallholder or the police officers?

Did the police officers provoke or cause JB to propel himself to his death that evening?

Should the police officers have observed JB prior to approaching him to ascertain his state of mental health?

Once he was considered to be ‘mentally ill’, should the police officers have engaged the assistance of a ‘mental health professional’?

JB – Profile

JB had been diagnosed with Paranoid Schizophrenia with a history of poly-substance abuse.

He had three admissions into the Prince of Wales (‘POW’) Psychiatric Unit in the twelve months prior to his death.  He was last admitted on 13 March 2002 and was discharged on the 13 May 2002 into the care of his family.

Medical records note a history of ‘non compliance’ with his medication, and in a letter prepared for Waverley Court, Dr K, Psychiatric Registrar, POW stated “He does not feel safe which is his usual complaint when his mental state deteriorates”.

Evidence from members of his family suggests that JB would seek out police if he felt unwell, as he knew they would help him.  In fact there is evidence in his admission notes of being brought to hospital by police for treatment.

At the time of his death his was under the care of his general practitioner Dr G, Nowra, who had prescribed him the anti psychotic drug ‘Zypraxa’ (‘Olanzapine’).

He had been an inmate at the Metropolitan Remand and Reception Centre and had been isolated in a safe cell in July 2002 after an attempt to ‘self harm’.

His family told the inquest JB had been raped in prison and was traumatised as a result.  He had also been a victim of a vicious gun attack and suffered Post Traumatic Stress Disorder.

He was a father of two young boys who lived with their mother in rural New South Wales.  He was to spend part of the Christmas period with them in Sydney before travelling back to his property.

JB is part of a large and loving family.  Two things were abundantly clear during the course of the inquest. Firstly he struggled a great deal with his mental health but importantly he thrived with the support of his family on the property at ‘T’. JB’s, PJ and BT conducted an indigenous retreat on a family property at ‘T’ for 22 years.  In this ‘safe place’ they engaged in healing JB with traditional medicines and indigenous philosophy.

JB stayed with them for about 5 to 6 months and was free of the use of illicit substances. They also advised JB to try and live without his prescribed medication. BT’s evidence is that JB was undertaking a ‘cleansing programme’ but was only part the way through when he left for Christmas.  He stated it was JB’s intention to return to the property and complete the programme.

Both brothers were experienced in drug, alcohol and general aboriginal health issues.  PJ had been a drug and alcohol counsellor and an aboriginal health worker for a number of years.

JB’s older brother RB said JB was engaged in constant heavy and hard work, fencing the large property.  They would fell large trees and cut the wood for the fencing, all physical tasks requiring stamina and concentration.

JB was in a perilous position not taking his prescription medicine, however the Coroner accepted the evidence of the family that he was making great progress on the property and responding to the more ‘cultural’ approach to healing.

Events at Eastgardens

Constable AR first noticed JB at the shopping centre at 7pm.  Constable AR was talking to a security operative in relation to another matter when the security officer, complained to him that “that bloke (indicating JB) is staring me out”.  Constable AR recognised JB from the local community but did not speak to him.  JB simply walked away.

Later that evening JB took his position on the third floor at the top of the escalator.

Mr B rented a ‘temporary’ stall near the area where JB was standing.  Mr B’s evidence is that he first noticed him about 8.40pm. He commented to his wife at 9pm “Look this guy he is strange, he is standing there maybe twenty minutes”.  He noticed JB’s eyes were very red “ He looked for me strange, like he had been crying or maybe alcohol”

Mr B’s evidence is that JB was putting one leg in the pot plant and one leg over the balcony rail and then pulling it back on three occasions. He thought JB might be going to jump. 

He stated, “I was very scared of what he might do.  The whole time he was there I didn’t see any security to tell them what he was doing.  He had been standing there for about twenty minutes when I saw two police officers walk towards me………As they approached I walked up to the police to stop them before the guy could see me. I was afraid that if he saw me talking to the police he may do something to me or the stall. I said to the police ‘Excuse me, some person standing there is very strange, he disturbed me.  I have the stall if you can do something’.  I showed the police who I was talking about and walked back to my stall”.

Under cross-examination Mr B was firm in his opinion that he saw this motion with JB’s legs over the balcony and in the pot plant, on a number of occasions.

JB’s position was being recorded by ‘in store’ CCTV. None of the images captured on camera show this behaviour by JB.  The timing of the pictures contradicts Mr B’s evidence as to JB being in the position for ‘twenty minutes’.  The time coding suggests a longer forty-minute period.

The Senior Deputy State Coroner accepted that Mr B believes JB was standing there for 20 minutes, but could not understand how he could be so wrong on JB’s movements if he had him under observation.

Constable A was the senior police officer and, as such, took the lead when dealing with Mr B and JB.  Constable A said that Mr B told him JB was ‘acting a bit weird’.

Constable A did not ask Mr B to elaborate, nor did he keep JB under observation. Constables A and S approached JB immediately.

They engaged a ‘triangle of safety’ with Constable S standing ‘off centre’ to Constable A and JB. This was appropriate if they intended to challenge him. The issue is not the ‘triangle of safety’, but whether they should have ordered him to leave the area at all.

In Constable A’s Record of Interview  he states “ Went over to try to speak to (sic).  Informed him that he couldn’t stay and that he had to move on” Constable A didn’t know if he hadn’t been heard or if the man was ignoring him “I asked him again that he had to move.  He sort of moved away from where he was and just stood at the top of the escalator…….he asked me who I was,  So I told him I was Constable Atkins from Mascot Police.  He went silent and in a matter of seconds later he just looked at me and said ‘You can hear them too can’t you?’ At that moment I knew that something might not quite be right with this gentleman.  I motioned to Constable Stanford to come over as I was planning to take this guy, arranging to have him taken to the Prince of Wales”. As Atkins was looking at Stanford, JB ‘took off’ down the escalators. The police gave chase.

Constable A was about 3 meters behind JB, Constable S was behind Constable A by about 2 meters when JB launched himself off the long leather ottoman at the bottom of the escalator over the balustrade.

Understandably, the many witnesses to this awful event varied slightly in their recollections of the chase and the fall, however the consensus of opinion was that JB had his hands out like he was ‘reaching’ or ‘taking flight’ as he leapt.

Whilst there is evidence that a number of people abused the police immediately after the fall, witnesses that were prepared to give statements to the investigators, stated that the police were not near JB as he leapt over the balustrade.

JB’s Mental State

Toxicology examination confirmed that JB did not have drugs or alcohol in his system at the time he was confronted by police.  His system was also clear of prescription drugs.

There is no doubt that he was ‘psychotic’ at the time he was dealing with the police. His mental health had quickly deteriorated from the time he left his property.

There was nothing in his demeanour at the top of the escalator that would suggest he was ‘suicidal’ or that he intended to harm anyone else.

The Power to Apprehend

JB’s words to Constable A “you can hear them too can’t you” may be suggestive of ‘paranoia’, however there was nothing in this behaviour that would have triggered police powers under Section 24 of the Mental Health Act:

Section 24 (1) A member of the Police force finds a person in any place who appears to be mentally disturbed and the member of the Police Force has reasonable grounds for believing:

(a) that the person is committing or has recently committed an offence and that it would be beneficial to the welfare of the person that the person be dealt with in accordance with this Act rather than otherwise in accordance with the law, or

(b) that the person has recently attempted to kill himself or herself or that it is probable that the person will attempt to kill himself or herself or attempt to cause serious bodily harm to himself or herself,

the member of the Police Force may apprehend any such person without the warrant of a justice.

As far as the right to apprehend him, the police were powerless.  He, however, had the right to be left alone. The police had no power to order him to ‘move on’.

The police should have spent more time with Mr B to ascertain exactly what JB was alleged to be doing that caused Mr B concern. They then should have ‘observed’ JB themselves. Unfortunately, Mr B would not have given the police officers a correct account of JB’s movements as his account was clearly exaggerated and not supported by the CCTV evidence.  Another problem was Mr B’s poor command of English.

The police officers were criticised for not seeking phone assistance from a mental health professional. 

Until her retrenchment, Ms JM, had been an police educator on Mental Health Issues, attached to the NSW Police Academy.  She had lectured police for many years and had produced a number of excellent training videos on policing the mentally ill. 

Her opinion is that there was not enough time to engage a ‘health professional’ or ‘police supervisor’, and that there was certainly not enough known about the situation to allow any assessment over the phone.

Both police officers impressed as decent and caring operatives.  Constable S had expresses remorse to J B’s family and met with them at court.  He said there was not a day that went by that he didn’t wish they had done things differently.

The family believes the police went like a ‘bull at a gate’.  The Coroner found they we ‘too quick to act’.

Racial Considerations

There is no evidence to say that the direction to ‘move on’ was racially motivated.  

Neither officer identified JB as an Aborigine at that time they spoke to him.  One witness who works with aboriginal communities and who witnessed the chase and its dreadful aftermath said in her statement to police “As he past me on the escalator I noticed he looked that he may have been of aboriginal descent”. In her later evidence she adjusted that position by saying he wasn’t obviously aboriginal by looking at him. 

Other witnesses did not identify JB as an Aborigine. Photos tendered by the family clearly show JB as a ‘non white’ male. 

Constables A and S gave no indication they were dealing with JB in anyway differently to the way they would deal with anyone else. 

JB was an Aboriginal man who belongs to a proud and decent family.  Aboriginal witnesses who gave evidence, gave the most alarming accounts of what it is like to live as an Aboriginal person in a white community.

One witness spoke of ‘workshopping’ local children and said the children believe they are not accepted in these shopping outlets.  Artwork was produced to the court painted by Aboriginal children to illustrate their feelings of being on the ‘fringe’ and not being welcomed in the shopping complex.

Police and Mental Health Training

JB was severely ‘psychotic’ at the time he was approached by police.  He did not, however, fit the criteria for a ‘Schedule 2’ admission to a hospital.

Constable A clearly had no understanding of how to deal with a mentally ill person in those circumstances.

When Ms M was asked to comment on the police chasing him down the escalators she said, “I can’t see the necessity for it” and labelled it “unhelpful”.

Ms M stated it would have helped had they been aware of the limits to their legal authority and developed interpersonal skills to encourage compliance.

Ms M did put this terrible incident in some perspective.  Police are involved in 17,000 to 18,000 ‘mental health’ events per year without incident.

Detective Chief Inspector L, Manager, Crime Management Programmes, Continuing Education and Education Services, New South Wales Police, gave evidence of the police training programmes and packages having a ‘mental health’ component.

There is a series of mental health ‘partnership’ videos that were produced in conjunction with the Department of Health, NSW Centre for Mental Health and the NSW Police.

Mental Health issues are taught in courses such as the ‘Diploma of Policing’, the ‘SMIT’ programme (Six Minutes Intensive Training), ‘On the Job Training’ and the ‘Safe Custody Course’.

A significant development has been the introduction of ‘Mental Health Contact Officers’ within a Local Area Command (‘LACs’).  Their role is to establish networks, liaise with other community groups, and NSW Health, to look at local responses to mental health issues, particularly with regard to operational policing. They are also responsible for liaising with the Education Development Officers (‘EDOs’) to identify education needs and deliver training.

Whilst there are a number of police officers acting as ‘Mental Health Contact Officers’ in some LAC’s, it is not a ‘dedicated’ position.

A ‘Memorandum of Understanding’ also exists between NSW Health and NSW Police.  Mental Health Teams have a commitment to support the police ‘on request’, although the inquest heard from police officers, that support was hard to engage when needed. (A common sentiment heard at many inquests).

The police witnesses gave evidence that they could not remember any ‘mental health’ training, Constable A personnel file clearly indicates that only months before the pursuit, he undertook a ‘Safe Custody Course’ that contained a ‘mental health’ aspect.

One particular are of concern to the Coroner was the removal of the ‘Community Placement Component’ in the Diploma of Policing Course. The effectiveness of this training was evident when you compared Constable A’s training to the real ‘hands on’ training Constable S received when he undertook his placement with a Mental Health Unit.

Both Constables assessed JB as possibly ‘mentally ill’. Constable S assessed him when he looked at him.  He said he had seen that look before in clients at the ‘Mental Health Unit’ where he undertook his Community Placement.  Constable A was alerted to the possibility of JB being mentally ill when he used the words “you can hear them too can’t you”.

At the moment it was realised JB could be ‘psychotic’; the Coroner found the operational tactics of the police should have been very different. He should not have been chased down the escalators. They had no power to detain him.

The Coroner dismissed the notion that if they hadn’t followed him they could have been criticised for not ‘pursuing’ him.  The idea that he could have run under a car or taken a hostage is completely unrealistic. As it transpired JB’s falling body came chillingly close to shoppers.

The police officers did the wrong thing for the right reason. When it was put to Ms M that the police had ‘no power’ she replied “But compassion is an essential part of police work but not the requisite element of section 24”.

As Ms M stated in her evidence, “there is no statute to enforce care, only guardianship”.

The Coroner found “Both officers gave evidence without seeking any protection under the Coroner’s Act. They knew their actions were to be scrutinised using ‘hindsight’ and that it could leave them open to disciplinary action by the Police Commissioner. They did not falter. Whilst we can criticise their judgement they acquitted themselves with decency and integrity during the course of the inquest.”

Was JB’s Fall Suicide?

The Coroner found it was not ‘suicide’.  There were other reasons that may have caused him to leap to his death.

Evidence supports the fact that JB knew he was being pursued by Police. He was seen by a witness to look behind him as he was running down the escalator. 

The way JB ‘looked’ over the balustrade before jumping, could suggest he had trouble with his eyesight and misjudged his position.  

The evidence supports the probability that JB was desperate to escape the pursuing police.

His ‘auditory hallucinations’ may have been guiding him as well.

The Coroner found the JB was taking ‘flight’ from the police when he went over the railing and that this was the most probable reason for him launching himself into the air.

Formal Finding

That JB died at the Prince of Wales Hospital Randwick on the 23 December 2002.  The cause of death is ‘head injury’ sustained when he fell from the second floor of Westfield, Eastgardens, to the ground below.  At the time of his death police were pursuing him ‘on foot’.

Recommendations

(a) That the Commissioner of Police reinstate the ‘Community Placement Component’ in the Diploma of Policing Course, to allow trainee officers exposure and experience with mental health professionals and their client group.

(b) That the Commissioner of Police re-affirm the need for operational police to be aware of the limited provisions of Section 24 of the Mental Health Act.

(c) That the Commissioner of Police consider developing the present scheme of ‘Mental Health Contact Officers’ to allow specially dedicated officers to perform these duties as ‘full time’ operatives.

(d) That the circumstances surrounding the death of JB be incorporated in police training packages and programmes dealing with mental health issues.  This tragic event should be included in the existing  ‘role play’ scenarios. 

420/03
Inquest into the death of JI on 15 March 2003.

Finding given 15 February 2005 at Glebe Coroner’s Court by Magistrate John Abernethy, State Coroner.

Circumstances of Death.
Brief Facts.

In the early hours of Saturday, 15th March 2003, the deceased stole a motor vehicle from a garage in Granville.  At about 10.20 am the same morning the deceased was driving that stolen vehicle North in Chapel Street, Lakemba.  When at the intersection of Canterbury Road, he did not make a left hand turn with safety and came into collision with another motor vehicle which caused this vehicle to collide with another vehicle.  The deceased left the scene without supplying particulars to other involved parties.

Shortly after leaving the scene of the collision the deceased approached a male, AY, who was driving another motor vehicle. He produced a firearm, threatening the driver and forcing him to drive him from the scene, thus abducting AY.

AY drove the deceased initially and then the deceased took over the driving, at times driving dangerously.  He drove to Waterfall Railway Station.  There he let AY out of the vehicle at about 12.40 pm and drove off.  AY called the police.  By this time the deceased had committed the further very serious offence of robbery whilst armed.

Shortly afterwards, the stolen vehicle was sighted by Senior Constable H and a pursuit was commenced.  Senior Constable H terminated that pursuit shortly afterwards.

Between that time and 1.50 pm several further short pursuits occurred in the area of the Royal National Park.  In effect the deceased drove, often at high speed from the Southern end of the Park to the Northern end, turned and retraced his steps through Audley Weir towards the Southern end of the Park.

The final “pursuit” involved (then) Constable D (a civilian at the time of inquest) who was driving the Highway Patrol Sedan.  At about 1.50 pm a vehicle driven by JI left the roadway of Sir Bertram Stevens Drive, near Garie.  It collided with a tree, breaking up on impact. JI was ejected from the vehicle and suffered fatal injuries.

Issues.

Investigation of the Police Operation.

The Critical Incident Investigation Team led by Sergeant W competently and impartially investigated this matter. Furthermore the Critical Incident Guidelines were strictly adhered to.  Involved police were separated, placed with support persons and interrogated by ERISP promptly, thus giving contemporaneous versions as to what happened.  There is a high likelihood that those versions are truthful.

All involved officers were breath tested and subjected to urine analysis.  They were negative of drugs and alcohol.

The substantive offences and their relevance.

The crimes committed by the deceased JI that morning were extremely serious.  He stole two motor vehicles and abducted the driver of one of them.  He forced that driver to drive him to a location and then made off with his vehicle.  He used a Webley & Scott pistol in the commission of the latter crime, thus committing an armed robbery.  That pistol was later found to be loaded and in working order.

In those circumstances NSW Police operatives have little choice but to attempt to capture, and to pursue the felon if necessary.  To do less would be to place innocent members of the community at risk.  

The pursuits were thus justified, and in fact amounted to appropriate policing in the circumstances of the case.

The final “pursuit”.

The Royal National Park covers a huge wooded and heathed area.  Several major roads traverse through the Park.  The Park can be entered from Wollongong (Corrimal), from Waterfall (Southern Entrance) and from near Sutherland (Northern Entrance).  At the Northern end of the Park is a bridge across a river at Audley.  Picnic grounds surround this area, which is usually heavily populated on weekends.

The first pursuit, conducted by Senior Constable H, which began at the Southern end of the Park, was terminated by Senior Constable H mainly due to poor radio communications and loss of sight of the vehicle.  It was self-terminated.

Sergeant R who was riding a NSW Police motorcycle conducted a further pursuit.  This pursuit began near the Northern gates of the Park.  Sergeant R saw the deceased’s vehicle brake harshly and complete a U turn. Sergeant R also saw another police vehicle begin to follow the vehicle.  He also self-terminated the pursuit near Audley Weir whilst travelling South.

Senior Constable P then began a pursuit just North of Audley Weir. Both vehicles travelled south. He self-terminated shortly after.

Mr. D was at the time a silver certificated Highway Patrol Officer with the NSW Police. He was driving a police sedan. He first became aware of the “carjacking” whilst near Engadine Police Station. He arrived at the Waterfall entrance to the National Park and then travelled north behind Senior Constable S. He turned into Wattamolla Drive and whilst there heard that a vehicle was in pursuit along Sir Bertram Stevens Drive near Audley Weir.  Constable H returned to Sir Bertram Stevens Drive and continued North towards Audley.  As he was approaching Audley the pursuit involving Sergeant B had turned around and was heading back towards Audley from the North.  Just south of Audley Weir the vehicle being driven by the deceased drove past Constable H, Southbound.  Along with another police vehicle he made a U Turn and began to travel south. As the other police vehicle approached, he too turned around but self-terminated his pursuit.

The other police vehicle turned into an unsealed road to check it.  Senior Constable B continued along Sir Bertram Stevens Drive. Eventually he saw the deceased’s vehicle some distance away.  He requested a direction as to whether he should terminate or attempt to keep the vehicle in sight.  He heard Duty Officer M at the Northern End of the park say that he should attempt to keep the vehicle in sight.  

Senior Constable H then travelled with lights and sirens de-activated except when overtaking civilian vehicles.  At all relevant times the other vehicle was in and out of sight approximately 400 metres ahead. In order to keep the vehicle under surveillance, Senior Constable H was forced to exceed the speed limit applicable in the area.

He knew of the handgun and was apprehensive about being too close to the other vehicle if it was to stop.  Further his brakes had become “a little bit soft”.

South of the Garie Road he noticed a puff of dust off the roadway to his right.  As he was passing he noticed the vehicle off the road.  He stopped his vehicle and returned on foot to the location.

Communications between VKG and the various vehicles.  

It is clear from the evidence before me that at times communications black spots prevented VKG hearing relevant vehicles, and relevant vehicles hearing VKG.  I have no evidence that the various vehicles could not hear each other though I would not be surprised if there were gaps in those communications too.

Following the termination of Senior Constable P’s pursuit the Duty Operations Inspector (DOI) at VKG gave this direction.

1.43.20
VKG

“From the DOI, no one is to re-engage pursuing this vehicle, repeat, from the DOI, no one is to re-engage pursuing this vehicle”.

1.45.00
SU212
(H) “I’ve got the vehicle in sight.

It is clear that H’s Transmission was not acknowledged by VKG and was probably not heard by VKG who was at this stage discussing with Duty Officer M the possibility of having traffic stopped from entering the Park.

1.46.00
SU212
(H) “Urgent I’ve got the vehicle in sight radio, what are my instructions.”

1.46.10
VKG

“At this stage still not to re-engage in pursuit from what I understand.

Constable H complained that his message of 1.46.00 was not answered.  It is likely that he did not hear the reply of 1.46.10 indicating that a pursuit should not be recommenced, because of the communications blackspots.  Thus:

1.47.40
SU212
(H) Does Sutherland 10 want me to try to keep this vehicle in sight or just stop altogether.”

1.47.50
VKG

Standby for Sutherland 10, do you copy that, we still have the vehicle in sight, what do you want to do.

In effect VKG was relaying the message to Sutherland 10 (DO M).

1.48.00
SU10

(M) “Keep it under surveillance please and keep all information coming, thanks at this stage.

The rest of the communications are in the brief.  In essence, Senior Constable H and VKG continue to communicate.  In accordance with instructions, H gives locations and speeds until he indicates that the vehicle has crashed.

Safe Driving Policy.

All drivers, including Senior Constable H, were accredited drivers within the meaning of the Policy.  All vehicles used were of a type that could be utilised in pursuits.  

On the evidence before me VKG had ordered that all pursuits were to cease.  In those circumstances pursuits cannot be re-commenced unless there is a substantial change in circumstances. It is common ground that there were no substantial change circumstances in this incident. In the event of substantial change circumstances, either VKG or the Duty Officer can authorise a re-commencement of pursuit.

Inspector M gave the instruction to keep the vehicle under surveillance.  In so doing he was, within the meaning of the Safe Driving Policy, ordering that a pursuit be re-commenced.  He had no authority to do so.

In obeying that direction, Senior Constable H was breaching the safe driving policy.

It is apparent that either the DOI or the VKG Civilian Shift Supervisor, Mr. S may not have heard that transmission and acknowledgement.  They were discussing the roadblock option.

Decisions in relation to roadblocks and road spikes.

In dealing with a submission from the family of the deceased that a roadblock was an option whilst those vehicles were travelling along a relatively straight stretch of Sir Bertram Stevens Drive South of Audley, the State Coroner said:

“There are two problems with the option.  Firstly a roadblock would take time to set up and I doubt whether that could have been effectively and safely done in the time allowed – minutes at most.

Secondly, Duty Officer M did consider the roadblock option but gave cogent reasons for dismissing the option:

· The offender was armed.

· The National Park, on a Sunday afternoon would be quite heavily populated with families.

· Possibility of a siege/hostage situation developing.

· Speed and erratic behaviour of the offender.

· Topography of the area.

· Time constraints.

To my mind the fact that police knew that JI was armed made the roadblock option a poor one. People could have been shot or a siege/hostage situation could have developed. The Duty Officer knew that there had been a carjacking that morning and that the driver had been forced to drive against his will to Waterfall.  Had it not been for that, then provided there was time to set up a roadblock and the topography of the area was suitable, a roadblock might have been a viable option.

In the circumstances of this case, I agree with the Duty Officer that roadblock was not a viable option.  Spikes were not available”.

Conclusion.

It was clear to the Coroner that the two police officers, DO M and S/Constable H contravened the NSW Police Safe Driving Policy as I have earlier outlined. DO M is to be commended for his honest evidence in that regard.  Mr. H too, was frank in the witness box.

Having said that, the Coroner found that the “pursuit” was technical.  It involved following the offending vehicle and attempting to keep it in sight.  He noted that the DOI monitored the “pursuit”, apparently without realising that it was a “pursuit”, despite the fact that Senior Constable H was relaying speeds of up to 100 kph.  (DOI may not have known that areas of the Park were in fact signposted at less than that speed).  The State Coroner found it likely that at this time the DOI and Mr. S were having their conversation about roadblocks and may not have heard the dialogue between Constable H and VKG

The Coroner found that at all times, Constable H was about 400 metres behind the deceased.

He noted that the Police Operation was a large one, involving many police vehicles and many types of police vehicles.  It covered a large area and all vehicles were constantly moving.  It was a complex matter to manage and it appeared that its general management by the Duty Officer was sound.

The State Coroner made the point that the Duty Officer meant to say “just report the position of the vehicle if you see it”.  The direction he gave was ambiguous but clearly involved contravention of the Policy.

The Coroner found that the Duty Officer had no authority to order re-commencement of the pursuit as there was no substantial change in circumstances.  He also noted that he did not intend that it be re-commenced.

It was clear to the coroner that the deceased had embarked on a course of dangerous driving almost from leaving Lakemba.  He was at various times driving dangerously in and around the Royal National Park.  At various times he changed direction and should have realised that he was in a place that would be very hard to get out of.

The Coroner said:

“Sadly, though he had been trying to re-habilitate from drug problems – drug addiction, he was well under the influence of drugs.  He had a lethal level of morphine in his system, along with amphetamines and cocaine metabolites.  The expert evidence is that not only were his thought processes severely impaired but so was his ability to safely drive a motor vehicle.  I am unsurprised that this accident did not occur earlier”.

The Coroner was of the opinion that the police, faced with an armed man who had committed a series of very serious criminal offences, had no real option but to attempt to apprehend.  In so doing they  embarked on a series of unremarkable short pursuits with each one being self-terminated appropriately.

The final “pursuit” was, in the opinion of the State Coroner, a technical one that really involved a “following, albeit at times in excess of the prevailing speed limit.

He noted that the inquest transcript would make a good training tool for those undertaking the NSW Police advanced driving courses.

Training of Police for Silver and Gold Certification.

The evidence before the State Coroner from Inspector G was considered important.  

In essence, prior to January 2003 the course was conducted over five days.  It consisted of practical and theoretical training in a face-to-face situation.  Since then the course is over three days and the theoretical side of it is dealt with by means of computerised assessment.  Inspector G was clearly of the opinion that the course was inadequate.

The NSW State Coroner was also of the opinion that the course in its present format is inadequate.  He made a recommendation pursuant to Section 22A, Coroners Act 1980.

Formal Finding. 


That JI died on 15th March 2003 in Royal National Park, near Garie, of multiple injuries received when the motor vehicle he was driving, Registered, owned by AY and before then stolen by the deceased, left Sir Bertram Stevens Drive and hit a tree.

Recommendation
That the NSW Police urgently reviews the current Advanced Police Driver Training Course (Silver/Gold Certification) with a view to considering whether or not it should be again enhanced with a face to face theoretical component.
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Inquest into the death of LW on 7 May 2003.

Finding given 3 November 2005 at Westmead Coroner’s Court by Magistrate Carl Milovanovich, Deputy State Coroner.

Inquest summary  

The deceased was serving a sentence of 3 years imprisonment for fraud offences and her release date was in September 2004.   The deceased had been classified as a Cat 2 prisoner and had spent a period at Berrima before being moved to Emu Plains.  The Emu Plains complex is a low security women’s prison, which allows prisoners to live in houses with up to 10 inmates.  The prisoners are responsible for preparing their own meals, washing, cleaning etc and are able to work on the prison diary farm.  The management strategy being to prepare prisoners for release back into the community.

Prior to May, 2003, each of the houses had been supplied with 2 kitchen knives and these knives were kept in the houses overnight.   Following an incident of assault with a knife a decision was made that the knives would be returned each evening and handed back out each morning.  Following the death of the deceased, no knives are available for access by the prisoners and food is delivered already cut up or cleaned.

On the 7th May, 2003, the deceased was stabbed to death by another female prisoner, receiving multiple stab wounds.  The assailant was subsequently charged with murder and a plea was accepted to the charge of manslaughter with a sentence of 12 years and a non-parole period of 7 years imposed.

At Inquest the central issues were firstly the availability of the knife and secondly the assessment and classification of the prisoner who instigated the attack.  In regard to the first issue, as previously indicated, knives are no longer available to prisoners at the Emu Plains Detention Centre.  In regard to the second issue, the assailant had a long criminal history including convictions for assault, assault occasioning actual bodily harm, use weapon to resist arrest, knife in a public place and malicious wounding (with a knife).  The last offence resulted in a term of imprisonment of 6 years with a non-parole period of 3 years and was the sentence being served at the time of the death.   The assailant prisoner also had a history of mental illness, which included depression, self-mutilation and numerous entries on her warrant file for incidents of assault upon corrections staff, inmates and damage to property.  The assailant prisoner spent the majority of her term of imprisonment in the segregation unit of Mulawa Prison, apart from one period from November 2001 to June 2002, when she was moved to Emu Plains for a period of approximately 7 months.  Following an assault on an inmate the prisoner was returned to Mulawa and remained in segregation until the 26th February 2003.  Department of Corrections record and the evidence adduced at the Inquest indicates that an approach was made by the Governor of the Mulawa Correctional Centre to the Governor of the Emu Plains Centre in Oct/Nov, 2002, with a view of the assailant prisoner being returned to Emu Plains.   The Governor at Emu Plains, who had knowledge and experience with the prisoner from her past period at that centre, supported the transfer on the proviso that the prisoner had been of good behaviour and that she had been living in the mainstream section of the gaol.   This transfer did not eventuate at this time, perhaps for a number of reasons, they being that the prisoner was in segregation and not in the mainstream section of the gaol and she had not been of good behaviour.   In February 2003, the Governor at Emu Plains was again approached with a view of transferring the prisoner to Emu Plains.   She again supported the move on the proviso that the prisoner had been of good behaviour, however, made no stipulation that the prisoner also had to have been living in the mainstream section of the gaol.   A meeting was organised for 24th February 2003, at which the Governor and Deputy Governor of Mulawa, the Emu Plains Governor, a Welfare Officer and the prisoner attended.   At this meeting it was approved in principle that the prisoner could be transferred to Emu Plains, subject to the normal process of a Case Management Plans being supported by the Case Management Team, support by the Governors and final approval by the Case Management Committee.   This process was all completed within 2 days and on the 26th February 2003; the prisoner was transferred to Emu Plains.   It appears from the prison records that from the 26th February, 2003, until the incident on the 7th May, 2003, the prisoner was progressing well, although anecdotal evidence would now suggest that in the days and perhaps one or two weeks before the incident the prisoner was becoming more moody and had expressed on one occasion a desire to self harm.

On the day of the incident, the prisoner had sought medication, which had previously been available to her on a PRN basis.   This medication was correctly refused as the medical records clearly indicated that her PRN medication had not been continued following its lapse on 20th April 2003.  It was also noted that while the prisoner was receiving her normal medication, she had not sought PRN medication for a period of almost 3 weeks prior to the 20th April.  It would appear that the prisoner may have been under the impression that her PRN medication was still available to her, when it clearly was not.   It would appear that this refusal of medication may have been the trigger for the assault on the deceased as evidence from witnesses supported the proposition that the prisoner became upset.   Following a further request for the medication by the prisoner, which was again refused, she sought to speak to the Welfare Officer and the prison psychologist.  Attempts were being made by the staff to ascertain the position in regard to her medication, when the prisoner decided to return to her prison house.   The assault on the deceased, which took place shortly upon her return was witnessed and appears to have been unprovoked.

Corrections Health was represented by counsel at the Inquest and submitted that it would have been prudent for the Department of Corrections to consult with the prisoners medical and psychiatric doctors before making any decision as to her transfer to Emu Plains.  Dr.G, the prisoners Psychiatrist indicated that he would not have supported her transfer having regard to his knowledge of her mental health issues and his view as to the undesirability of a transfer directly from segregation to Emu Plains.   The Department of Corrections had submitted that the prisoner had been allocated sweeper duties for the period of 3 weeks prior to her transfer, and while still in segregation, her behaviour during this three-week period was satisfactory.   Anecdotal evidence at Inquest has suggested that the prisoner may have been given some assurance that she would be transferred to Emu Plains if she remained of good behaviour for a period of  3-4 weeks.  It was known that the prisoner was anxious to return to Emu Plains as she would be in closer proximity to her father with whom she had a good relationship.

The Coroner formed the view that the transfer of the prisoner to Emu Plains was done in haste and should not have been considered without impute from her medical and psychiatric specialists.  There was also some suggestion that the prisoner was a “problem prisoner” and that industrial action may be taken by staff if she remained at Mulawa.   The Coroner formed the view that the decision to transfer the prisoner to Emu Plains in itself was not a decision that should be subject to criticism, particularly having regard to the fact that the prisoner had already spent some 7 months at Emu Plains and was due for release within 13 months (from February, 2003).   What was of concern was the failure to adequately assess the suitability of the prisoner for such a transfer at that time and a failure to have consultation with Corrections Health.  It was also of concern that the prisoner was being effectively transferred from segregation into a low risk open complex.   It was also noted by the Coroner that while Corrections Health were critical in not having been consulted, it was open to Corrections Health once the transfer was known to them, to submit a medical report or submission as to the unsuitability of the transfer at that time.   This was not done.

Privacy issues aside, it would appear that Department of Corrections and Corrections Health often operate in a vacuum.  While it has accepted that the Department of Corrections do not have access to medical records, it is clear that it is open to them to seek consultation and similarly for Corrections Health to file a medical report if it is felt a transfer or classification is inappropriate.   What has been highlighted at this Inquest is a failure of communication between the two organisations in relation to vital medical and psychiatric issues, which should have been given far greater consideration, rather than the haste in which this transfer was implemented.

The Coroner was of the view and this was supported by submissions by both the Department of Corrections and Corrections Health, that there should be a system in place where decisions regarding the classification and or transfer of prisoners is done with impute from both the custodial and health divisions of the Department.   It was noted that the Case Management Team that makes recommendations to the Governor, and the Case Management Committee, was not represented by any member of Corrections Health.  It was considered and supported that a formal recommendation in this regard should be made by the Coroner.

The Coroner also noted that the Internal Investigation into this death conducted by the Internal Investigation Group failed to identify the failure of the consultative process between the custodial and health divisions as being a primary issue.

Formal Finding

That LW died on the 7th May, 2003, at the Emu Plains Corrections Centre, Emu Plains in the State of New South Wales, from multiple stab wounds, inflicted by a known person.

Recommendations

To the Minister for Justice

1. That consideration be given that whenever a sentenced prisoner is being considered for transfer and or re-classification and there is a history of violence and or self harm that the Department of Corrections consult with Justice Health.

2. That any Case Management Team reviewing or supporting such transfer and or re-classification, do so in consultation with Justice Health.  In appropriate cases, the Case Management Team should incorporate a member of Justice Health.

476/03
Inquest into the death of GLR between 29 September and 

1 October 2002.

Finding given on 21 April 2005 at Queanbeyan by Magistrate Jacqueline Milledge, Senior Deputy State Coroner.

On Tuesday 1 October, 2002, police went to premises at 1/5 Charles Street, Queanbeyan, as a result of a ‘concern for welfare’ call from Mr JW.  

A few days earlier JW had been invited to visit his friend, GLR, and intended to call on him the following Friday. However, on Tuesday the 1 October, JW was urged to attend the unit by a mutual friend from Melbourne who told him GLR’s mother was concerned, as she hadn’t heard from her son.

He arrived at the unit after 6pm and when his knock on the door went unanswered, he shone a torch through a closed bedroom window.  He could see his friend laying in bed with the covers over him.  W immediately rang 000 and told the operator he believed his friend had suicided.

Constable L from Queanbeyan Police attending and saw a person lying in bed with a doona over him. He knocked on the window and the figure didn’t move.

Acting Inspector I  arrived a short time later, and finding the unit secured, removed the kitchen window and climbed through.

The body of GLR was found in bed. It was apparent he had been dead a number of days.

The unit was completely locked, except for the front screen door. Tucked into the door was a business card from GP, Queanbeyan Mental Health Service.  Mr P had been Mr GLR  Mental Health ‘Case Manager’ after his recent release from hospital.

An ATM receipt had been placed under the door with the corresponding card.  The receipt was dated 28.9.02.

GLR was laying on his right side in a sleeping position under a doona.  Blood was present around his nose and mouth.  Blood was on the bedclothes and pillows.

The deceased had a number of small incisions on his abdomen that were covered with steri-strips.  One incision appeared to have been recently interfered with and was reopened.

On the bedside table closest to him was a small kitchen knife with blood on it.

On the bed were two prescriptions for Prednisolone. And whilst a large amount of medication was found in his closet, no medication was found near his body.

In the kitchen, apart from a shoe print from Sergeant I, a blood smear from the deceased was found on the floor. An empty wine skin was found in the sink.

Police describe the unit as untidy, with a shelf from the bookcase on the lounge room floor with a $5 note and a number of coins on it.

Although the police paid no attention to it, a seemingly bloody T-shirt was left in a laundry tub.

Dr MB of the Victorian Institute of Forensic Medicine conducted the post mortem in the ACT.  At the conclusion of his post mortem, Dr MB recorded the cause of death as ‘undetermined’.

Section 14B of the Coroners Act 1980: 

An inquest is to be held in the following cases:

(not applicable)

(not applicable)

(not applicable)

a case in which it appears to the coroner that the manner and cause of the person’s death have not been sufficiently disclosed (unless the case is one in which an inquest has been terminated or continued under Section 19)

Therefore if the cause and manner of death is not sufficiently disclosed, the Coroner must conduct an inquest.

The death of GLR was first before the Queanbeyan Coroner, Magistrate JK.  It was clear to her that this would be a lengthy inquest and would best be dealt with by a full time ‘executive’ coroner as per the State Coroner’s protocols for conducting inquests in regional centres.

Section17A of the Coroners Act 1980:

If a coroner is informed (under Section12A or 15) of a death, suspected death, fire or explosion, the State Coroner may – 

assume the jurisdiction to hold an inquest concerning the death or suspected death or an inquiry concerning the fire or explosion; or

direct another coroner to assume that jurisdiction

‘Interested Parties’

The Senior Deputy State Coroner (SDSC) was given jurisdiction to conduct the inquest into the circumstances surrounding the death of GLR.  The inquest was conducted at Queanbeyan.

When the SDSC received the brief of evidence, it was glaringly clear that the investigation was far from adequate.  It was obvious even on the material at that time, that a police coronial advocate could not assist the coroner (as is usually the case) as there was an allegation that GLR had been assaulted by a Federal police officer shortly before his death.  There were also allegations of impropriety by officers of the Australian Protective Services.  

It was clear that GLR had identified as a ‘whistleblower’. He believed (and indeed told many people) that should he be found dead, it would be a ‘payback’ and would be made to look like suicide.

Among the many deficiencies in the police brief, I was particularly concerned with the inadequacy of the investigation into the Federal police officer ’s movements on the night he allegedly assaulted the deceased. 

I was also troubled to read the statement of  ER, where she refers to a verbal altercation at the flats that may have involved GLR on 28 September 2002.

It was imperative that any further investigation into the circumstances of GLR’ death be undertaken impartially and conducted with the utmost integrity.

For that reason I briefed the Crown Solicitor and personally requested Mr Patrick Saidi of Counsel to assist me.  Mr James Shevlin was his instructing solicitor.

Section 32 of the Act provides for representation at inquests or inquiries:

Any person, who in the opinion of the coroner holding an inquest or inquiry, has sufficient interest in the subject-matter of the inquest or inquiry may by leave of the coroner appear in person at the inquest or inquiry or be represented thereat by counsel or a solicitor, and may examine and cross examine any witnesses on matters relevant to the inquest or inquiry.

The New South Wales Commissioner of Police and the Federal Commissioner of Police were both separately represented by Counsel at the inquest (the Australian Protective Service is now under the auspices of the Federal Police Commissioner).  Mrs AL, the mother of Mr GLR was also represented by Counsel at the beginning of the inquest.

Whistleblowers Australia (WBA) was formally granted leave to appear at inquest as a ‘party’ to the proceedings.

GLR - Profile

GLR was a former member of the New South Wales Police Ambulance Service, a former NSW Police Officer, a former trainee with the Federal Police and a member of the ACT Ambulance Service.  He had also been a member of the Army Reserve. At the time of his death he was a member of the Australian Protective Services.

The veracity of GLR assertions regarding his employment history, training and educational qualifications is somewhat questionable.  He claimed academic qualifications from Trinity University.  These degrees are known to be sourced through the internet and are not recognised in bona fide academic circles in this country.

Comparing his curriculum vitae submitted for different positions, a number of discrepancies in his work history can be seen.

Despite this, there is no doubt that he was an intelligent man. He had worked as a paramedic with the Ambulance Service.  He won a position with the Australian Protective Service (‘APS’) in March 1999 and was tasked with the development of training programmes for that organisation.

Whilst, in hindsight, some of his employers have questioned the bona fides of his credentials, there can be no doubt that he was an impressive and convincing applicant for the positions he sought.

He was also extremely personable to many of his friends, work colleagues and acquaintances.

Unfortunately, in many instances, some relationships soured.  There were work colleagues who doubted his ability in areas where he claimed ‘expertise’ or special knowledge. For Example, his APS supervisor Mr McP stated in evidence “I had suspicions about his credibility as a trainer.  I saw his, well I won’t say expertise, it was non expertise on the range practice, his inability to deliver a close quarter battle training techniques that were very basic, yet he intimated to me he was Special Forces trained and all those sort of things.  And I just saw through it very early. So did JC who was Special Forces trained.”

WBA is critical of the coronial inquisition believing witnesses were called to deliberately attest to GLR’s ‘bad character’.  They submit  “We feel that a disproportionate amount of energy was put into the character and emotional imperfections of Mr GLR instead of motives as to why someone would want to harm him; and the truth of his allegations of corruption.”

They accuse the Crown and Detective M of ‘bias’ and believe their ‘prejudice’ may have influenced the selection of witnesses for presentation at inquest.

This could not be further from the truth. Does is not make perfect sense that if you are looking at ‘motive’ to bring about the demise of GLR, you need to look closely at people who had a reason to dislike him or detest him?

WBA believe people were out to get him for his ‘whistleblowing’ activities. GLR told anyone he could the same thing.

In any event the presentation was not unbalanced, many witness had extremely positive things to say about their friend or colleague.  It is also a testament to his positive attributes, that Ms M, even after his death, remains a supportive and caring friend.

His mother, Mrs L, a loving committed parent supports him as much today as she did in his lifetime.

How GLR came to die is the focus of this inquest, not whether he was a corrupt individual.

Was his death as a result of homicide, suicide, accident or natural causes? How he lived will give us some understanding as to how and why he died.

Evidence was not manufactured nor tailored.

GLR, himself, to some degree dictated the scope of the inquest. He asserted he was not dishonest, but that others were corrupt.

He engaged Whistleblowers Australia.  He corresponded with the membership and asked for their assistance.  He further tasked WBA as his ‘watch dog’ should anything happen to him.

The inquest is not the first time issues relating to GLR, his alleged corrupt conduct and the extent of his ‘whistleblowing’ have been scrutinised. 

The Commonwealth Ombudsman

As GLR claimed he was assaulted by a Federal police officer, it was necessary for the Commonwealth Ombudsman to oversee the internal investigation undertaken by the Australian Federal Police.

The death of GLR and his allegations that if he were found dead it would be a ‘payback’ for blowing the whistle on corrupt conduct within the AFP and APS, necessitated a full investigation by the Ombudsman.

There were three terms of reference:

Determine whether Mr GLR was assaulted on or about 26 September 2002 by Federal Agent Maguire of the Australian Federal Police

Determine whether, as a result of AFP actions or omissions, Mr GLR had been improperly charged with fraud, uttering and property offences against the Commonwealth

Determine what whistle-blowing activities Mr GLR may have engaged in at the APS that might arguably provide the AFP with a motive to collude with proceeding with false charges against Mr GLR.

The report of this investigation was completed in September 2003.  Amongst other things, the investigators state this in the report:

“We have concluded that Mr GLR  was not assaulted by Federal Agent M  or any members of the AFP.  We believe it unlikely that any assault occurred.

We have also concluded that sufficient evidence existed to justify the laying of the criminal charges against Mr GLR  and the continuation of the prosecution beyond committal.  Further we have concluded that there was no collusion between the AFP and the APS in bringing those charges.

We have found no evidence to support the contention that Mr GLR  was a ‘whistle-blower’ of any great significance, or that he was being ‘paid back’ for any action he did take.”

Whilst the Commonwealth Ombudsman’s Report was tendered in evidence, I did not refer to it until the final stages of the inquest after evidence had been taken from all witnesses. I wanted to ensure my reasoning and assessment of the evidence was independent of any other inquiry.

The Ombudsman’s conclusions are not accepted by WBA, which alleged that the  investigation was corrupted. The Coroner was urged to revisit the same issues at inquest.

The issues for a coroner to determine are very clear and Section 22 of the Act provides for a coroner to make findings as to:

the identity of the deceased

the date of death

the place of death

the manner of death

the cause of death

The Cause of Death

The Post Mortem

WBA were critical of the post mortem conducted by the Victorian Forensic Pathologist, Dr MB, they were also critical and suspicious that it was not conducted in Queanbeyan by a NSW practitioner. 

The reason for that is simple.  There is no Forensic Pathologist in Canberra or Queanbeyan.  There has been an arrangement for some time, between the ACT Coroner, the NSW State Coroner and the Victorian State Coroner, that the Victorian Institute of Forensic Medicine, will provide, at cost, practitioners to undertake autopsies for the ACT and Queanbeyan coroners. These examinations are conducted in the ACT mortuary.

There is a worldwide scarcity of Forensic Pathologists. Importing the expertise across state lines is a far better option than having a body examined by a lesser qualified Government Medical Officer, particularly where there are so many issues surrounding the death of this man.

I do agree with WBA that this was not an optimum examination, as GLR’s medical records should have been perused at the time of autopsy, particularly when the cause and manner of death was ‘undetermined’.

At the time of the post mortem examination Dr MB did turn his mind to the possibility of GLR’s death being ‘homicide’. He opined “Post mortem examination showed no evidence of any injury that could have contributed or led to the death.  In particular, there was no evidence of skull fracture with no evidence of intracranial haemorrhage” There was no sign of external trauma.

Whilst he did not compare the knife found on GLR’s bedside table to the deceased open incision, he stated there was no evidence of stabbing. There was no evidence of strangulation.

Dr MB did not believe the blood on the pillow at the head of the deceased was indicative of foul play.

Dr MB proffered a number of possibilities for GLR’s cause of death:

Insulin overdose

Pneumonia

Chronic pancreatitis where the decease became hyperglycaemic

Dr D, Clinical Director, Department of Forensic Medicine reviewed Dr MB’s post mortem, the deceased’s medical history and transcripts of the proceedings. He was also asked to consider the critique of the post mortem prepared by Dr L on behalf of WBA.

He agreed with Dr MB that there were no signs of trauma, nor any blunt force injury to the head or body. He also agreed that the deceased could have died as a result of an insulin overdose, accidentally or intentionally, particularly taken with other substances.  He believed it unlikely it would have been administered as a means to homicide.

Dr D believed homicide was highly unlikely here “Well in my view from the autopsy alone to begin with there really is no evidence to support such an assertion.  To kill a person without leaving any marks on the body and, I believe that there are no marks on this body, to support a homicidal manner of death. About the only option available and this is invariably in very elderly people or in babies, is to smother.  Now previously Dr L had written about strangulation which I did not view as the same condition at all as smothering.  Smothering, in my view, is where the external airway is obstructed by placing an item of whatever type over the mouth and nose.  I have not seen a case of smothering in an adult male in over twenty years in an adult male, even if that person has been rather sick.  I think its arguable in terms of physical illness, how ill Mr GLR was.  I really am not too sure one way or the other.  But there was no evidence on the body at all of him having tried to remove somebody or some obstructive item from his mouth and nose”

He stated that had GLR been assaulted and smothered, as WBA had suggested was a possibility, there would have been damage to his mouth and lips. There was no evidence of smothering at all.

He opined that the blood staining was “a substance known as purge or fluid associated with decomposition which is very, very frequently present.”

Dr M, Forensic Medical Officer, NSW Police Forensic Services Group, also examined the post mortem report and other material.  He opined there was nothing in the toxicology report to suggest a suicide attempt.  He believed ‘insulin’ may have factor either directly or indirectly in his death and because of decompositional change, could not be detected. 

Forensic Psychologist, SY, examined GLR by way of  ‘psychological profile’ to try and assist with understanding his cause and manner of death. Her assessment of all the material presented at inquest, was that as there was a lack of any reasonable motive and therefore, the likelihood that his death was homicide was minimal.

She believes the most probable manner of death was unknown medical cause. She does not support a finding of suicide.

Dr LH, Medical Practitioner, Queanbeyan, treated GLR from June 2002.  He was also asked as to proffer an opinion as to possible causes of death.  He believed binge drinking and medicine, particularly insulin, could have reduced his sugar levels to the point where he was having a hypoglycaemic attack.  He believed if GLR was asleep or affected by alcohol, he might not have been aware of his condition.  It was also possible that the deceased could have had a seizure and suffocated, as there was a history of seizures.

Dr H first dealt with the deceased when he was suffering pancreatitis.  He admitted him into hospital in June 2002 and readmitted him in July.

The possibility of suicide

Dr H was also aware of GLR’s previous suicide attempts, as GLR had dealt with a number of medical practitioners in the same Medical Practice.

Dr L of that practice treated GLR in October 2001 for a suspected overdose of Cipramil.

GLR was readmitted to hospital with hypoglycaemia in July 2002. During that admission, there were real concerns that he may self-harm.  

Despite his physical ill health and his fragile mental state, GLR was released from the hospital on 30 August 2002.  He did, however, make an agreement with a community health worker, Ms E, that he would tell her if he intended to suicide. 

On 5 September, he rang Ms E and told her he tied a noose the night before but did not use it.  There were also concerns that he may have attempted to overdose on insulin. Ms E believed this to be a ‘cry for help’.

The decease was admitted to hospital and assessed.  He was intoxicated.

Many years prior to this admission, GLR had been hospitalised in Sutherland Hospital in December 1988.  He was admitted after the break down of a relationship in November 1988.

The deceased had other hospital admissions following depressive episodes.

In November, working as an ambulance officer, he had been involved in a single vehicle accident in the ambulance.  At the time, he told his ex partner that his passengers, a mother and child were killed, the child dying in his arms.

There was no truth to this story. 

He was hospitalised and treated for major depression and post-traumatic stress disorder.

He gave the psychiatrist a completely different version of the accident, saying the ambulance had left the road and was suspended over a cliff for five hours.

Hospital notes record a strong suicidal intent.

In 1995, GLR was admitted overnight to the Canberra Hospital, again diagnosed with major depression and post-traumatic stress disorder. 

His next admission to hospital following two suicide attempts was in 1998, again following the break down of a relationship.

After first meeting in 1996, Ms M, her daughter and GLR commenced living together in April 1997 in her home at Jerrabomberra. At that time he was a paramedic with the ACT Ambulance Service.

Ms M describes a happy and contented relationship, however his mood changed dramatically and he turned from a ‘non drinker’ to a ‘binge’ drinker, drinking a bottle of spirits a day.  Ms M stated that he could ‘binge’ drink for up to 8 days or longer.

Ms M asked the deceased to move out of her premises and he set up residence in an old shed at the back of the property.

When she asked him to leave the property completely, he threatened suicide by cutting into a live electrical wire.  On another occasion, he appeared to try and hang himself from the shower.  Both these ‘attempt’s were carried out in front of Ms M and both times Ms M pulled him free.

After the latter incident, Mr B, their neighbour, took GLR to Queanbeyan Hospital for treatment.  He confirms Ms M account of the attempted ‘hanging’ by stating he saw ‘burn’ marks and a large lump on his neck.

On presentation to the hospital, GLR “admitted to suicidal ideation.”
During this period GLR, lived with his neighbour Mr B until he did not believe it was in his own son’s best interest to have him there.  GLR was still drinking and suffering bouts of depression. So when GLR was released from hospital Mr B made arrangements for him to travel to Melbourne to stay with his mother.

The Brain Tumour

When GLR returned from Melbourne only 3 days later, he told Mr B that as his Melbourne bound bus travelled past a hospital, he decided to present for a medical check up. It was then, he said, it was discovered he was suffering from a brain tumour.  Not only was the tumour diagnosed but also GLR told his friend that he had received treatment but that the condition was ‘terminal’.

Optimistically, he told Mr B that he was going to purchase a house with his insurance money. 

Mr B noticed big red pen lines on his shaved head and what appeared to be burns or scab marks on his skull.

GLR told his mother and Ms M that he was suffering the brain tumour.  Ms M confirmed the presence of the ‘non operable’ tumour with Dr B, GLR’s treating physician. Conversely GLR told Ms LS that he was going to have an operation on the tumour.

After this, Ms M allowed GLR to resume living in her home and the relationship was renewed. However following another estrangement, they lived separately in the house for twelve months, parting July 2002.

The post mortem revealed no brain surgery had been undertaken on GLR, nor was there evidence of a tumour past or present.

Like many of his accounts it was pure fabrication, but convincing.

He falsified medical documents. He produced a report by a Dr BC, from the Canberra Imaging Group, with accompanying CT scans.  His ‘expert’ report from Professor R from the Alfred Hospital Melbourne was a forgery.

I agree with Mr Saidi, Counsel Assisting, that the symptoms the fictional ‘Professor R’ describes in the report is the same symptomology that the decease exhibited in his personal relationships. 

By showing this false document he could explain his bizarre behaviour to his family and friends yet blame it on the brain tumour.

This was selfish behaviour by GLR designed to manipulate those around him into feeling pity for him, in the hopes of reconciling strained relationships.

This despicable lie was perpetrated on his elderly mother when he told her he only had three months to live.  To this day, she cannot be convinced that the brain tumour never existed.

So persuasive was the deceased over his newfound ailment, that he convinced his medical practitioner, Dr B, that the condition was real.

Ms M had always been suspicious, however she asked Dr B his opinion, and by that time GLR had manipulated the medico by showing him his untruthful documents.  Dr B confirmed the diagnosis.

His employment with the Australian Protective Services

In March 1999, GLR won a position with the Australian Protective Services as a training operative. 

Ms M describes this period of his life as extremely happy, although he was working long hours and frequently had to travel to Sydney.

He was to assist in the development of the ‘First Response Training Programme’.  Superintendent McP was his supervisor in Sydney and Mr H was his immediate supervisor in Canberra.

Evidence is that the relationship between Mr H and Mr McP was strained.  

There was conflict regarding who it was that was responsible for the authorisation and payment of overtime. 

GLR resented Superintendent McP being appointed as officer in charge of the new training programme as he believed he was more deserving of the promotion. Other colleagues of GLR shared that view.

Superintendent McP was responsible for the security at Sydney Airport and other sensitive facilities.

There were ongoing issues between the men.  

In 1999, GLR accused Superintendent McP of assaulting and intimidating another training operative, LP. GLR asserted that McP wanted P to pass an officer that had failed the training course. 

Of all the participants in this confrontation, only GLR characterised the exchange as an ‘assault’. All other parties agreed it was a verbal altercation. 

Both McP and H, giving almost identical evidence on the issue, thought it ludicrous that P would have been assaulted by McP, given P’s size and ability to defend himself. 

GLR however, made a formal complaint and the matter was mediated.

Superintendent McP was questioning the efficacy of the new  ‘First Response Course’.  He though it was a ‘mickey mouse’ course failing to meet expectations. 

He had serious concerns regarding GLR’s qualifications.  He also had concerns regarding his work ethic, so much so that he kept a diary of his ‘comings and goings’.

He believed him to be uncontrollable and felt powerless to do anything with him.

After the mediation, Superintendent McP was removed from the area, reduced in rank and transferred to the Diplomatic Protection Unit.

In February 2000, GLR applied for ‘higher duties’ allowance, which necessitated the pay clerk to look at his salary record.  She made a comment to DH saying ‘Don’t you people have lives’.  It was then that DH discovered his signature was appearing on claims he had no knowledge of.

If the claims were genuine, it showed GLR working 12 hours per day, 7 days per week for 22 weeks. Overtime should have ended when the course closed in December 1999.

On 12 April 2000 GLR was charged with fraud and property offences.  The property allegedly stolen by GLR was found in his home. GLR was pleading not guilty to all charges

Having been committed for trial GLR was due to go to trial in November 2002.

GLR’s guilt or innocence of the charges has not been considered at inquest.  His friend JW provided a last minute statement supporting GLR’s version of events in the use of the signature. Given that GLR was charged in April 2000, the appearance of this document appeared somewhat ‘tardy’.

But that does not make it untruthful, simply questionable.

It was possible, that if this evidence was tested at trial and Mr W withstood cross-examination, it may very well have swayed the jury to acquit him. Juries are at times unpredictable.

What did exist however, was a climate of instability within the ranks of the APS.  Personalities interfered with performance, and the setting was rife for anyone to manipulate a position of advantage for themselves.

Whistleblowing

GLR claims that the fraud and other charges were brought against him to silence him as he had the capacity to ‘blow the lid’ on the AFP and APS. He alleged a conspiracy between senior officers that he described as ‘an old boys club’. He claimed he was being victimised.

His first document dated 16 July 2001, more than 12 months after he was charged, states, amongst other things, “I feel there is no other option left to me if I am to clear myself and expose the web of lies, corruption and collusion that exists within the Australian Protective Service (APS), element of the Australian Federal Police and to a lesser extent the Federal Attorney-General’s Department itself” 

In this document he states he had authored an earlier expose that he calls a ‘detailed and extensive report’ “which reveal significant faults in the APS and obvious security risks at Sydney Airport, and other sensitive establishments, which highlighted weaknesses and extreme laxness in the security of these facilities.”

This report was allegedly struck in November 1999, 5 months before his charging.

I agree with Ms H, Counsel for the Federal Police Commissioner, that it would have been expected that GLR would have sent that report ‘up the line’ to Mr H, his immediate supervisor.  After all, an earlier letter had been given to Mr H on 8 November 1999, criticising Superintendent McP.

This is the same Mr H, according to GLR’s, that allowed him to use his electronic signature for the payment of overtime. Who else would be in a better position to receive and act on it? GLR enjoyed a good relationship with his supervisor at that time.

The evidence weighs against this document ever having existed.

GLR was manipulative and clever.  If he was to convince others that these charges were retaliatory, he must be able to prove he ‘blew the whistle’ on corruption before he was charged.

There is no doubt he corresponded with a number of people and urged them to see him as a victim of a corrupt system.  He engaged Whistleblowers Australia and continually sent them emails, saying his life was at risk because of what he knew.

Whilst he was undertaking his campaign to solicit support, his health was deteriorating.  He was telling colleagues at WBA he was afraid to be alone and that he feared for his life.

Whilst I agree with the submission from WBA that the Federal Police should consider implementing and internal witness programme, I find it difficult to understand why WBA could not organise a support person or indeed a ‘roster’ of support people to assist him through what they believed was a difficult and dangerous period.

Dr L and Ms L both gave evidence of the psychology of ‘whistleblowing’.  It was stated that ‘whistleblowers’ are made to appear mad, bad or both by the individuals or systems they have threatened to expose.  A campaign to discredit the ‘whistleblower’ is undertaken and they are often dispossessed, demoted or driven out.

I agree with all that.  Whistleblowers are courageous, ethical human beings that are driven to speak out because of their enormous capacity for integrity and a sense of justice.

GLR may have been a member of the WBA organisation, but he was not a ‘whistleblower’ in the true and precious sense of the word.

At his worst, he was self-serving, manipulative and dishonest.

He claims to have been adversely affected by the ‘old boys network’, however it was the very men that he threatened to expose that were displaced and/or demoted.

There is absolutely no evidence to support the outrageous assertion by WBA that 5 men had motive to kill GLR. 

GLR, however, had a substantial motive to discredit his superiors and the organisations.

GLR and his accusations were ‘lightweight’. He kept threatening to expose corruption, but never did. 

If his ‘allegations’ of the ‘old boys network’ of corruption had substance, why didn’t he alert the appropriate people.  WBA would say that it is difficult for a whistleblower to find an ally.

He spoke to many different people. Journalists, a member of parliament, a network of supporters, and his own lawyer, yet nothing was said except to say, that if he was found dead he would have been killed to ‘silence’ him.

He wasn’t saying anything. Why did he need to be silenced?  According to him, he had been telling his story for 3 years.  Where was the substance to the allegations.

He reported a theft of computer documents and records two weeks before he was due to go to trial.  The investigating officer believed the report to be suspicious.  I am of the same view.    

If he was genuine, surely he would have provided the very organisation he sought support from, WBA with a detailed and comprehensive report as to the very conduct he was alleging was corrupt.

The credibility of GLR is entirely questionable.  Not only did he manufacture stories to suit himself, but he asserted he was surrounded by an entire web of corruption. Not only in the APS and AFP, but his member of parliament, the Commonwealth Attorney General, the Commonwealth Director of Public Prosecution and even his own lawyer who was defending him at trail.

According to him, they were all sufficiently motivated to ‘bring him down’. As I previous stated, why would they? 

Assault by Agent M

GLR claimed to have been assaulted by the police officer that was the informant in his fraud and theft prosecutions, on the morning of 26 September 2002.

Agent M provided an alibi and was supported by his girlfriend and another AFP operative Agent V. He had documentary proof by way of key card transaction that he was in Sydney and at least three hours from Queanbeyan at the time of the alleged attack.

Interestingly enough GLR does not tell his solicitor that the very police officer that has charged him, assaulted him.  This would have been a significant issue for a defendant facing trial and would have been to his benefit.

There is no evidence to support his claim. In fact the evidence is to the contrary.

The Police Investigation

To say the police investigation was far from adequate is an understatement.  The investigative approach was naive given GLR assertions that he had been recently assaulted, threatened and intimidated by members of the AFP and APS.

The crime scene examination was incompetent.  A proper search of the premises was not undertaken, exhibits were not taken into the possession of the police, photographic evidence was poor, with some significant items ie bloody clothes, not captured at all.

Detective M’s uncertainty of what was in the hand of GLR when he was found is worrying.

It was a very poor performance by experience police officers.  Unfortunately, things went from bad to worse.

The police had given Ms M  GLR’s property from the flat.  She was surprised to find his mobile phone was returned to her.

As GLR had been complaining of threats and harassment, she realised the importance of the object and immediately surrendered it to the investigating police.

It was wrongly catalogued and stored, finding its way into the miscellaneous property area.  There this important item sat for months until it was destroyed.  It was never examined.  Disgraceful!

Of concern was the extent of the investigative incompetence within the Local Area Command.  It appeared to this inquest that the problems were systemic.

Detective Inspector B provided a very frank assessment of the failures in the investigation.  He also assured the coroner that those problems had been rectified and that the placement of a crime Manager in the LAC will ensure these mistakes are not revisited in any future investigations.

GLR’s Mental Health Issues

GLR was a man with great ability.  He was beset by depression, suicide attempts and attempts of self-harm to gain attention and control.

His was released from hospital only days before his death.  He was extremely physically unwell and his condition was made worse by his constant battle with depression.

His history was well known to the mental health professionals who dealt with him on his last admission to Queanbeyan Hospital.

He didn’t want to go back to his flat.  He could not be trusted to care for himself, eating inappropriately and ‘binge drinking’ to ease the pain, both physically and mentally.

He did not receive the appropriate level of support.  His physical condition alone should have seen him remain in hospital, add to that his fragile mental health and he should not have been abandoned.

A ‘contract of safety’ or ‘agreement’ to contact the mental health operative should he intend to commit suicide is a nonsense.

One of the saddest aspects of this case is the Mr P’s business card form the Queanbeyan Mental Health Team being thrust into the wire door at a time when GLR was dead in his bed.

Mr P had failed to keep an earlier appointment with GLR.  On another occasion, Police were sent to check on GLR’s welfare when the mental health team were concerned for him.

The involvement of Whistleblowers Australias at inquest

As I previously stated, I have the utmost respect for any individual who is a genuine whistleblower. I have always respected the Whistleblowers Australia group, and, as I said during the course of the hearing, I have many friends who are whistleblowers in the true sense of the word.

I was committed to embrace WBA at inquest and allow them the opportunity to inspect documents and examine witnesses.  Counsel Assisting and, his instructing solicitor, advised me against it.

In hindsight, watching the way some members of WBA have conducted themselves during the course of the inquisition, I was wrong.  

Whilst I will always assert ‘at law’ I had the power to grant them leave under the Coroners Act, their inclusion made this inquest almost unbearable in many respects.

I was somewhat shielded by my Counsel Assisting, Mr Saidi, and his instructing solicitor, Mr Shevlin, who had to deal with Dr L and Ms L in court and at times, during the periods of adjournment.

Both L and L treated those decent, hardworking and committed men like the enemy.  They continually questioned their impartiality in dealing with issues at inquest. 

They used all the tactics they accuse others of employing when wishing to demean and discredit a ‘whistleblower’.

From the beginning of the inquest, WBA, in its publication ‘The Whistle’ continually published articles reporting a very jaundiced and inaccurate account of the progress of the inquest.  According to WBA we were doomed to fail because of the attitude of Saidi and Shevlin. One article read as though the coroner was an unthinking ‘puppet’ (my words) being driven by Counsel Assisting.

They questioned Saidi and Shevlin’s integrity, in court and out.

They secretly taped meetings between WBA and my legal team.  When asked to explain to the coroner, WBA said it was filming a documentary.

In evidence, Ms L made an outrageous and unsubstantiated claim that 

Mr Saidi had been intimidating her in the witness box.  He inadvertently stated she was of higher rank at the time she was a member of the constabulary.  That led to banter about her police pension. Ms L claims she was intimidated.

In hindsight, it would have been better left alone, however Ms L was party to the repartee and enabled the subject to progress.

Another of the many claims of harassment and intimidation by Mr Saidi and Mr Shevlin, is an alleged incident in the courtyard of the Queanbeyan courthouse. Amongst other things it is alleged Saidi and Shevlin were hiding behind a tree making notes about Ms L and Dr L.

I visited the courtyard and could not find a tree, let alone one capable of hiding two substantial figures.

Ms L is currently writing a book and has written one earlier tome.  When she was working at the State Coroner’s Court in Glebe, she dispensed a number of copies to different members of staff including the Registrar. Mr Saidi and Mr Shevlin also received copies of the book.  

I too was intended to be a recipient, but when the book was delivered to me I refused to accept it.  I was a judicial officer currently undertaking an inquest where Ms L’s organisation was a party.  It was highly inappropriate for it to be offered to me.

When I asked Ms L in court, why she gave her alleged ‘harassers’ the books her evidence was that it was done in the ‘spirit of good will’, to try and better the relationship between her, Saidi and Shevlin.

A cynical observer might consider it was done to endear herself to Mr Saidi, who Ms L believed may have been acting for the Commissioner of Police in a forthcoming suit involving her husband.

Perceptions are important.  At the commencement of the inquest I perceived WBA to be embarking on a course of intimidation, not only against me as a judicial officer, but in relation to the whole of the coronial process.  I was assured by Dr L that was not the case.

WBA were critical of Detective M’s investigation and that would be fair comment if it ended there.

In their usual unreasoned approach, they labelled him corrupt.  Suggesting in their journal that he was corruptly promoted and that it was linked to this matter.

That is painfully untrue. Detective M’s competence was open to challenge but not his integrity.  He is not a corrupt officer, nor was the NSW Police Commissioner corrupt in allowing his promotion.

He was passed for promotion long before this matter presented itself. WBA was told that, but they refuse to publish an apology.

Detective M has shouldered the criticism and got on with his job.  He remained committed to the inquest and maintained his dignity regardless of the cruel accusations.  He deserves an apology.

Conclusion

I am satisfied that the weight of the evidence does not support homicide, nor does it support suicide.

GLR was extremely physically sick and his health was deteriorating days before his demise.

On his release from hospital he was physically and mentally depleted.  He needed professional support and assistance.

Dr L opines apart from suffering depression, GLR had suffered from sarcoidosis for the past 7 years. He was also suffering recurring pancreatitis, leading to pancreatic insufficiency where his insulin was affected dramatically.  Any of these conditions could have contributed to his death.

I am satisfied that GLR died a natural death of unknown aetiology.

Formal Finding

That LR died between 29 September 2002 and 1 October 2002 at his flat in Queanbeyan. The cause of death is ‘natural’ of an unknown aetiology.

Recommendations:

To the NSW Commissioner for Police:

· That all Local Area Commands are resourced with a Crime Manager and that the Crime Manager oversee all investigations.

· That any death where the deceased is suspected of being a ‘whistleblower’ should be investigated thoroughly and that a mini task force approach to the investigation be considered. 

To the NSW Minister for Health:

· That mental health clients be case managed by a single mental health professional.  This will ensure a consistent service delivery to the client and aid in establishing a relationship built on trust and reliability.

902/03
Inquest into the death of RP on 1 June 2003.

Finding given 6 May 2005 at Kurri Kurri by Magistrate John Abernethy, State Coroner.

Circumstances of Death:

The NSW State Coroner criticised aspects of the police operation which culminated in this man’s death. Accordingly the summing up, finding and Statutory Recommendations (Section 22A, Coroner Act 1980) of the State Coroner are reproduced in full.

Preamble:

Under current protocols of the NSW Police – protocols approved by the NSW State Coroner, a death during a police operation is a form of death in custody within the meaning of Section 13A, Coroners Act 1980. In those circumstances an inquest must be held and that inquest must be presided over by the NSW State Coroner or one of the 3 Deputy State Coroners.

The State Coroner attended at Dungog on the night of 1-2 June 2003 from Sydney and had carriage of this matter ever since.

The protocols the State Coroner referred to saw the selection of Detective Inspector TS as Officer-in-Charge of the critical incident investigation. Inspector TS is a commissioned officer of the NSW Police and is a member of a different Local Area Command to that in which the police operation took place and to which the actors in this incident belonged.

In his comprehensive brief of evidence, Detective Inspector TS has tried to address the issues of the case. He has flagged what he saw as the issues of concern to RP’s mother and family. This inquest has done the same. He is to be commended for the calibre of his investigation.

Brief Facts:

The State Coroner did not go into detail in relation to the facts and the conflicts in the evidence as to what actually happened. The State Coroner considered this matter in great depth in terms of my decision in relation to Section 19, Coroners Act 1980. 

Suffice to say that on the afternoon of 1 June 2003, RP, then aged 30 years, discharged a round from a single barrel shotgun through the ceiling of a Toyota Land Cruiser, whilst he was seated in the vehicle in Dungog, outside the residence of his female friends, MB. He and MB had just had a relatively minor argument.

MB was inside her residence and fearing that RP had deliberately shot himself, called the police by dialing 000. The call was made at 1618 hours.

Senior Constable CS began his shift at Dungog Police Station that day at about 1500 hours.

Following MB’s 000 call, Senior Constable CS attended the location in front of the residence of MB, in response. He responded to the call on a “call for welfare” basis. Although he had detailed dealings with RP and although RP believed that CS was picking on him, there can be no doubt that it was mere chance that Senior Constable CS was on that day.

On the arrival of Senior Constable CS, RP said words to the effect “your dead CS you c*nt”. He discharged a round from the shotgun, hitting the near side front of Senior Constable CS’s Nissan Patrol 4 Wheel Drive, which was parked behind RP’s Toyota Land Cruiser, and slightly out from it, and therefore the curb. The vehicle was parked according to police instructions. The distance between the 2 men, from the photogrammetry plan, appears to be no more than 20 metres.

Senior Constable CS exited the police vehicle and discharged 2 rounds from his Glock service handgun. The State Coroner came to the view that the shots were more likely to have been fired from a position at the rear of and to the near side of the police vehicle. The first round grazed the side of RP’s vehicle, moving on through the weather shield and air snorkel. The second round entered the cab of the vehicle via the rear window, moving through a headrest and striking RP in the right upper back/neck area. A siege situation then ensued which took several hours to resolve. During this period RP died from the effects of the gunshot would he received. He certainly remained alive but mortally wounded for perhaps 2 hours. It is most unlikely he would have lived, even in optimal circumstances. It is probable that he reloaded the shotgun after being wounded.

Issues:

Before dealing with the issues of this case the State Coroner felt it appropriate to make a few points, which are well known to lawyers but often forgotten by the legally untrained.

Firstly, this inquest examined the events of 1 June 2003 microscopically – in great detail with all the benefits of hindsight – the clearest view of all. Neither RP nor Senior Constable CS, or for that matter those police who attended and made decisions later, had the benefit of that hindsight. Further, in the context of a submission in relation to indictable criminality on the part of the police officer, The State Coroner closely considered the conflicts in the evidence before him.

It took almost 2 weeks to discuss and analyse what is likely to have occurred initially, in terms of seconds and ultimately over a few hours in total.

Secondly, witnesses will inevitably vary in recounting the one event. One sees it clearly in this case. A number of witnesses were definite about times and sequences which are clearly inconsistent with statements made by other witnesses. Some witnesses were clearly incorrect in their recollection of the events in question.

Given that what occurred that afternoon was clearly a traumatic event for not only the participants but also for those witnesses to it, such inconsistencies in the evidence is to be expected. It must be borne firmly in mind that though a witness may be clearly incorrect in his or her recollection, that does not mean that the witness is not telling the truth to the best of his or her ability, or that the entirety of that witness’ evidence is to be rejected. If upon analysis, part of the evidence is found to be correct and part incorrect, the court can accept that part of the evidence that is correct, whilst rejecting that which is found to be incorrect.

RP’s state of mind at the time:

The Officer-in-Charge has detailed a “work, medical and psychological history of RP and events of significance leading up to and including 1 June 2003”. There was no need to refer in detail to what was to the State Coroner an honest attempt to paint a picture of this complex man. There was very little cross-examination of this aspect of his evidence by any interested party.

RP’s problems seem to have stemmed from a head injury received whilst playing Rugby League at the age of about 14, and a fatal motor vehicle accident in which he was clearly no at fault. Whilst he generally remained in regular employment, he did have bouts of illness and had been admitted to psychiatric institutions suffering mainly from depression, through probably not of psychotic depth – more likely a Post Traumatic Stress Disorder. His melancholia led to his being placed on anti-depressant medications. In 2000 the death of his grandfather, and after that, the death of his father had a deep effect on him.

Before the death of his father, an admission to Maitland Hospital in March 2001 led him to speak of thoughts of suicide and of homicide in relation to an ex-girlfriend.

Shortly after his discharge there was an argument with the publican of the Royal Hotel, which culminated in the alarming incident of driving a vehicle into the hotel.

In July 2001 the aggravated break and enter occurred. That was handled by Senior Constable CS and RP received quite a heavy gaol sentence of 4 years with a non-parole period of 15 months, in Newcastle District Court on 9 November 2001.

Whilst in prison his father, to whom he was very close, died. This had a major effect upon him.

Despite his problems, following his release from prison RP was generally in employment. He had formed a stable relationship and was planning to marry.

He was well loved by his family and his extended family and particularly young people. He was popular with his mates.

Despite this there was always a problem with alcohol. This incident appears to have been precipitated by an imaginary belief that he was being pursued and harassed by Senior Constable CS; and an extreme overreaction to what was little more than an argument between him and his companion MB. Significantly he was well affected by alcohol at the time with a blood alcohol reading of .16mg/l. He was also affected by his prescribed medication Venlafaxine.

The State Coroner received a great deal of evidence most of which he accepted. Generally there were no problems with RP, and when depressed he would end to seek out a friend. Reluctantly, the State Coroner stated that his problems on the day, even prior to Senior Constable CS arriving, were extreme. He actually fired a round through the roof of his own motor vehicle – surely an extreme thing for any person to do, no matter what the circumstances.

It was a condition of his parole that he not drink alcohol and not use firearms. Sadly on this day he had a firearm and was well affected by alcohol.

The convincing evidence before the State Coroner was that the combination of alcohol and the argument with his partner had the effect of causing him to act as he did in the first instance. The arrival of Senior Constable CS simply brought the matter to a head. It probably brought into the forefront of his mind the belief that Senior Constable CS was picking on him.

Alleged harassment of RP by Senior Constable CS, particularly following his release from Prison in 2002 and prior to death:

The State Coroner could not and did not lose sight of the fact that Senior Constable CS too has been clearly traumatised by this incident. To have a threat made and a shotgun fired at you must cause unbelievable fear. The State Coroner felt it was owed to CS to make one issue plain, and it is an issue with which the family seems to accept. Certainly no submissions were made on the issue and there was little examination on it.

Not one witness could give an example of harassment by Senior Constable CS between the time of RP’s release from prison and his death. It appears that the only evidence of it is hearsay evidence of the deceased himself. He told a number of people of it, including his girlfriend MB, and his work mates. What has been proven to the required standard is that the only evidence of dealings between the 2 occurred late the year before in licensed premises, and that on the day before his death at the times RP spoke to his work mates, Senior Constable CS was not even on duty.

Certainly Senior Constable CS had had dealings with RP and all local police would have known him or known of him. Dungog is a small town and dealings in the circumstances of RP’s life were inevitable. Senior Constable CS was in charge of the aggravated break and enter proceedings.

Whilst there is no evidence to support the allegation that Senior Constable CS was harassing RP, there is no doubt that RP believed Senior Constable CS was harassing him. He feared that CS would have him gaoled so that he would have to serve the balance of his parole. At the time CS arrived he would have known he was in apparent breach of his parole.

One allegation made was that Senior Constable CS arranged for, and involved himself in a meeting involving members of the local community involved in the supply of alcohol to patrons. The purpose of such a meeting was to consider how to best deal with the problems posed by RP when affected by alcohol. Concern no doubt stemmed from the earlier hotel incident. On the only evidence before the State Coroner, Senior Constable CS did not orchestrate such a meeting. It is probable that the licensee a Hotel did. CS facilitated it, which to the State Coroner was no more than an example of good community policing. That is something that can be easily done in a country town but is very difficult to do in a city.

The firing of a shotgun at the police vehicle by RP, and the response by Senior Constable CS:

As stated the State Coroner did not deal further with the primary issue for the reasons given. Suffice to say that the behaviour of RP was extreme and unexpected and there can be no doubt that CS was placed in great fear by it. He had to make a series of judgments in no more than a few seconds in circumstances of fear and shock. Any criticism that any person has of the officer must take into account those circumstances. To look at what he did coldly and analytically is simply not appropriate. It is also unfair.

His concern for the public during that period near the garage showed that despite his own shock, he managed to continue to act appropriately doing all he could to keep the public away from danger.

The ensuing police operation:

Management of the shooter:

Senior Constable CS believed that he may have hit RP, and he made that clear very soon after the incident. It was certainly not clear however that that was so. Certainly with the dearth of police at the scene initially, it was appropriate for him to remain at the scene and remain active as determined by the siege commander, Chief Inspector H. On the basis that a police officer had been shot at and had himself returned fire, the matter was clearly a critical incident, regardless of the condition of RP.

Once resources had arrived, it seems plain that Senior Constable CS should have been disarmed and his firearm and ammunition placed in a place of safety pending ballistics inspection. Furthermore he should have been ordered from the scene and taken, with such support persons as necessary to the police station to await interrogation by ERISP.

As indicated by Detective Inspector S, Chief Inspector H’s schedule from the start was very hectic, given that a siege was progressing and there was in the minds of police a very real threat. He could not reasonably have been expected to manage the overall incident from the time of arrival and separate Senior Constable CS. However, the arrival of another very senior officer, Chief Inspector L surely meant that CS could have been separated. As the State Coroner understood the evidence, L arrived at 1700 hours. Yet Senior Constable CS was forced to collect SPSU personnel at 1810 hours. Of course he would have spoken with them. He retained his firearm during this period. Even on his return to the Command Post he was not separated and disarmed. The firearm was actually taken from him at 1940 hours by L, some 3 hours after the incident. It was only after that that he was taken to Dungog Police Station. It should have been made clear to Senior Constable CS and to all police with whom he came into contact once separated from the scene, that there should be no discussion of the incident and his role in it.

To the credit of Senior Constable CS, I accept that he kept his conversation with other police to a minimum.

What concerns the State Coroner in these cases, and they do occur from time to time, is the perception that matters will be discussed and so have the potentiality to impact on the version of the shooter when it is finally given to shooting team investigators.

One of the reasons the State Coroner recommended separation and ERISPS for police closely involved in critical incidents, all those years ago, was that he saw them as the surest way of getting the correct version, thus protecting honest police.

Management of siege:

At 4.25pm Senior Constable D of Dungog Police arrived at the scene from his home. At 4.32pm Chief Inspector H arrived. Upon arrival he saw RP’s vehicle parked with engine running and the barrel of a weapon protruding from the window of the vehicle. He took up a position behind a power pole and for a lengthy period unsuccessfully sought to convince RP to throw his weapon from the vehicle.

During this initial period he also requested Senior Constable CS to move his vehicle into a position where it would be blocking the street to traffic. There can be no doubt that the street had to be blocked and blocked quickly. CS understandably, was not keen to perform that task. It was clear to Chief Inspector H that CS was in fact in shock. He made it clear to CS that he would provide him with cover.

The State Coroner questioned whether the operational decision made by the Chief Inspector to direct an obviously distressed officer who had recently been threatened and shot at in a most horrific manner to move from a place of safety into an exposed position so as to move the vehicle. RP’s condition was not known and on any view there was the potentiality of further injury either to him or to the police officer moving the vehicle. The State Coroner was of the view that the vehicle should have been left where it was and another vehicle – any vehicle utilised at the top end of the street. Senior Constable CS was to become the centre of the Critical Incident investigation and he should not have been utilised in any event.

During the siege there is no doubt that Chief Inspector H made sustained and multiple attempts to have RP throw his weapon from the vehicle. In due course he was forced to notify the Local Area Commander of the siege and request the attendance of specialist police. In due course those police arrived to take over from SPSU police.

During the course of the siege itself, the deceased engaged in such activity as blowing the vehicle horn, activating the wiper bladed and revving the engine. He also moved his arm on a number of occasions. From about 7pm no further movement was observed and there was no further indication of life.

The relatives of the deceased have questioned that aspect of the police operation which allowed RP to remain in the vehicle until approximately 9.30pm in circumstances where no indications have been given in the prior 2 and a half hours that he was still alive.

As to the revving of the engines and so on, in hindsight it appears that RP was making calls for help. It seems that family and friends believed that at the time. It is also probable that the likelihood did not occur to the senior police present. The State Coroner did not criticise police for that, but meaningful discussions with the family may have convinced police that that was indeed the case.

Another criticism of the relative and friends of the deceased relates to the issue of whether or not his mother, his GP, or a friend should have been permitted to intervene and plead with the deceased so as to try and turn the course of the events.

It would appear from the evidence that no real attempt was made by police to obtain information from the family and friends of the deceased about his background. Any communication with the family was of a very limited nature. One can well understand why the family is concerned about this issue. In making these comments The State Coroner accepted that in the early stages at least, involving the family would have been extremely difficult. It is clear though, that things slowed down particularly from after 7pm.

Third Party Intervention has its difficulties. That is clear from the evidence in this case (it would have had no effect) and in other cases. There can be inherent danger when such a course of action is embarked upon, and it can in fact compound any problems. Having said this, there is, the State Coroner was told, no absolute rule or principle that prevents third party intervention taking place. Much depends upon the background and circumstances surrounding the critical incident in question. As much information may be relayed to the psychiatrist retained to assist police and negotiators. It may provide cogent reasons as to why third party intervention of some sort should occur.

In this particular instance, very little information was sought from the family and friends of the deceased, and very little communication took place advising the family and friends as to what was occurring ad the siege progressed. The family were never told why police were progressing the matter as they did. Had greater efforts been made to communicate with family members the concerns which surfaced in this inquest may well have been alleviated.

Whilst the State Coroner appreciated that great strain is placed on police and particularly on the Siege Commander in such situations, one must also remember that relatives and friends, particularly in a small country town, are also placed under great emotional stress as a siege evolves. Efforts should be made by responsible police officers to alleviate this distress and keep the family informed of developments. An effort has to be made so as to ensure police action and the reasons for it are clearly understood.

There was a failure to properly and adequately communicate with the mother of the deceased, and to explain to her why the police would not permit third party intervention to take place. Had such communication occurred that night I may well be that the deceased’s mother would not have been so concerned about the police action and why it was taken.

The evidence of Chief Inspector H was to the effect that he knew RP well. He certainly did know all about the bas side of RP – the side that presented itself to police. I believe he knew nothing about the other side of RP – his positive aspects. That side has been brought out in this inquest, by writing and by oral evidence, and also by Detective Inspector S. Had this been known, the negotiators and psychiatrist advising them would have had a great deal more data for consideration.

My views and the views of the NSW Police in relation to the lack of professionalism of police in laughing during the final moments of the incident have been discussed in this inquest. That activity rightly deserves censure as it placed NSW Police in a most unprofessional light. It has also caused great distress to observer. Chief Inspector H readily conceded that such behaviour was entirely inappropriate. It has now been dealt with by NSW Police.

To the deceased’s mother in particular the State Coroner offered his sympathy. The best efforts were made to conduct this inquest according to law. CS must also put this matter behind him as best he can.

Formal Finding:

That RP died on 1 June 2003 at Dungog, of a gunshot wound to the neck inflicted then and there by CS a member of the NSW Police acting in the execution of his duty.

Recommendations:

1) That all NSW Police Officers be reminded that in any critical incident involving police, and particularly when that critical incident involves the use of police appointments, that the officers involved be separated and a support person placed with the officer or officers involved pending arrival of interrogators.

Without incorporating it into the recommendation, the State Coroner suggested that part of that support would be to ensure that officers do not discuss the incident with the person being supported.

Third party Intervention:

The State Coroner considered the issue of Third Party Intervention and accept that Third Party Intervention is rarely used in sieges, and that this may be a principle throughout the country. Nevertheless Third Party Intervention is still an available tool and must be considered, especially where it is clear that persons with close knowledge of the person involved feel that they can be utilised as interveners. In this siege very little consideration was given to utilising a third party at any stage, either in person or by recorded message. The stance of NSW Police appears to be that the police involved knew RP well and that was sufficient. Of course they knew of his dealings with them well – the bad side of him. They had no knowledge at all of the other side, the side so ably painted by Detective Inspector S after gathering available information.

Prompt gathering of Third Party Intervention data would have enabled the Siege Commander and negotiators to make a more coherent and rational decision on this issue.

The State Coroner accepted that Third party Intervention can be a dangerous thing and have seen evidence of that in another inquest. Nevertheless there must be instances where it will be entirely appropriate. There is a need to gather data in order to make a reasoned and coherent decision.

2) That NSW Police consider revising present practice in relation to Third Party Intervention in critical incident siege negotiation, and where appropriate and possible, actively obtain data from friends and relatives which will enable more coherent and reasoned decisions to be made in relation to Third party Intervention.

Placement of SPG operatives in the Hunter and Illawarra:

The present system in relation to critical incidents involves the initial deployment of specially trained State Protection Support Unit operatives pending a decision on the use of, and subsequent arrival of State protection Group (Tactical Operations Unit) operatives, the latter being extremely highly trained.

With the tyranny of distance we face in this State that appeared to the State Coroner to be a reasonable way to utilise the very scarce SPG(TOU) resource. Perhaps it is time to conduct an analysis of country, Central Coast, Hunter and Illawarra critical incidents where SPG was ultimately deployed. Depending on that analysis it may be worthwhile considering the locating of some SPG resources in the Hunter and Illawarra.

3) That NSW Police considers placing SPG resources in the Hunter and Illawarra regions of NSW.

Notification of next of kin:

There is dispute as to when the mother of the deceased was notified of her son’s death and who it was that told her. Her recollection is that she was not formally notified by Mr H whereas Mr H was adamant that he did notify her.

My recollection is that as a result of an earlier coronial recommendation there is an instruction that next of kin of a deceased, following a critical incident is to be notified personally by a commissioned officer as soon as practicable. if this is not absolutely accurate, it is very close.

The State Coroner reminded police that it is extremely important that next if kin of deceased in critical incident situations be notified promptly and with sensitivity.

The State Coroner was not convinced that he could make a recommendation in relation to the discussion of mental health issues with family and friends of a person. There are privacy considerations and in many cases there would be great resentment by the person involved. Good community policing, of course, will often involve discussions with family and friends.

In relation to the calling of Mental health Teams, there is in existence a protocol dealing with mental health issues and policing. In circumstances where there is an overt mental health issue, that protocol encourages the close involvement of NSW Health. The State Coroner didn’t believe more could be done by recommendation. Moreover, in a recent case, a Deputy State Coroner recommended, in effect, that a health database be established so as to permit police to quickly access relevant information pursuant to the memorandum of understanding between Police and Health.
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The deaths of PP, SK, MK and PK were reportable deaths pursuant to a number of provisions of the Coroners Act 1980, those provisions being:

Section 13 (a), the person died a violent or unnatural death,

Section 13A(1)(b), the person died as a result of or in the course of police operations (there was no dispute that a police operation was on-going at the time of death and in regard to PK there was the issue of whether the death was caused directly as a result of the discharge of a Police service firearm by a Police Officer).

Section 13AB(1)(b), the person was a child in respect of whom a report was made under Part 2 Chapter 3 of the Children and Young Persons (Care and Protection) Act 1998, within the period of 3 years immediately preceding the child’s death. (The mandatory notification to DOCs by the Police on 5 August 2003 brought the children, SK and MK within these provisions).

As a result of the deaths falling within the provisions of Section 13A of the Coroners Act 1980, a Critical Incident team was established under the control of a senior Police Officer who was not attached to the Windsor Local Area Command, and Chief Inspector L was appointed as the independent investigator of strike force ‘Greatcoats'. All necessary critical incident protocols were invoked, including the mandatory requirement to breath test and take urine samples of officers involved in the critical incident.

Following formal identification Dr E was directed to undertake post mortem examinations. The formal documents, which include the initial report to the Coroner, identification statements, life pronounced extinct and final post mortem reports have been tendered.

In addition to the mandatory requirement to report the deaths to the Coroner under the provisions of Section 13A of the Coroners Act, an Inquest is mandatory when a person or persons die in a Police Operation. Accordingly it was necessary to compile a comprehensive brief of evidence and ultimately it was necessary to instruct the State Crown Solicitors Office to brief Counsel to assist the Coroner.

The Role of the Coroner

The primary role of the coroner is to determine the identity of each deceased, the date and place of death and the manner and cause of death. Those findings must form part of the Coroners formal findings and are the mechanism by which the deaths and cause of death are ultimately registered under the provisions of the Registration of Births, Deaths and Marriages Act (NSW).

Under the provisions of Section 22A of the Coroners Act 1980, a Coroner may make recommendations. Such recommendations are usually made on issues associated with pubic health or safety and the Coroner can make a recommendation that a matter be investigated or reviewed by a specified person or body.

Before proceeding further, it was important the Deputy State Coroner felt to state that Coroners Courts are not Courts of blame, its function is limited by Statute. If shortcomings or system failures are detected it is in the spirit of the inquisitorial process that is hoped that lessons can be learned and if necessary by comment or by formal recommendations perceived deficiencies (if they exist) can be identified and hopefully remedied. In that context the Deputy State Coroner said from the outset, that much of the Inquest has focused on the action of perceived in-action of Police in relation to a number of events in the period of approximately 5 weeks before the tragic events of September 15. The Deputy State Coroner was heartened by the evidence given by the P family and their view that they are not seeking to apportion blame, but rather to seek to identify those areas which might be appropriate to examine and review. In the context of that comment, The Deputy State Coroner wished to make it very clear to all Officers who were involved in the series of events from 2 August 2003 and up to 15 September 2003, that any comments made in my formal findings should not be perceived by them as personal criticism. The Deputy State Coroner was well aware of the tremendous pressure our Police Officers work under, that it’s a much younger and inexperienced Police Service operating under difficult staffing and budgetary constraints. That factor seems to repeat itself, whether it be in the community services, mental health, hospitals, etc. He was also well aware of the impact Part XV of the Crimes Act 1900 (the section that deals with Domestic and Personal Violence matters) has had, not only on the Police Service, but also on the Courts and associated government instrumentalities. Part XV of the Crimes Act 1900 was enacted in 1987 and the workload of the Police and Courts virtually doubled overnight and even today, some 18 years after that legislation was invoked there is no doubt that it is perhaps one of the most taxing areas in terms of resources, education and training.

Turning now to the events on and leading up to 15 September 2003, it is not necessary to reiterate those events, other than very briefly. Chief Inspector L prepared a most comprehensive brief of evidence which ahs been reviewed by Detective Inspector P. In addition Counsel assisting has given an opening address in which he succinctly summarised the facts and issues. That opening address forms part of the official transcript and the Deputy State Coroner wished to spare the P family the need to re-visit those tragic events by repeating them in any detail in his formal findings. It should also be said, that while this Inquest focused on identified issues, the entire evidence which is contained in the 5 volumes and exhibits has been closely examined not only by the Coroner, but also by Counsel assisting. The decision not to call certain witnesses, for example the Forensic Pathologist, or view video re-enactments in Court was deliberate and in accordance with the wishes of the P family. The Deputy State Coroner also said that throughout the past 22 months he had close and regular contact with Chief Inspector L who not only arranged for him to view the scene, but regularly kept him informed of the progress of the investigation and well being and wishes of the P family.

Background

IP met PK in Thailand in 1997 when she was teaching English in Chang Mai. A relationship developed and they were married in a Thai Marriage Ceremony in 1998. They both returned to Australia and during 1999 moved into premises. The property was a large semi-rural holding with a single level home and an attached flat. At the time of moving in, IP’s father, PP and his wife CP resided in the substantive part of the home and IP and PK took up residence in the adjoining flat.

The relationship produced 2 children, MK who was born in 1999 and SK who was born in 2001. The evidence from IP is that the marriage was a happy one for a number of years. However, it began to deteriorate some time after SK’s birth and the couple separated in June 2003. PK found accommodation elsewhere, however, he regularly saw IP and the children. It is apparent from evidence that the relationship became further strained after separation. It appears that PK could not accept that the relationship was over and believed the parties would reconcile. It is also apparent that during this period of separation his behaviour and mood was changing and a number of incidents of domestic violence took place. On 2 August 2003, an incident took place which involved the Police, and this was the first occasion Police became involved. Further contact was had with Police on 4 August (DVO applied for), 27 August (at Court), 28 August (report of breach) and 15 September 2003 (report of breach). The report to Police of the Domestic Violence Orders on 15 September 2003 resulted in Police attending the property, setting up a crime scene, and taking IP to hospital for examination and treatment. She returned to the Police Station at Windsor at around 11.30pm and after an informal interview with Detective S a decision was made to return IP to her home in order for her to rest and have a meal. It is apparent from the brief that PK had tried unsuccessfully to contact IP during the late morning following 2 phone calls to her mobile. Call records indicate that he phoned the property on 2 occasions and it’s evident that he would have spoken to PP and was informed that IP was with the Police. It is clear from the evidence that PK then left his employment, purchased a knife and drove to the property. At around 1.30pm he arrived at the property and shortly thereafter PP was deceased, as was MK and SK and PK was suffering from self inflicted knife wounds. It would appear that Detective S, Constable, M and IP arrived at the property within minutes of the fatal assaults. Upon arrival the evidence would suggest that PP and the children were deceased and PK was critically ill. As a result of the actions by PK to further inflict injuries on the child SK, he was shot twice by Detective S. PK was treated at the scene for his injuries and transported to hospital where he passed away shortly thereafter.

In terms of formal findings, being satisfied as to the identity of each deceased, and having regard to the findings of the Forensic Pathologist, PP and SK died on 15 September 2003 at the property, from stab wounds to the chest, inflicted by a person since deceased. Similarly in regard to MK the finding will be that she died on 15 September 2003 at the same address from multiple stab wounds to the body, inflicted by a person since deceased. In regard to PK the finding will be that he died on 15 September 2003 at Hawkesbury Hospital, Windsor from stab wounds to the chest, self-inflicted with the intention of taking his own life. It should be stated that while the Forensic Pathologist has included in his post mortem finding that those gunshot wounds to PK’s arms may have contributed to his death, it is evident that those gunshot injuries by themselves were non fatal. That finding clearly imports that the consequences of PK being shot by Detective S did not directly result in his death. The post mortem findings are unequivocal that the self-inflicted stab wounds were the primary cause of death. The Deputy State Coroner was guided by the views of Chief Inspector L and the crime scene examiners that would suggest, that on the balance of probabilities the order of death was MK, PP, SK and PK.

Examination of the Matters in Issue

It has been clearly demonstrated, not only in Counsel assisting’s opening address, but also during the course of the evidence that a number of issues have been identified.

By way of summary those issues could best be described as the following:

· 2 August – The 000 call by IP and its categorisation as a ‘Concern for welfare’

· 2 August – The Police response and actions following the events at another address.

· 4 August – Police action in seeking a Domestic Violence order

· 28 August – Complaint by IP of a breach of the Domestic Violence Order and the Police response

· 15 September – Complaint by IP of a breach of a Domestic Violence Order, Police response and subsequent actions.

· DOCs involvement and issues surrounding prioritisation and allocation of a mandatory notification.

A further issues in regard to the provisions of Section 562H(2A) of the Crimes Act 1900, as amended was identified during the course of this Inquest, and while perhaps not having direct implication in the events associated with this Inquest, it is a matter of significant importance that will require consideration and possible formal recommendations. (This issue deals with the inability, if warranted, for Constable B to seek a telephone Interim Order by virtue of the decision in Woods v Evans & Anor. Justice Kirby, NSWSC 27 April 2005).

The Deputy State Coroner now dealt with those identified issues and in doing so took into account the written and oral submissions and the sworn testimony and views expressed by the P family.

The Triple 000 Call on 2 August 2003

There would seem to be little doubt and overall agreement that the classification of the 000 call by the Radio Operator as a concern for welfare was inappropriate. It is clear from the transcript that IP told the operator that, and quoting from that transcript, “he pulled a knife out and said he was going to kill himself, I managed to get, sort of calm it down and get the knife off him. I don’t know whether he’s really meaning it or not but the kids were both there and it was in front of them, so I managed to calm it down and got myself and my son home but my daughter’s still in the flat.” Operator to IP, “he’s only threatened self harm has he, he didn’t assault you or anything like that”…answer… “No, no last week he said he was going to come and kill me and kill himself”. Clearly the radio message from the 000 Operator to the Police should have clearly indicated that the situation was a Domestic Violence situation. The report prepared by Ms H has also identified the error and she has reported that a revision of training for VKG Operators in terms of Domestic Violence issues is now provided. On the assumption that this training has been implemented and will be on-going the Deputy State Coroner saw no need to make formal recommendations. It is, however, important that in the training it must be stressed that the identification of domestic violence issues, is not only imperative in terms of the nature of the response, but also in terms of providing Police who are called out with the opportunity to do background checks in terms of Officer safety.

2 August 2003 and Police Response

There is absolutely no doubt that the response by Officers V and L to the ‘Concern for Welfare’ notification was prompt and that from the information provided by IP to those officers the priority was focused on securing the safe release of MK. There is also no doubt that the concerns that the Police had for the welfare of PK and their actions in seeking information regarding assistance and counseling was appropriate and commendable, even though the request for assistance was instigated by PK.

The question that remains unanswered and on which there remain different views, is whether the Officers should have identified the circumstances of the events at the flat as a domestic violence situation. It is conceded that the Officers were entitled to the view that they were dealing with a concern for welfare, however it would also have been obvious to the officers that the concern for welfare involved a family and 2 children. It would not have been unreasonable for the officers to probe further in obtaining background information on the dynamics of the family. I note from reading Constable V’s statement that no reference appears anywhere in regard to any enquiry of IP, he does however, say, quote, “she did not disclose any other information that may have constituted a criminal offence.” It appears from the tenor of Constable V’s statement that he certainly asked all the relevant questions in regard to the issue of concern for welfare, however it would not have been unreasonable to enquire of IP as to whether threats had been made to her. We are all aware from the evidence that IP did not disclose to Constable V that she had received a threatening letter. There is no doubt that the Police acted appropriately on this night and to some extent were assured by IP that her concerns were mainly for PK. The unfortunate circumstances in which the radio message did not communicate a reported threat of harm by PK to IP resulted in that information not being followed up.

If any lesson is to be learnt from the events of 2 August it is perhaps the need for officers to look outside the square when dealing with what may be a concern for welfare in a domestic situation. Notwithstanding that PK had indicated that he had no intention of harming himself, he did seek assistance and counseling and it would not have been unreasonable for the officers to seek further background information on the relationship and its breakdown in order to make informed decisions and appropriate follow up if necessary.

4 August 2003, Constable B and the AVO Application

The Deputy State Coroner closely examined the events of 4 August and the role Constable B played. He agreed with one of the parties that her approach was both caring, sympathetic and professional. It is also evident that Constable B accessed the COPS system and even spoke to Constable V concerning the events of 2 August 2003. Having regard to the information provided by IP it was appropriate and necessary to seek an apprehended violence order and Constable B took action in that regard.

An issue has arisen as to whether a telephone interim order should have been applied on 4 August. Apart from the possible legal technicality (which will be dealt with later) the Deputy State Coroner was of the view that the circumstances outlined by IP to Constable B did not constitute sufficient immediate concerns that would warrant a telephone interim order. Similarly, it was open for Constable B to place the complaint before a presiding Magistrate at Windsor at 10am the following morning and to allow the Magistrate to either take sworn testimony from IP or question her in regard to whether an Interim order should be made. A decision was made by Constable B to lodge the complaint through the Court Registry and a return date for 27 August 2003 was arranged.

Having regard to the information that was provided to Constable B her actions in listing the complaint returnable on 27 August 2003 was not unreasonable and it is perhaps only with the benefit of hindsight that we now know that PK’s mental and emotional state was deteriorating. The only issue that perhaps is worthy of comment is the desirability when seeking a restraining order to closely look at the history of the relationship and its evident and escalating deterioration in the preceding days and weeks. In cases where there has been a recent separation, children involved, threats to kill the spouse and threats to self harm with a knife, it may be desirable to seek either an earlier return date with expedited service or consider seeking an Interim order. The reality is that IP and her children had no protection between 5 August and the return date, 27 August 2003, a period of 22 days.

28 August 2003, Complaint by IP of breach and Police response

It has been accepted that Constable D upon receiving the telephone call from PP took information and recorded that a complaint had been made in regard to the breach of an apprehended domestic violence order. Constables H and C responded and it is noted in Constable H’s statement that he acknowledges that he was attending an address in response to an alleged breach of a domestic violence order. Both Constable’s H and C have made statements in relation to their attendance at the premises and have also given sworn testimony. IP has also made a statement in that regard and given sworn testimony as to the events and conversations that took place that night.

Clearly, there is a factual dispute as to the precise nature of the conversations that took place that night. IP maintains that she did inform both officers that breaches had taken place and provided details. The officers on the other hand maintain that when they attended they were asked only to explain the nature and terms of the orders. Clearly the 2 versions cannot stand side by side on the main issue of whether information in regard to the breach was communicated. There is no doubt that IP was concerned as to the ramifications of proceeding with the breach and her concerns were associated with the likelihood that PK would be arrested and she had concerns for is employment if he remained in custody. It was the Deputy State Coroner’s view following an examination of the evidence of those witnesses that it is more probable that IP’s version is the correct one. There is also no doubt that by the time Police had left her premises, she had agreed to the course of action suggested by the officers, that being that they would contact PK and speak to him about the orders. In fact, that was done, with PK attending the Police station the following day. The question must be asked, if the Police Officers maintain that their role was only to explain the orders to IP and her father, why did they see it as part of their duty to speak to PK. The only logical answer to that question is that IP had agreed not to proceed with the breach action on the assurances of the Police Officers would go and speak to PK.

The Police actions on that night, it was found, are of themselves not necessarily open to adverse criticism. There is clearly an obligation on the Police to explain the ramifications of taking breach action and the consequences of arrest, criminal record, etc. However, in providing that information, it should be considered and it should not be perceived by the Complainant as obstacles that are being presented by the Police which by implication or innuendo might be perceived as being discouraging of proceeding further. The primary role of the Police where a complaint of breach is received in to investigate, gather the evidence and proceed through the due process of law. If evidence of a breach has been established and the protected person makes a decision not to make a statement or to proceed further, strict compliance with the provisions of Section 562I(6)(b) should follow. Section 562I(6)(b) states, “that when an officer believes on reasonable grounds that a person has committed an offence and a decision is made by that officer not to initiate criminal proceedings the Police Officer must make a written record of the reasons for that decision.”

As understand by the Deputy State Coroner, the provisions of Section 562I(6)(b) and the obligation is also contained in the NSW Police Handbook.

It is also interesting to note that the COPS entry completed by Constable H makes no mention that Police contacted PK and explained the provisions of the Domestic Violence Order to him. IP has been perhaps most vocal in regard to the events of 28 August and perhaps with some legitimacy. Her view that the onus of making decisions should not have been put back onto her shoulders and that she had an expectation that having obtained the order was now reporting a breach that action would be taken. The Deputy State Coroner agreed with her.

15 September 2003, Complaint of breach of Domestic Violence Order – Police response

The events during the early morning of 15 September, the call to the Rape Crisis Centre, and the report of breach of Domestic Violence Orders to Constable G are all well documented in the brief. The attendance of Police to the property, the setting up of a crime scene, gathering of evidence and transporting IP to hospital are also fully outlined and require no further comment.

Similarly the attendance of Police at around 1.30pm when the tragic events had unfolded and the manner in which the investigation was conducted thereafter have not been the focus of this Inquest.

The one issue that does emerge in regard to the events of 15 September 2003, and as succinctly put by Counsel assisting in his closing address, is at the issue of whether action should have been taken to arrest PK at an earlier time. This aspect of this tragedy concerned the Deputy State Coroner greatly, perhaps because of the benefit of 20/20 vision in hindsight. There is no doubt that the Police had an opportunity to arrest PK well before the tragic events at 1.30pm, however, an examination of their actions must be considered, not with the benefit of hindsight, but in terms of decisions that were made at the time. Such decisions at the time, no doubt included the need to gather evidence, the need to ensure the safety and comfort of IP and an assessment of whether PK remained a risk of harm to any other persons. The decisions made that morning would no doubt have taken into account standard operating procedures in regard to arrest and no doubt factors such as staffing resources may also have been a consideration.

On the one view, strongly put by the representative of the Commissioner and supported by Chief Inspector L, the Officer in Charge of the Investigation, was that the Police methodology and prioritisation of tasks was appropriate and in accordance with the procedure for professional investigations of a serious indictable offence. The argument appears to be based on the premise, that as IP had now indicated that she would be prepared to make a statement in regard to a serious indictable offence, that action to arrest PK would not be considered in isolation in regard only to a breach of the Domestic Violence Order. It has been suggested that the breach of the Domestic Violence Order, was the offence of aggravated sexual assault and until such time as sufficient particulars of that offence could be obtained from IP it would be unwise to arrest PK.

The Deputy State Coroner respected the experience and views of Chief Inspector L and take on board the submissions made on this point and it may be the case that we will simply agree to disagree. It has been submitted that this Court should not substitute its view to the experience and views expressed by Chief Inspector L and the views expressed by Detective Inspector P as the reviewing Officer. He accepted that there is merit to the argument and that this Court should not impose its views over the weight of the evidence or opinion on this point. However, the one fundamental flaw in that argument is that it would appear that this ignores the views expressed by the P family on this very issue. Coroners Courts are often seen as Courts of public opinion and in the public opinion, if it was known that a report of an aggravated sexual assault was given to Police at 6.30am, followed by a visit to the crime scene by Police, the location of a knife and knowledge of an enforceable Domestic Violence Order and the location of the Offender was known. Public opinion, notwithstanding the need to secure exhibits, obtain a more detailed version from IP, etc, would be that the alleged offender should have been taken into custody earlier.

As far as standard operating instructions are concerned and or the Police handbook under the section titled Domestic Violence, Police Powers, Power to Arrest, it states, “when satisfied an offence has occurred, however, as the first option, strongly consider exercising your power of arrest to immediately ensure safety”. It has been put to in these proceedings that the Police followed those directions on the basis that they were satisfied that IP was in a place of safety and that there were no concerns for the welfare of the children or PP as no previous threats or harm had ever been made to them. Perhaps this is true. However, it would seem to that the words, “to ensure safety” should not be construed only in regard to a possible victim, but in this case to ensure the safety of the offender as well. Access to information on the COPS system and information and knowledge known to other officers would have highlighted that PK was at risk of self harm.

It was also noted that the Commissioner’s notice dated 5 August 1996, (The Deputy State Coroner was not sure how current this is) states under the heading “Domestic Violence charge and arrest practice”… “when officers are satisfied that a domestic violence offence has been committed, as your first option, the strongest consideration is to be given to exercising your powers in favour of arresting alleged offenders.” This direction appears to echo, perhaps in stronger language the standard operating procedures.

The central issue, in the Deputy State Coroner’s view was whether the Police either singularly or in combination had sufficient evidence to be satisfied that a Domestic Violence Offence had taken place. It would seem that in the early part of the morning it was known to Police that a Domestic Violence Order was in place with the standard conditions of not assault etc, not to attend premises etc, there was evidence that PK had entered the premises and there was certainly evidence, albeit not in statement form, that a serious indictable offence had been committed. Police were aware that the offender had entered the premises from which he was restrained from entering and at the time was armed with a knife.

It would have been open for the Police to immediately take action to arrest PK, and charge him with breaching the Domestic Violence Order on the grounds that he had attended the premises armed with a knife. Again with the benefit of hindsight, this would have allowed Police to examine in more detail the previous COPS entries and as IP spoke to Detective S some time between 11.30am and 1.00pm, further information would have been elicited to place in any fact sheets before the presiding Magistrate for a bail determination. There is no doubt that all the Police performed their duties to the best of their ability and that they placed considerable weight on the welfare of IP which was admirable. It would appear however, that no serious consideration was given to the likelihood of PK returning to the premises. Again, perhaps with the benefit of hindsight, his possible return to the premises was a possibility that could have been considered. Bearing in mind that IP had calmed him down, perhaps with the assurance that their relationship might continue, it would not be unreasonable to expect that PK, having committed a serious offence only hours earlier, might be anxious as to IP’s well being and movements. Clearly he was, as he tried to ring her on 2 occasions and phoned the residence as well. Again, with the benefit of hindsight, consideration should have been given to moving the children and PP until such time as PK’s arrest was completed.

All these issues were raised, not for the purpose of personal criticism of any Police Officers, but hopefully and in the same manner as the P family, to draw attention to possible windows of opportunity that may have existed which could have turned or changed the course of events. In some respects one could well understand if IP was bitter in regard to her experience with the Domestic Violence legislation and those who are empowered to enforce it. She is not however, bitter, but hopes the tragedy of 15 September 2003, when she lost her children, her father and her husband, and the circumstances leading to those deaths, are not in vain.

Assessment and Involvement by Department of Community Services

The Deputy State Coroner took on board the submissions made by DOCs both oral and written. It is apparent that DOCs involvement was limited to the one mandatory notification and that there had not been any prior DOCs involvement with the P/K family or their children. With the benefit of hindsight, perhaps the events of 2 August 2003, if recognised as a Domestic Violence incident and bearing in mind the presence of the children and that self harm issues associated with the possession of a knife, should have been a mandatory notification. When Constable B obtained a more detailed statement from IP and made the mandatory notification on 5 August, it may well have been the case that it would have been treated as higher in priority on the basis of being a second notification.

It would appear that current policies do not prohibit a case worker from contacting a complainant or notifier to seek further information. It is of concern that approximately 87% of notifications remained unallocated and are then closed as there is no further report. Clearly issues of resources are one factor, but not the only one as submitted. I do not propose to make any formal recommendations in regard to DOCs, however, I will refer a copy of the brief and transcripts to the Director general of the Department of Community Services for attention and consideration.

In regard to formal recommendations the Deputy State Coroner considered that he should make the following. Firstly, to recommend that the Commissioner of Police review the circumstances surrounding the deaths of the P/K family with particular attention to be given to the following:

1. The adequacy and frequency of training of all Police officers in regard to domestic violence matters.

2. Whether consideration should be given to introducing Mandatory training in Domestic Violence issues on a regular basis for officers after completing basic training.

3. An examination of the standard operating procedures and directions in regard to the timely arrest of known offenders. In this regard is it appropriate to allow a known offender to remain at large if sufficient evidence exists to affect arrest and detain (in respect of a serious offence) while further investigations may be on going in regard to more serious and indictable offences?

The Deputy State Coroner also proposed to make 2 recommendations to the Attorney General in regard to the provisions of Part XV of the Crimes Act. The first relates to the implications of the case of Woos v Evans, Justice Kirby, Supreme Court, and the provisions of Section 562H(I). There was no need at this stage to articulate the recommendations in more detail, as it was proposed to do that more fully at the completion of these proceedings. The Deputy State Coroner also proposed to seek that the Attorney general examine the provisions of Section 4 of the interpretation Section of the Crimes Act, which would appear to exclude an offence under the provisions of Section 31 of the Crimes Act (viz send threatening letter) as a domestic violence offence. Again there was no need to articulate that recommendation in detail at this stage.

In closing this Inquest the Deputy State Coroner expressed his appreciation to Detective Chief Inspector L for the excellent work he put into preparing the investigation on his behalf. Appreciation was also expressed to Counsel assisting and other members of the bar table who assisted and represented their particular interests.

The Deputy State Coroner’s final comments were understandably for the P family and IP in particular. He cannot begin to understand the grief and loss they had endured over the past 22 months. He can only say to all of you, personally and on behalf of the Court, that he extended his deepest sympathy for their tragic loss. The deputy State Coroner trusted that this Inquest has in some small way, and he was well aware of their initial reluctance to attend, provided them with an opportunity to express their feelings and views and hopefully in some small way given some closure.

No truer words were said at this Inquest than those expressed by RP and IP, that ultimately, the loss of MK, SK and PP was due to the actions of PK. As was have repeatedly said, the actions of many have been examined, mainly of Police, with the benefit of hindsight. Sight should not be lost that the vast majority of NSW Police are hard working, compassionate and dedicated officers and if any lessons have been learnt from this tragedy and Inquest, it can only make the NSW Police Service a better service.

In many respects the events between 2 August and 15 September 2003 and the behaviour of PK depict what is now clear, as being, a worsening mental and emotional time for PK and his inability to deal with it. Even the P family never expected that he would ever harm his children. The Deputy State Coroner recalled, vividly, a visit to the scene of this tragic event and seeing a photograph of IP and PK on their wedding day in Thailand. In that photograph they are both young, happy and no doubt looking forward to sharing a life together… it is so sad that it has ended this way.

Formal Findings

· That PP died on 15 September 2003 at the property, from stab wounds to the chest, inflicted by a person since deceased.

· That MK died on 15 September 2003 at the property, from multiple stab wounds to the body, inflicted by a person since deceased.

· That SK died on 15 September 2003 at the property, from stab wounds to the chest, inflicted by a person since deceased.    

· That PK died on 15 September 2003 at the Hawkesbury Hospital, Windsor, in the State of New South Wales, from stab wounds to the chest, self inflicted with the intention of taking his own life.

Recommendations (Section 22A Coroners Act 1980)

3. That the Commissioner of Police consider:

a) The adequacy and frequency of training of all Police Officers in regard to Domestic Violence matters,

b) The implementation of mandatory training in Domestic Violence issues not only during basic training, but as on going training,

c) An examination of the standard operating procedures and directions in regard to the timely arrest of known offenders. In particular the appropriateness or otherwise of not proceeding to arrest when evidence is apparent of a serious offence, notwithstanding that more serious indictable charges may also be laid (This issue to be examined in the context of breach of Domestic Violence Orders).

4. That the Attorney general consider:

a) That consideration be given to including Section 4(1) of the Crimes Act 1900, under the heading “personal violence offence” the offence under section 31 of the Crimes Act 1900, being “Documents containing threats”. In the context of this Inquest the deceased PK had placed a letter on his wife’s motor vehicle windscreen in which he communicated a threat to kill her. The current legislation would appear to preclude the Police from taking out an apprehended violence order for her protection as that offence (Section 31 Crimes Act 1900) does not appear to be a “personal violence offence”. 

b) That consideration be given to amending Section 562H(2)(c) and 562H(2A) of Part XV of the Crimes Act 1900, by deleting the term (where it appears) “the police officer attending the incident” and inserting instead “a police officer”. This proposed amendment it is understood is supported by the Commissioner of Police. The effect of the decision by Kirby J in Woods v Rory Evans & Anor, NSW, Supreme Court, 26-27 April 2005, would appear to import that only a Police Officer who actually attends a relevant domestic violence incident may apply for a Telephone Interim order. Circumstances may well arise where due to any number of reasons the police officer who attended the incident may not be in a position to seek a telephone interim order and it should be open and available for the Police to seek that order through another officer. 

1295/03
Inquest into the death of PC on 8 November 2003.

Finding given 8 July 2005 at Westmead Coroner’s Court by Magistrate Carl Milovanovich, Deputy State Coroner.

Inquest Summary: 

The deceased was an Australian Citizen, however, moved to Canada with his family and, was deported back to Australia following criminal activity in Canada.  On returning to Australia the deceased again come under notice for criminal activity and was imprisoned on four occasions between 1998 and 2003.   On the 10th October, 2003, the deceased was charged with Malicious Wounding and was taken into custody by Police. He was considered to be mentally ill and was assessed at a Hospital and then returned to Corrective Services custody.  Upon been received at the Metropolitan Remand & Reception Centre, Silverwater he was assessed as being at risk of self harm and a mandatory risk assessment was undertaken which resulted in the deceased remaining under strict observation until the 18th October, 2003, when the risk assessment was lifted.   The deceased was placed in Hamden Block, Pod 18, a section specifically designated for mentally ill patients.  He remained in that unit until his death on or about the 7th November, 2003.   Between the 18th October and the 7th November, the deceased did not come under notice for suicidal ideation.  On the morning of the 7th November he deceased expressed concerns in regard to being harmed by others and sought to be placed in protection.  While this process was to be assessed he was locked into his cell.   On the 8th November, during the morning head count the deceased was found in his cell deceased.

The Coroner examined the risk assessment procedures at the Reception Centre and could find no fault in the assessment of the prisoner.   The central issue at Inquest was the fact that the deceased had hung himself, using a ligature attached to a wall mounted notice board.   The death of the deceased was the 3rd death during a two year period in almost the exact same manner, viz, ligature attached to the notice board.  It was also the 3rd death in similar circumstances at the same Detention Centre.

The Coroner expressed concerns that following a death in 2001, informal recommendations had been made to remove the notice boards and following a further death in 2002, in which formal recommendations were made, another death in similar circumstances had taken place.   It was noted that the death of the deceased took place on the 7th November, 2003, prior to the formal recommendations made on the 12th January, 2004.

The Coroner was informed that a working party had been established in 2004 which was examining and prioritising the removal of all obvious hanging points in NSW Prisons.    There were no suspicious circumstances associated with the death of the deceased, it was evident he had taken his own life, a suicide note was found.

Finding.

That PC died on or about the 7th November, 2003, at the Metropolitan Reception & Remand Centre, Silverwater, from hanging, self inflicted with the intention of taking his own life.

Recommendation Section 22

To the Minister for Justice that immediate action be taken to remove all Notice Boards from Prisoners cells that may be used for the purpose of securing a ligature.

1314/03
Inquest into the death of RM on 2August 2003
Finding given 3 August 2005 at Gosford by Magistrate Dorelle Pinch, Deputy State Coroner.

Events of 2 August 2003

Throughout Saturday 2 August 2003 RM, aged 54, had one predominant message for everyone he encountered, namely, the air in his unit was toxic, the ventilation was poor, there was mould on the walls, he could not breathe properly and he needed to move away from the unit immediately. At 8.45 am he called the real estate manager of the property, Ms C, and pleaded with her to help him move into a motel because he couldn’t live in the unit any longer. She was so concerned about his state of agitation - he kept moving away from the phone and uncharacteristically swearing - that she kept talking to him, trying to calm him down while her co-worker organised for ambulance officers to attend. Concerned he may be violent, the ambulance dispatcher had also contacted police. Two officers arrived at RM’s unit at The Entrance at 9.40 am.  Senior Constable R described RM as distressed and shaking violently. He reiterated that he was unable to breathe inside because the ventilation was poor. However, he refused the offer of the ambulance officers to take him to hospital. 

Around midday, RM called the real estate agency and left a message for Ms C saying that the police had been and he was “OK”. However, he left another message left around 2 pm again requesting that he be moved to a motel. Ms C telephoned RM about 3pm and explained that because of his special needs as a sufferer of Parkinson’s Disease, the Agents could not take responsibility for moving him to a motel. He politely thanked her, then terminated the conversation.

Around 5.30 pm RM entered The Entrance Police Station, wheeling a shopping trolley with an overnight bag that contained some “essentials” and his Parkinson’s medication. When he arrived he was breathless and mumbling incoherently.  Although he initially managed to sit on a chair in the foyer his limbs were thrashing about uncontrollably. Constable O, who had seen RM at the police station on 29 July comparatively calm and his speech intelligible. On 2 August, police could not make out what he wanted but they were convinced he needed medical treatment so they called for an ambulance. By that time RM had been identified by the name “BM” and also by the fact that he had Parkinson’s Disease. This information was passed on to the ambulance dispatcher. The fact of the Parkinson’s Disease was not, however, passed on to the ambulance officers who attended the police station. 

Ambulance Officers W and S formed the view that RM was psychotic and displayed suicide ideation. Mr W requested that police use their powers to “schedule” him and take him in a police wagon to Mandala Psychiatric Unit at Gosford Hospital. Police, however, considered that RM’s condition was a general health, not a mental health, problem. There does not appear to have been any concerted attempt by police to apprise the ambulance officers of their previous dealings with RM, the similarities and the differences in his presentation on those occasions and, in particular, traits of which they were aware could be associated with his Parkinson’s Disease. This may have been because all the police officers who gave evidence considered it was obvious that RM’s condition was a physical health problem. Indeed, the evidence of the two ambulance officers was that it would have made no difference to their assessment if they had known about his Parkinson’s Disease. They did not associate RM’s involuntary large body movements or postural instability with the disease. They thought it was solely characterised by small tremors. From the observations of the ambulance officers, they assessed RM as liable to harm himself. They managed to calm him down and carry out a health assessment. It was noted, however, that they did not try to ascertain why RM had come to the police station nor ask about his previous medical history. This was despite the fact that RM continued to assert that he would go anywhere, even be locked up, as long as he did not have to return to his unit.

There was a delay in moving RM while the issues of who would transport him and by what means were resolved. Time appeared to be taken as well while ambulance officers tried to check out their patient’s medication. At 6.20 pm RM stopped breathing. Paramedics were called and arrived at 6.33 pm. However, despite the efforts of all the ambulance officers, RM could not be revived and he was pronounced dead on arrival at Gosford Hospital just after 7 pm.

Events prior to 2 August 2003

 In the early hours of 29 July 2003 RM fell in his bathroom and was unable to rise. After a considerable time a neighbour heard his cries for help and called the police. However, by the time police broke into the unit and assisted him, he had been stuck for some three and a half hours. According to his carers and even the estate agent, RM’s confidence was shattered by this experience. The situation was made worse by the fact he subsequently fell off his lounge and also his computer chair.

RM attended Gosford Hospital to be treated for minor injuries he sustained in these falls on both 29 July and 1 August. According to the hospital records for 1 August 2003, RM complained of experiencing respiratory difficulties. However, no such problem was detected on examination.

Classification under the Coroners Act 1980

RM’s death was initially classified and investigated as a death in the course of police operations under section 13A(1)(b) Coroners Act 1980. It was noted that it also falls with section 13AB(1)(f) of the Act in that RM received service provider assistance to enable him to live independently in the community. Under each of those provisions an inquest can only be held by a coroner of the State Coronial Bench. This requirement has been met.

The Deputy State Coroner was still of the opinion that this case is appropriately classified as a death in the course of police operations. Cases have previously been so classified where police have attended premises to carry out official duties and, in the process of escorting a person from the premises, that person has collapsed and died. In this instance RM attended the police station seeking police assistance. Decisions were made and actions were taken by police officers in the course of their official duties that affected his welfare and could, potentially, have impacted on his death. Therefore, no reason was seen to distinguish between situations when police are carrying out their official duties at the police station or outside.

Medical History

The diagnosis of RM’s condition in the 1990’s was a long process which he recounted in a most poignant letter about his medical history written to his current General Practitioner, Dr S. He was first diagnosed with Parkinson’s Disease in 1993. Evidence about his condition, his mental state and his medication was provided to the inquest by Dr S and also his treating neurologist, Dr R. 

Dr R considered RM’s condition to be rather stable. She confirmed that she was treating him with a combination of medications – Sinemet, Cabasar and Comtan. These were designed to increase his quality of life by increasing his periods of mobility. She noted that without the drugs RM would have no muscular control and be virtually immobile. With the medication, RM experienced “on” periods during the day during which he had full mobility. These were juxtaposed with “off” periods when he knew not to attempt any activity. Both Dr R and Dr S considered that RM had considerable insight into his condition. They described him as an intelligent man whom they trusted to monitor the effectiveness of his medication and to alter the frequency of dosage to obtain the maximum benefit. Dr R dismissed the notion that RM would abuse or accidentally misuse his medication in any way. He was too experienced.

Dr R explained that it was difficult to differentiate between the dyskinetic symptoms of Parkinson’s Disease and the effects of the medication. She noted that her patient experienced both small and large involuntary body movements. She last saw RM about six weeks prior to his death. She was satisfied that he was not experiencing any unusual reactions to his medication at that time. She considered it most unlikely, because of the length of time he had been taking them, for him to develop any acute adverse reaction in the period prior to his death. Both she and Dr S expressed the opinion that there would not be an adverse reaction between any medication containing codeine and his Parkinson’s medication. 

Dr S described RM’s condition as deteriorating. Dr R, on the other hand, thought he was relatively stable. However, she stated that the recent incidence of falls was a new development characteristic of the postural instability found in advanced stages of the disease.

Dr R described RM as passionate, intelligent and intense. He wrote poetry and used to express himself in a dramatic fashion. Dr S described him as eccentric. He was, however, perennially anxious and had an underlying anger about his condition. Neither practitioner had noticed any specific evidence of psychosis but conceded that people unfamiliar with his expressions and actions would find his behaviour strange. Similarly, neither practitioner had noted any suicide ideation. Indeed, Dr R was under the impression that he had been in a comparatively happy frame of mind prior to his death because he had met a friend via the internet and this had assuaged his loneliness. It was noted that Ms K, his care co-ordinator, commented that while RM did suffer bouts of depression, he suffered more from anxiety. However, both she and Ms B, his brother’s partner, shared the impression that in the several weeks before his death he was in a positive frame of mind. It was noted that these observations were made prior to RM’s traumatic experience of 29 July.

Cause of Death

Dr L, forensic pathologist, who conducted a post mortem examination on 5 August 2003, concluded that the direct cause of RM’s death was Coronary Artery Disease. He noted a 60% occlusion of the left main branch by atherosclerotic disease. The right coronary artery showed proximal occlusion of no more than 40%. Dr L placed these figures in the context that an otherwise healthy person of average size would probably not have experienced any adverse effect until 70% occlusion of the arteries had been reached. However, the pertinent factor was that RM’s heart showed signs that it was being starved of the oxygen it needed to keep his large body functioning. This was one of the reasons why Dr L cited Morbid Obesity as a significant contributing factor to RM’s death. 

At the time of preparing his report Dr L was unaware of RM’s extensive history of Parkinson’s Disease. According to Dr R, RM’s ability to perform any type of exercise, indeed to move at all, was restricted to “on-periods” during the day. Hence, rather than cite Morbid Obesity simpliciteur as a significant contributory cause, It was considered more appropriate to identify Parkinson’s Disease as the underlying cause for the imbalance of RM’s energy intake to output.

Significantly, Dr L found evidence of what he described as an acute ischaemic episode. Such evidence, he explained, was typically found in someone who is in the early stages of a heart attack. In his opinion, the episode was acute ie. only a matter of hours old, certainly less than 24 hours. One of the symptoms experienced by the person in the course of an episode could be a feeling of tightness around the chest and/or breathlessness. Dr L also noted that the person may simply feel “odd” and start to act strangely without necessarily being able to explain why. According to Dr L, there was no typical duration of an episode. It could last for a long time or be over very shortly. Dr L also noted that, in RM’s condition, physical effort could provoke an ischaemic episode.

Dr L noted that the toxicology results from the Division of Analytical Laboratories showed the following blood results:

Codeine ………………0.1mg/L

Morphine……………   0. 08 mg/L

Pseudoephedrine………0.07 mg/L

Paracetamol……………<20 mg/L

He explained that morphine was a metabolite of codeine. Although it was within the toxic range, he did not consider that it contributed to RM’s death. The remaining readings are consistent with the ingredients of the Codral tablets that RM had been taking in the belief that they assisted with his Parkinson’s Disease.

Assessment of Medical Evidence 

Following an assessment of the evidence of Drs. L, S and R, the Deputy State Coroner was satisfied that:

· RM’s death was not the result of an overdose of his Parkinson’s medication, accidental or intentional;

· RM’s death was not occasioned by an adverse reaction between his Parkinson’s medication and his codeine intake;

· RM’s death was not the result of a Codral overdose;

· The direct cause of his death was Coronary Artery Disease;

· A significant contributing factor to his death was Parkinson’s Disease;

Link between RM’s death and his presentation at the police station

Counsel for the Ambulance Service, submitted that there was no link between RM’s presentation at the police station and his subsequent death. He categorised the two as a tragic coincidence. It was noted that despite the attentions of police officers and ambulance officers to RM at the police station no one actually questioned him about why he thought the quality of the air in his unit was causing him breathing difficulties. Had such questions been asked they may have elicited information that would facilitate the identification of the time he suffered the ischaemic episode. 

There is no doubt that his underlying heart disease developed over a long period. Theoretically, he could have died at any time. However, it cannot be discounted that the stress caused by recent events contributed to his heart failing when it did. By all accounts, his fall in the bathroom and his inability to attract immediate assistance was a terrifying experience for him. His subsequent falls would no doubt have increased his apprehension. He did complain of breathing difficulties when he attended Gosford Hospital on 1 August but he was sent home. RM’s panic reaction and insistence on 2 August that he leave his unit because he was experiencing breathing difficulties, which he attributed to the quality of the air, could well indicate that he had suffered an ischaemic episode overnight. That would fit in with the time frame provided by Dr L that the ischaemic episode had occurred within 24 hours of his death. RM contacted his real estate agent requesting a move to a motel. Instead, he received a visit from police and ambulance officers. The outcome was an offer to take him to Gosford Hospital. He may reasonably have anticipated that he would be sent home again. He persevered with the real estate agent to help move him until 3 pm and then in desperation packed his belongings and went to the police station. This is consistent with his subsequent statement that he wanted to die peacefully ie. not alone in pain in his unit. 

There is no doubt that getting to the police station as well as the involuntary thrashing of his limbs in the foyer area involved considerable physical exertion on RM’s part. He was observed to be sweating. It is likely that his physical efforts together with the stress and anxiety about his situation subsequently contributed to his cardiac failure at the police station.

This hypothesis takes into account what is known of RM’s medical condition and behaviour on 2 August 2003. If it is correct, then both his arrival at the police station and his subsequent demise are linked to his coronary condition.

Impact of Delay

It is conceded by the Ambulance Service that there was a delay of some 20 minutes in transporting RM to hospital and that this delay was at least partially attributable to the inexperience of the ambulance officers who attended the police station. The Deputy State Coroner’s concern was not whether he would have received better treatment had he been taken to hospital sooner, it is more the impact of the stress of the wait on RM as his mental state was discussed and argued about as well as his physical exertion as he thrashed around. At the end of the day, it is simply not possible to assess the impact of the delay, if any, on the outcome. However, it is not desirable and steps need to be taken to avoid a repetition.

Root Cause Analysis by Ambulance Service

A root cause analysis of RM’s death was conducted by the NSW Ambulance Service. Superintendent V, who gave evidence at the inquest, was the team leader. The recommendations following the analysis focused on how better to deal with “unwilling and unco-operative” patients. Superintendent V admitted that he had categorised RM in this way based on the assumption that he must have been unwilling and unco-operative because it took so long to treat and transport him. The Deputy State Coroner was most concerned that RM’s attitude has been identified as the reason for the delay.

There is no evidence before me to indicate that RM was either unwilling or unco-operative. Transporting him would be difficult but this was because of his condition. He was prepared to go anywhere, even into police custody, as long as he did not have to return to his unit. As previously noted, he even brought along his basic items and medications in the expectation that he would not be returning to his unit.

Issues 

The issues identified as arising out of the circumstances of RM’s death are:

1.Lack of Knowledge of Protocols

One of the major causes of the delay in transporting RM was the difference in opinion between ambulance officers and police officers as to:

1. whether he should be taken directly to Mandala Psychiatric Unit (because of his mental state) or to Accident and Emergency at Gosford Hospital (because of his general medical condition), and

2. the appropriate mode of transport – ambulance or police vehicle.

When asked at the Inquest what he would do differently in a similar situation, Ambulance Officer W stated he would try harder to persuade police to accept responsibility for transporting the patient in a police vehicle. This would be contrary to the Statewide protocols that existed in 2002 and the 2004 local protocols between the Police, Ambulance and Health Services. Those protocols clearly state that mental patients are to be transported in police vehicles as a last resort. It seems that, as in 2002 under the Statewide protocols, the appropriate course is for patients to be transported in an ambulance in the event that mental health staff cannot take them.  If there is a concern for the safety of the patients or ambulance officers, then police officers may accompany them. 

The Deputy State Coroner was concerned that the current protocols still seem unfamiliar to ambulance officers and determined to make a recommendation as to training in this regard.

2.Determination of mental health status
Ambulance officers seemed to be unaware of specific police powers under the Mental Health Act 1990. They did not appear to distinguish between the situation where a person has been “scheduled” by a medical practitioner under section 21 of the Act and mandatory police assistance has been requested and police powers under section 24 of the Act. Those powers to detain and convey a person to a mental hospital for assessment are discretionary. They can be exercised only if police have formed the view that a person is mentally disturbed and has either committed an offence or is likely to self-harm. In this instance, police did not consider any of those pre-requisites were met and, in those circumstances, were justified in not exercising their powers under section 24.

Again concern was expressed that ambulance officers are unaware of police powers under the Mental Health Act 1990 and the Deputy State Coroner determined to make a recommendation as to training on this aspect as well.

3.Recognition of the Symptoms of Parkinson’s Disease

Parkinson’s Disease is not an obscure medical condition. Yet Ambulance Officers W and S did not know, at the time they gave evidence this year, that large involuntary body movements were common symptoms of the disease and its treatment as well as the smaller tremors usually associated with it. Another symptom is postural instability eg, falling off chairs. In addition to providing transport, ambulance officers are required, as in RM’s case, to make an assessment of his medical condition in order to determine where to take him and whether he needs treatment. Apparently, Parkinson’s Disease is often mistaken for mental illness. However, there is no reason for lay misconceptions to permeate the ranks of professionals like ambulance officers. Hence, the Deputy State Coroner determined to make a recommendation that ambulance officers receive appropriate training in recognising the symptoms of the condition.

4.Person suffering General Health Conditions involving Behavioural Problems
While there are protocols in relation to the respective roles of police and ambulance officers as to mental patients there does not appear to be any such guidance about persons suffering from a condition such as Parkinson’s Disease which has associated behavioural problems. The Deputy State Coroner determined to make a recommendation that a specific protocol be included in the Memorandum of Understanding to ensure that police assistance is provided to ambulance officers in transporting those whose behavioural difficulties may pose a safety risk either to themselves or to ambulance officers.

5. Communication of Information
It is clear in this situation that the ambulance dispatcher was given information about RM’s medical condition that was not passed on to the attending officers. Information about a person’s medical history may be important is assessing their present condition. Hence, the Deputy State Coroner determined to make a recommendation about this.

The Deputy State Coroner wished to thank the Ambulance Service to assess the feasibility of keeping records in relation to those with chronic health problems who use the Service regularly. There is potentially a lot of corporate knowledge available about patients such as RM that is simply not available to the individual officers who attend them on a particular occasion. She was aware of the magnitude of attempting such an exercise which is why she determined to recommend only that the feasibility of such a project be assessed.

Finally on communication, it is obvious that whatever information is available to police about a patient’s medical condition should be passed on to ambulance officers as soon as possible. It did not happen in RM’s case and, while it seems odd to have to do so, the Deputy State Coroner determined to make a recommendation to include this in the Memorandum of Understanding.

6. Inexperienced Ambulance Officers

It was noted that the potential difficulty of allocating two inexperienced ambulance officers to the same team has been recognised by the Ambulance Service. The Deputy State Coroner endorsed the recommendation in the Root Cause Analysis and saw no need to make a further recommendation on that aspect.

Formal Finding

RM died at The Entrance Police Station, where he had gone to seek assistance, on 2 August 2003 from Coronary Artery Disease. A significant condition contributing to his death was Parkinson’s Disease.

Recommendations
To the Minister of Police, Minister of Health, Commissioner of Police and Chief Executive Officer of the NSW Ambulance Service:

1. Both the State and local Protocols under the Memorandum of Understanding between Police, Ambulance and Health Services should be amended to include a special section on patients who are not mentally ill but have some form of behavioural problem associated with a general medical condition such as Parkinson’s Disease. Ambulance officers should be responsible for transporting these patients to hospital and police should accompany them if patients pose a safety risk to themselves or ambulance officers.

2. The Memorandum of Understanding should also be amended so that police present with a patient are obliged to communicate to ambulance officers all the information they have about that patient’s medical history at the earliest possible opportunity.

To the Chief Executive Officer of the NSW Ambulance Service and the Minister of Health

1. The following topics should be included as compulsory training for ambulance officers:

a) Recognition of the major symptoms of Parkinson’s Disease, including large involuntary body movements and postural instability;

b) The State and local protocols set out in the Memorandum of Understanding Between Police, Ambulance and Health Services;

c) The provisions of sections 21 and 24 of the Mental Health Act 1990 as they relate to police powers.

2. All information provided by callers to ambulance dispatchers about a



    patient’s present medical condition and history should be passed on to

        the ambulance officers who attend the patient.

3.     An assessment should be undertaken as to the feasibility of recording pertinent medical information in relation to patients with chronic health problems who use the Ambulance Service regularly.
1450/03
Inquest into the death of BM on 23 August 2003.

Finding given 26 July 2005 at Armidale by Magistrate John Abernethy, State Coroner.

Circumstances of Death:

On 19 August 2003 the deceased was formally reported to police by his wife as missing. A missing persons report was filled out. Police located the deceased at 2.30am on 21 August in his vehicle in a caravan park. He had an empty bottle of weed killer close by, but was confused and unable to provide police with reliable information. He was transported to Grafton Base Hospital and the to Brisbane’s Princess Alexandria Hospital at 4.45am. he died at 10.08am on 23 August 2003 following a decision by family to withdraw treatment.

He died of Herbicide toxicity, having swallowed a weed killer containing Mecoprop and Decamba.

The Police Operation:

At about 6.30am on Tuesday 19 August 2003, detectives from Casino Police station executed a search warrant at the home address of the deceased. The warrant was to search for evidence in relation to child pornography. The deceased was at work at the time and upon being called upon to return home by police, fled his place of work in a vehicle. As indicated, that afternoon, police suggested that the wife of the deceased attend in order to file a ‘Missing Persons’ Report. The deceased was not seen or heard of until 12.59am on Thursday 21 August 2003. He was found slumped over the wheel of his vehicle in a semi-conscious state in a caravan park, with a half empty bottle of weed killer in his possession.

The NSW State Coroner reviewed the brief of evidence gathered in relation to the death and was satisfied that the criminal investigation (the police operation) involving the execution of a search warrant was conducted strictly in accordance with relevant procedures and policy guidelines of NSW Police, as was the investigation into the death, which was correctly classed as a critical incident.

The deceased was asked to return home just prior to the execution of the warrant in accordance with police guidelines (Child Protection Squad Standard Operating procedures for the Investigation of Child Pornography and how best to handle Computa Data). An assessment was done and he was assessed as of low risk.

The search was successful and a deal of evidence found in relation to paedophile activity.

The family of the deceased is satisfied that police investigated the matter of the death properly and have no issue with the police decision to execute a search warrant, or with the manner of its execution.

The State Coroner was satisfied that the police operation which culminated in the execution of a search warrant was conducted appropriately at all times. He was also satisfied that police acted appropriately in requesting the deceased to attend his home just prior to execution of the warrant, as to do otherwise would risk deletion of relevant files and thus evidence of criminality.

One ancillary issue presented itself to the State Coroner. The police officer who was in charge of the investigation successfully applied for the Search Warrant. The Search Warrant execution briefing and the actual execution took place at the end of his shift. Rather than permit the officer to proceed on overtime, the task of conducting the briefing and the actual execution was handed to another officer – an officer with less knowledge of the particular investigation the Search Warrant related to.

Whilst there was nothing inherently wrong in another officer conducting such a briefing and execution, the State Coroner felt that the officer in charge of the investigation and/or the applicant for a warrant would generally be better placed to brief officers and to lead in the execution of a warrant.

As the matter had no real impact on the police operation the State Coroner stopped short of making a formal recommendation pursuant to Section 22A, Coroners Act 1980 but suggested that NSW Police consider the issue. Counsel for the NSW Police Commissioner indicated to the Court that he would take the matter up with relevant police.

Formal Finding: 

That BM died at Princess Alexandria Hospital, Brisbane, Queensland, on 23 August 2003 of herbicide toxicity after he had swallowed herbicide between 19 and 21 August 2003, at Grafton, with the intention of taking his own life.

1516/03
Inquest into the death of MG on 3 September 2003.

Finding given 31 May 2005 at Glebe Coroner’s Court by Magistrate John Abernethy, State Coroner.

Circumstances of Death:

The deceased was a sentenced prisoner, having been sentenced to 4 years gaol on 2 October 2001. His earliest release date was to be 1 October 2004. Prior to the commencement of his current term of imprisonment he had been diagnosed with many chronic medical conditions, including diabetes mellitus, ischaemic heart disease, liver disease, renal nephropathy, peripheral neuropathy, hypercholesterolemia, peripheral vascular disease, polycythaemica Rubra Vera, benign prostatic hypertrophy, atrial fibrillation and renal impairment. At the time of sentencing his general practitioner made these comments to the sentencing judge:

“… on the basis of these poorly controlled illnesses I believe this man has a very shortened life expectancy… his outlook over the next 12-24 months is very poor.”

The State Coroner found the prisoner’s general health to be in fact very poor, prior to entry into the prison system.

The deceased was treated at the Long Bay Hospital (B Ward) from 18 April 2003 almost until his death. At this location he had access to medical staff including medical practitioners and nurses 24 hours a day. The Long Bay facility is run by Justice Health, a division of NSW Health.

As is normal practice any condition requiring a high level of treatment is usually dealt with by visiting specialists at the hospital, or by a full range of specialist medical services available at Prince of Wales Hospital. Justice health records indicate that in addition to ongoing treatment by them, the deceased had no less than 43 additional appointments including podiatry, renal unit, pain clinic, surgical clinic, urology unit, cardiology clinic, vascular unit and optometrist. The deceased attended Prince of Wales Hospital for ultrasounds, diabetes services, gastroenterology and X-rays. He also had a colonoscopy.

The State Coroner commented that it is difficult to imagine that level of servicing in the general community without spending a great deal of money by way of Health Insurance and medical fees.

In the 2 months leading up to his death, the deceased was taken to prince of Wales Hospital 3 times for assessment as his situation was more serious than could readily be dealt with at Long Bay. He was kept in the Prince of Wales Hospital’s locked ward, 9 East, giving him access to the full range of hospital services. Finally he remained at Prince of Wales Hospital from 25 August 2003 until his death on 3 September 2003. His death was in one sense unexpected as Prince of Wales staff was hoping to be able to return the deceased to Long Bay. He died quite suddenly.

At about 6pm on 2 September 2003 the deceased complained of difficulty breathing to nursing staff. He was treated and monitored. A doctor was called at 6.40pm, arriving at about 7.15pm. By the time the medical practitioner arrived the deceased had gone into cardiac arrest. he was taken to the Intensive Care Unit. Cardiac output returned, however his condition was diagnosed as grave. Treatment was withdrawn and the deceased passed away at about 12.30pm on 3 September 2003.

An autopsy was performed and he was found to have died of natural causes.

The inquest focused on addressing the concerns of the family of the deceased. Both the forensic pathologist and the Acting Head of Justice health were called as witnesses.

At the conclusion of medical evidence the family of the deceased indicated that it was satisfied that the treatment afforded the deceased was at all material times, adequate.

The NSW State Coroner was also satisfied as to the adequacy of treatment afforded the deceased both at the Long Bay Prison Hospital and the Prince of Wales Hospital.

He returned a formal finding.

Formal Finding: 

That MG died on 23 September 2003 at Prince of Wales Hospital, Randwick, in custody, of a natural cause, namely multiple organ failure due to the consequences of arteriosclerotic cardiovascular disease, with another significant condition being diabetes mellitus. 

1604/03
Inquest into the death of RS on 16 December 2003.
Finding given 22 June 2003 at Dubbo by Magistrate Dorelle Pinch, Deputy State Coroner.

Brief Facts

RS was not supposed to be in Dubbo on 16 September 2003.  He should have been serving a sentence in juvenile detention but he escaped just over a month previously.  Nor, in usual circumstances, would he have spent any length of time in the Macquarie River (“the river”) on that day. The water temperature was under 12° C. Water had been recently released from the Burrendong dam, increasing both the depth of the river and the incidence of fast flowing currents within it. Snags once visible became submerged dangers.  But for RS, a 17 year-old Aboriginal youth, and his friend, CJ, the river offered a chance of escape from police who were pursuing them following the commission of an aggravated break and enter offence in East Dubbo.

According to GM, another friend of RS's and also an escapee from juvenile detention, he and RS had eluded police on five or six occasions over the past month by hiding in, and crossing, the river to West Dubbo.  He gave evidence that on one occasion he and RS had hidden in willows trees in the river for about four hours before making good their escape. These occasions, however, predated the release of water from the dam.  Also different was the point at which the two usually, but not invariably, forded the river.  That point was north of the footbridge, a little to the south of Sandy Beach. GM described RS as a good swimmer.

Evidence of the events of the afternoon of 16 September was given by police officers and civilian witnesses as well as C.J. Their written and oral accounts were supplemented by photographs and diagrams. The evidence displayed the sort of discrepancies one would normally expect from eyewitnesses to the same event but, overall, the accounts showed surprising unanimity. When the report of the break and enter came to Dubbo Police Station a police training day was already in session. Hence, quite a few officers joined in the search for the offenders. Although the suspects were in view at one stage, Police lost visual contact around the area of the council shed on the eastern bank of the river. They commenced to search the river banks in that area.  About 2:50 p.m. CJ emerged, chilled, from a clump of willow trees close to the eastern bank.  He had been in the water was some 30 to 40 minutes. He identified his companion to police as DS from Bourke and stated that he had already escaped by swimming underwater. Nevertheless, police continued to patrol both the eastern and western river banks.  About 3:10 p.m. police on the western bank saw a figure in the same clump of willows.  They directed him to come out of the water. At first it seemed as if RS would comply. However, he then moved towards the main channel in the centre of the river.  Those observing him indicated that he did not appear in difficulties at first but it was obvious that his movements were constrained, not least because of the heavy jacket he was wearing. Police continued to call to him to come out of the water.  Within 5 minutes of being sighted, RS called out, “Help me. I’m drowning”. He went under the water on perhaps two occasions, struggled to the surface and then disappeared.

Three police officers went into the water in response to RS’s plight despite the fact that a direction had been given that officers were to await the arrival of the Volunteer Rescue Association (“VRA”) boat that had been requested. Detective Senior Constable S and Senior Constable W entered the water from the western bank; A/Inspector W from the eastern bank. They spent some 20 to 30 minutes in the water looking for RS prior to the arrival of the VRA boat which continued the search. RS’s body was eventually located in a body net north of the footbridge at 4.15 the following morning.

Classification of Death

RS died while police were initially searching for, and then communicating with him, in order to arrest him. Hence his death was appropriately classified as a death in the course of a police operation under s.13A(1)(b) Coroners Act 1980. It was investigated as a “critical incident” by police outside the Local Area Command as required. The inquest was held before myself, a Deputy State Coroner, as required by s.13A. Appropriately, a major focus of the inquest was on police actions and how, if at all, they contributed to RS’s death.

Because he was an escapee, it is also possible to categorise RS as being temporarily absent from a juvenile detention centre and hence falling within the parameters of s.13A(1)(c). However, RS was being chased not because he was recognised by police as an escapee but because he was a person suspected of committing an offence. He had been absent from the detention centre for over a month. Evidence was presented as to RS’s state of mind, including many reasons why he was reluctant to give himself up. None related to the detention centre. Indeed it was not suggested by anyone, including counsel for the family, that RS’s time in detention impacted on his actions and, ultimately, his death on 16 September 2003.

Parameters of Inquest

RS’s death occurred in the context of on-going tensions between the local Aboriginal community and police. The Deputy State Coroner was mindful that this inquest was not the appropriate forum for examining those tensions generally unless they contributed to the events of 16 September 2003. Nor were the parameters of the inquest regarded as extending to examine the circumstances of CJ’s arrest and detention except insofar as they impacted on RS.

Cause of Death

Dr. B performed a past-mortem examination on RS’s body on 18 September 2003. He gave the direct cause of death as “Consistent with Drowning” and a contributory cause as “Methamphetamine Toxicity”. Dr. B explained that drowning was essentially a diagnosis of exclusion although there were often some positive features commonly observed such as excess fluid in the lung tissue, referred to as pulmonary oedema. The post mortem examination conducted on RS revealed pulmonary oedema. As to the methamphetamine, commonly called “speed”, Dr B explained that the level of 0.4 mg/L in RS’s blood was within the toxic range but not the fatal range. It was for this reason that he categorised it as a contributing cause, not a direct cause of RS’s death. As to the precise physiological and psychological impact of this level of methamphetamine on RS, he indicated that a pharmacologist would be in a better position to provide this evidence. 

In regard to the possible contribution of hypothermia to RS's death, Dr.B acknowledged that anyone who was in the water for a protracted period of time in low temperatures might very well become hypothermic. He commented that those suffering from hypothermia sometimes showed internal signs such as ulcers but they were not invariably present.  In RS's case, there were no internal signs of hypothermia so Dr B had not listed it as a contributing cause.  However, he stated that hypothermia was also a diagnosis of exclusion and for that reason it was difficult for a post-mortem examination alone to either confirm or refute a causal nexus.

The other salient points of Dr. B’s evidence were:

· Older scarring and more recent soft tissue bruising to the skin observed under both elbows typically indicated injection sites;

· The more recent bruising was indicative of an injection site no greater than 24 hours old;

· With the exception of the soft tissue bruising to the elbows, there were no signs of trauma marks on RS's body that were not consistent with being hit by branches or other submerged objects in the water;

· Specifically, there were no signs of injury to RS's neck which would indicate the application of pressure such as strangulation. (It was noted that Dr. B was questioned on this topic not because of any suspicious circumstances but to allay any concerns the family may have held.) 

Dr. P, forensic pharmacologist, gave evidence about the effects of methamphetamine. She confirmed that RS’s blood level of methamphetamine was within the toxic range. According to her data, it was also within the potentially lethal range. She estimated that RS had taken the drug within six hours of his death. Methamphetamine, she stated, metabolised to amphetamine in the body, the first signs being detectable within two to four hours. Because no amphetamine was detected in RS's blood, the metabolisation process had not begun at the time of his death. Dr P also commented that the absence of any traces of amphetamine indicated that RS was not a regular heavy user of methamphetamine, since traces of amphetamine could usually be detected up to several days after injection.  This observation is supported by anecdotal evidence from GM. RS was not known to use drugs other than cannabis although there was a rumour that he had been using “speed” in the period since his escape. As Dr P pointed out, the fact that RS had been using for only a short time meant that he had not built up a tolerance to the drug so that the effects on him would be greater than they would be on a regular user.

In explaining the physiological effects of methamphetamine, Dr P noted that it caused the blood vessels to dilate and the body temperature to increase.  The body then sweated in an effort to cool down, thereby causing body heat to be lost more rapidly than usual.  The effects of cold water on the body would, therefore, be exacerbated. She estimated that in conditions where the water temperature was around 12 degrees the onset of hypothermia would occur within an hour.  Commenting on the psychological aspects of methamphetamine, Dr P noted that the drug altered a person’s perception and judgment, causing mental confusion and disorientation. It increased the chance that a person would not recognise the dangers inherent in their particular situation and lead to risk-taking behaviour.

In reaching a conclusion about the cause of RS’s death, the Deputy State Coroner assessed the scientific evidence in the context of the various eyewitness accounts of RS’s actions in the river. There was no doubt that methamphetamine toxicity contributed to his death, in particular exacerbating the effects of the cold water. It was noted that Sgt. P tested the water temperature under the surface and recorded a minimum of 11.9 degrees. The weight of RS’s water-logged clothing in conjunction with the strong current in the main channel contributed to dragging him under the water. It is also apparent, given it took over 12 hours for him to reach the body net, that RS was caught on a snag in the river but whether that occurred before or after his death there is no way of knowing. The Deputy State Coroner was satisfied to the requisite standard ie. on the balance of probabilities, that the cause of RS’s death was drowning.

Other Issues

Police Response

Before addressing specific issues that arose in the course of the inquest, it was made clear that, from an overall perspective, the Deputy State Coroner had no criticism of any of the police officers involved either in respect of their efforts to locate RS and CJ in their role as suspects or in their attempts to rescue RS when he got into difficulties in the water.

Communications

It was suggested that police relied too heavily on their mobile phones to communicate with each other at the river rather than using portable radios. First, it was not considered that communications between police officers had any impact on their ability to locate CJ and RS initially or their efforts to rescue RS subsequently. Secondly, it was noted that additional portable radios are now available at Dubbo Police Station.  While this will no doubt assist officers in future, it was reiterated that the availability of additional radios on the 16 September would not have altered the tragic outcome.

Coordination of Operation

It is important to keep in perspective that police actions in searching in the vicinity of the river were aimed at apprehending suspects. This did not commence as a search and rescue operation. It is obvious that the search for the two suspects did not demonstrate the precision or coordination of a police operation planned in advance. One would not expect it to in the circumstances. It is also obvious that there were aspects in relation to the handing over of command as senior officers left the area that could be improved. However, the purpose of the inquest is not to assess police actions against some hypothetical standard of perfection. Rather the salient question is whether any shortcomings in the command and coordination of the operation contributed to RS’s death. In this context it was noted that, when police arrived at the river, there was no certainty that those whom they were seeking were still in the vicinity. Indeed, the river had provided a successful means of escape in the recent past. Hence, there was no defined area for police to search. Even after CJ was located, the information he provided indicated that his companion was no longer in the area. Consequentially, while police efforts were aimed at searching and containing the area along the river in case the other suspect was still present, the search needed to remain flexible. It was not considered that any shortcomings in the command and coordination of this operation impacted on the tragic outcome.

Police Strategy

In the course of the inquest criticism was directed at the police strategy described as “waiting out” the suspects in the river. This was coupled with the submission that police had a duty to ensure the suspects emerged from the river as soon as possible because they, the police, had an adult appreciation of the hazards posed by the river which would not be shared by juveniles. As the Deputy State Coroner understood the submission, it was not only that a boat would be called immediately the suspects headed to the river but also that police would leave the area, thereby allowing the suspects to emerge from the river unscathed and, presumably, escape. 

As was commented previously, police were actively searching along the river, not passively waiting. It was considered whether the extent of the search was reasonable and appropriate given the circumstances of the offence and decided it was. As to the notion that police owed a special duty to juvenile offenders in the context of the search, it was noted that police were unaware of the identities, and ages, of the suspects until actually observing them. RS was over 17 years of age at the time. According to GM, he was familiar with the river, having swum in it over a number of years in all seasons. It is probably underestimating RS to suggest that he was unaware of the risks involved. Whether he fully appreciated those risks, or at least his ability to deal with those risks, on 16 September given his intoxication with “speed” is another matter. From an objective perspective, it seems that RS had the option of leaving the water at the same time as CJ. As soon as police noted RS’s presence, they called to him continually to get out of the water. There is every indication that police officers would have assisted him to do so. In those circumstances, the Deputy State Coroner had no criticism of the way police carried out their duties.

Boat
The boat that was used to search for RS following his disappearance was owned and operated by the VRA. According to Sgt. P, formerly of Police Rescue Squad, who was responsible for the VRA in Dubbo the response time for getting the boat in the water was better than he would have anticipated - under 25 minutes between the call-out and when the boat was in the water. Evidence was given that the boat had been used previously in rescue operations on the river but it had never been used in a police operation to apprehend suspects. Sgt. P stated that it was not appropriate for civilians to be engaged in such operations.  However, the evidence clearly shows that the boat was originally called for at the time when such an operation was in progress.  In this situation the boat should, optimally, have been operated by trained police personnel.

Nevertheless, even if operated by police, the boat would need to have been launched in an even quicker period of time and, from Mr B's evidence as set out below, to have been positioned directly alongside RS when he disappeared to have impacted on the outcome. There was insufficient evidence presented about the practicalities of police owning and/or manning a boat in the Dubbo to make a positive recommendation in this regard.  However, it is obvious that a boat manned by police officers to be used in the apprehension of offenders would be a valuable resource given that offenders apparently use the river regularly as means of escape. Hence, the Deputy State Coroner determined to recommend that the Commissioner of Police assess the feasibility of training police personnel to operate and access a boat at Dubbo. 

Comments of Police Officers

Three teenagers standing on the footbridge gave evidence of hearing comments made by police and RS which were not otherwise in evidence. Taken in a coherent context they appear to be that after RS uttered the words to which all witnesses attested, “Help me, I’m drowning”, an unidentified voice said, “It’s your own fault. Swim to the side and we’ll help you.” RS said, “No”. The police officers who gave evidence were asked individually about these comments and no one recalls that interchange. The Deputy State Coroner was asked unanimously by all counsel at the Bar table to discount this evidence as unreliable. It was noted that the youths were a considerable distance away both from police officers on the banks and RS in the water. It was also noted that there were many opportunities for them to exchange versions of the events of that day. It was considered that they were genuinely trying to provide accurate recollections. However, it was likely that they have given an interpretation of their observations rather than an account of the actual words spoken. In any event, taken in context, the Deputy State Coroner did not draw any negative inference from the words. The actions of both RS and police officers speak for themselves. RS did not attempt to go to the side. Police officers did go to his assistance.

Rescue Attempts

According to Mr B who not only observed the events of 16 September but also knows the river intimately and, additionally, has had the experience of rescuing a person in difficulties, the only reasonable chance of rescue was if someone was positioned alongside RS so as to grab him as he went under the water.  No police officer was close enough to achieve this.  However, Detective Senior Constable S, Senior Constable W and Detective Inspector W all voluntarily entered the river to try to save RS even though they were concerned about the prevailing conditions of cold and current.  Collectively, they covered the area between where RS disappeared and the footbridge.  There was a police presence in the water until the VRA boat arrived. The Deputy State Coroner had no criticism of those officers who did not enter the river. It was a personal decision based on their assessment of their own abilities to cope with the conditions.  Those officers who went to RS’s aid displayed courage and selflessness. They are to be commended. The Deputy State Coroner determined to recommend that their bravery be officially recognised, and would also make a recommendation in respect of Senior Constable W who entered the water to assist CJ and then walked on logs out to the clump of willows to reach RS.

Role of Aboriginal Community Liaison Officers (“ACLOs”)

CJ gave evidence that he requested an ACLO at the time he was placed initially in the police wagon. This is denied by the relevant police officers. The significance of an ACLO's attendance at that point is said to be that CJ would have told him of RS’s identity. This would have assisted police to negotiate with RS, with or without the assistance of an ACLO. However, the following points need to be borne in mind:-

1. CJ stated that his main reason for giving himself up to police was so that RS could escape. At the time that CJ allegedly asked for an ACLO, escape for RS was just as likely a possibility as when CJ left the water shortly before. When he did provide RS’s identity to ACLO, Mr M, later at the police station it was in the context that RS had disappeared in the water, feared drowned, and his family needed to be told.

2. It is unlikely, given current practice, that an ACLO would have been involved in the attempts to persuade RS to come out of the water.

3. It cannot be assumed that, even if an ACLO had been involved at that stage, RS would have emerged voluntarily. He had previously spoken with Mr M about giving himself up to police but had, up to that time, obviously not done so.

4. Moreover, RS was on record as stating that he did not wish to be apprehended until after he turned 18 so he could spent his time in custody in an adult prison with his brother MS.

5. According to his friend, GM, RS was enjoying the time he spent with his family and friends and wanted to prolong this time for as long as possible before being caught.

6. GM, also an escapee, stated that he and RS had run to, and hidden in the Macquarie River on 5 or 6 occasions in the past month, thereby evading police pursuit. On one occasion they had remained concealed in willow bushes for around four hours prior to making a getaway. Hence, RS was confident of his ability to use the river to elude police.

7. Additionally, he had commented to his brother and to GM that he was afraid of being “bashed” by police officers should he be captured. This belief was apparently based on what (unidentified) officers are alleged to have said to his associates. The view was taken that it was not necessary to attempt to ascertain the truth of these allegations because what mattered from the perspective of RS’s actions was that he believed they were true. As such it was another factor to be weighed in his decision not to come out of the river.

8. In addition to completing his previous sentence, RS must have realised that, if he was apprehended, he would be charged with the break and enter offence and might be facing an even longer term in custody.

9. RS was under the influence of “speed” which, according to Dr. P, would have distorted his perception and judgment and probably increased his risk-taking behaviour.

There is an understandable tendency when viewing tragedies in hindsight to look at alternative versions of facts and options which, had they been adopted, would have averted the tragedy. In this case, the presence of the ACLOs at the river has been viewed in that light. However, the Deputy State Coroner was not persuaded that their presence would necessarily have altered the outcome. CJ had no incentive to reveal his friend’s hiding place as long as he thought RS had a chance to escape. Similarly, RS had no incentive to come out of the water if he thought he could still elude police as he had in the past. If the ACLOs were not told by CJ of RS’s position in the willows so that they could talk to him at that time, there would not have been time for much persuasion once he had emerged and started moving downstream. That time frame has been estimated at around 5 minutes. Still, while there is no guarantee that their presence would have changed the outcome, counsel for the RS’s family, submitted that they ought to have been given the opportunity to persuade RS to come out of the river. It was considered as within the parameters of the inquest to ascertain what police policy said about the use of ACLOs in such situations.

The documents available at inquest, although not necessarily in existence at the time of RS's death, were the position overview for the ACLO position, a document setting out the principal duties of an ACLO with examples, a document listing the activities not to be performed by ACLOs and a strategic plan designed to strengthen the relationship between police and the local aboriginal community generally. Additionally, oral evidence was heard from Mr T and Mr M, the two ACLOs based at Dubbo, and from Superintendent S who is in charge of the local ACLO program. Messrs. T and M considered that the present situation maximised flexibility at the expense of certainty and consistency.  Each felt that their services could be better utilised if there were more guidelines available not only for their reference but for the police officers who were considering whether to request their assistance. Superintendent S, on the other hand, considered that the present documentation was adequate or, at least, would suffice until an internal police review into the role of ACLOs currently in progress had been concluded. He further stated that the situation in which police were engaged on a 16 September 2003 could be categorised as a foot pursuit leading to a potential arrest.  The arrest of offenders was one of those activities specifically listed as not appropriate for ACLO involvement. Hence, according to Superintendent S, there was no role for ACLOs to perform at the river.

The position is, however, somewhat clouded by the fact that Messrs T and M were able to give examples where their skills had been utilised in front line policing such as domestic disputes and other forms of negotiation. From listening to the evidence there do seem to be grey areas, ie. Uncertainty about how to interpret the policies in practice.  It seems that ACLOs and police officers alike would benefit from more comprehensive guidelines that concentrated on practical examples to better define those grey areas. It was noted in this regard that there is increased training in cultural awareness for police officers at Dubbo and the Deputy State Coroner whole-heartedly endorsed those initiatives.

Formal Finding

RS died on 16 September 2003 by accidentally drowning in the Macquarie River at Dubbo, N.S.W. while attempting to elude police.

Recommendations
To the Minister of Police and Commissioner of Police

1. Inspector W, Detective Senior Constable S and Senior Constable W receive official recognition for their bravery in entering the Macquarie River to attempt to rescue RS and Senior Constable W be similarly recognised for his efforts to assist both CJ and RS reach the safety of the river bank.

2. More comprehensive guidelines about the role of Aboriginal Community Liaison Officers (ACLOs) focusing on practical examples be developed and incorporated into training for both ACLOs and police officers.

3. An assessment be made of the feasibility of police utilising a boat in Dubbo for operational policing where attendance of civilian volunteers is not appropriate and, if feasible, providing appropriate training to officers.
1754/03 
Inquest into the death of VH on 12 October 2003.

Finding given 18 March 2005 at Bourke by Magistrate Jacqueline Milledge, Senior Deputy State Coroner.
VH, an aboriginal woman, was a passenger in a vehicle being pursued by police. The driver had failed to stop for a random breath test in Brewarrina and was pursued by a general duties vehicle and a highway patrol officer. The pursuit continued onto a dirt road where the driver lost control, rolling the vehicle several times. VH was thrown through the back window and killed. 

After taking evidence from all witnesses the inquest was terminated pursuant to Section 19 of the Coroner’s Act and referred to the Director of Public Prosecutions. 

Formal Finding 

That VH died on 12 October 2003 at Brewarrina. 

Inquested terminated, and referred to the Director of Public Prosecutions.

1833/03
Inquest into the death of RB on 9 October 2003.

Finding given 26 July 2005 at Armidale by Magistrate John Abernethy, State Coroner.

Circumstances of Death:

This matter was assessed as a death during police operation within the meaning of Section 13A, Coroners Act 1980, on the basis that the deceased was probably alive when a police operation to locate him began. Police were notified that the deceased had indicated to a relative and friend that he was at Mt Mackenzie and intended to take his own life. The friend notified police who immediately attended Mt Mackenzie and located the deceased who had died of a self-inflicted shotgun wound to the head.

The deceased had been suffering from depression and had been receiving medication for his condition. On 9 October 2003 the deceased had been in a depressed mood despite a recent alteration to his medication regime. He left for work at about 8.30am on 9 October. At about 10am his wife telephoned the deceased to check on his welfare. He stated that he was going away, apologised to her and told her that he loved her. Soon after the wife telephoned again but could not contact her husband.

At about 10.30am the deceased telephoned work to speak to his employer. He spoke to the wife of the employer. He told her that he felt the medication was not working and that he was going to shoot himself. He told her to tell police to go to Mt Mackenzie. Another employee informed police who immediately went to the Mt Mackenzie area. After a short search the deceased’s vehicle was found. He was then located deceased.

The deceased had made his intention clear and the State Coroner was satisfied that he had taken his own life.

The NSW State Coroner was satisfied that the police operation to locate the deceased was conducted appropriately. He could see no other issues which might warrant comment, other than to say that this was a “police operation death” in the most technical sense of the term.

Formal Finding: 

That RB died on 9 October 2003 at Mt Mackenzie via Tenterfield of a shotgun wound to the head, inflicted then and there with the intention of taking his own life.

1943/03
Inquest into the death of JN on 11 November 2003.

Finding given 25 January 2005 at Glebe Coroner’s Court by Magistrate John Abernethy, State Coroner.

Circumstances of Death.
This prisoner died in his cell at Long Bay Correctional centre on the night of 10th – 11th November 2003.  He was found deceased at “let-go” on the morning of 11th November.  All death in custody protocols were followed.

A post mortem examination was conducted by a forensic pathologist and he was found to have died of ischaemic heart disease.

A social worker raised the issue of the adequacy of the prisoner’s medical treatment, as did his next of kin.  It was agreed that that was the only issue at inquest.

Dr. M was called. Dr. M as head of the (then) Corrections Health Service gave frank evidence to the State Coroner.

He detailed the course of treatment over the last two years of the prisoner’s life.  During this time the prisoner underwent specialist testing and as a result of this received an angioplasty (stent).

The prisoner suffered an apparent myocardial infarction on the night of 21st July 2002, whilst waiting for assessment. A Registered Nurse was able to ease his pain with appropriate medication and as a result applied existing protocols and did not immediately call an ambulance. The pain returned the next morning and he was immediately transferred to Prince of Wales Hospital for examination, angiogram and angioplasty.  It is fair to say that the prisoner was bitter that he was not hospitalised at the time of first pain.

Despite regular medical consultations up until the time of his death, the prisoner remained critical of the treatment he had received and just prior to his death indicated that he wanted no further treatment unless for a life threatening illness.

The death.

The prisoner’s cell call alarm was not activated and on investigation was found to be operating efficiently.  The prisoner was found on the floor of his cell and had suffered minor injuries. The State Coroner found it to be probable that he collapsed and died before he could activate his cell call alarm.



Conclusion.

The NSW State Coroner was satisfied that the care and treatment of the prisoner was at all relevant times, adequate. The judgment of the nurse as to immediate hospitalisation was a hard one to make and in essence the nurse applied the correct protocol.

The State Coroner listened to the evidence of Dr. M and as a result made a recommendation in relation to approaching Australian Health Department in relation to prisoner access to Medicare.

Formal Finding. 


That JN died in custody on or about 11th November 2003 at Area 3, Long Bay Correctional Centre, Malabar of a natural cause, to with ischaemic heart disease.

Recommendation.

That the New South Wales Minister for Health considers approaching the Federal Minister for Health in order to attempt to obtain “Medicare access” for prisoners in NSW Prisons and Juvenile Detention Centres.

147/04
Inquest into the death of MA on 8 February 2004

Finding given 24 March 2005 at Tumut by Magistrate Carl Milovanovich, 

Deputy State Coroner 

The deceased was a 71 year old male who had lived and worked in the Tumut area for most of his life.  Evidence was given that whilst in relatively good health, he was legally blind in his right eye and suffered from a severe hearing impairment, which required him to wear hearing aids in both ears.  

At 11.19am on Sunday 8th February, 2004  the deceased was walking along the footpath of Wynyard Street, Tumut which runs past the police station.  At the same time, a police vehicle Reg No: YAS 946 was reversing from the driveway of the police station to respond to a domestic violence incident.  The officer driving the vehicle felt a bump, and on inspection, it was found that the deceased was then under the police vehicle.  He was attended to by a nurse, ambulance officers and paramedics, before being taken to Tumut Hospital where he passed away at 3.05pm. 

There is no doubt in the Coroners mind that this was a tragic accident, but it was avoidable.  All police are required to drive in accordance with the police safe driving policy and if implemented on this occasion, this incident would have been avoided.  

Evidence was given of an informal practice to drive vehicles into the police driveway and then turn them around.  There did not however appear to be any formal directive or policy in regard to this practice.  

There was also evidence to suggest that shrubbery on the eastern side of the driveway severely restricted vision of a reversing vehicle.  It was submitted that the current policy still allows a discretion in regard to the escort alighting from a vehicle   and providing guidance where vision is restricted due to the construction of the vehicle. The Coroner does not believe that the policy is an any way ambiguous in that it clearly states if vision is restricted, that guidance from an escort is required.

The Coroner was informed that it was intended to reconfigure the driveway at Tumut police station to make it a ‘U’ shape which would result in all vehicles exiting the driveway in a forward manner.  No formal recommendation will be made in relation to this issue but the Coroner would strongly urge that the proposal be implemented as soon as possible.  

Formal Finding:

I find that MA died on 8th February, 2004 at Tumut Hospital Tumut in the State of New South Wales from a Chest Injury following impact with a motor vehicle.      

Recommendation

To the Minister of  Police

That consideration be given to erecting fish eye mirrors on both sides of the exit driveway to the Tumut Police Station as well as appropriate signs, perhaps on the footpath, to warn pedestrians that the driveway may be used on a frequent basis by police vehicles.

194/04
Inquest into the death of JH on or about 29 November 2003.

Finding given 8 September 2005 at Gosford by Magistrate John Abernethy, State Coroner.

Circumstances of Death:

The deceased and his wife had been married for 16 years. They were raising 4 children between the ages of 13 and 6 years. About 3 years before the deaths the family had re-located from Western Australia to Wyoming, NSW.

The deceased discovered that his wife was having an affair in September 2003. From this point the marriage, which had been troubled for quite some time, deteriorated very quickly. The wife fled the matrimonial home with her children. For a time she resided in a women’s’ refuge. She then moved into a townhouse in North Gosford.

She obtained an Apprehended Violence Order from the Gosford Local Court on 14 October 2003. She had determined that the marriage was over and was going to formalise the relationship with her lover. Her lover, on the very day the wife of the deceased was murdered, was discussing the ending of his own marriage with his own wife.

The deceased clubbed and stabbed his wife to death in her residence at North Gosford on the morning of 28 November 2003. On the morning of her death, he broke into her residence and secreted himself there whilst she was taking the children to school. The deceased lay in wait for his wife and her lover.

As indicated, however, on the morning of her death the wife of the deceased returned to her residence alone as her lover was in discussions with his own wife about the ending of his marriage.

The deceased had planned his wife’s murder well. He had brought masking tape and other items to seal the residence, thus delaying the finding of his wife and her lover.

His plan was to take his children to his sister’s at Brisbane, spend the weekend with them and then take his own life. To that end he had already moved his own motor vehicle to Brisbane.

The fact that he was unable to murder both his wife and her lover at the townhouse caused him to panic. Instead of collecting the children of the marriage and making for Brisbane, he fled the townhouse and made his way by train to Newcastle. The wife’s lover, in fact, discovered the wife’s body on the morning of 28 November.

At about 3.30pm on 28 November 2003 the deceased spoke by mobile telephone to his own sister and her husband who were in Gosford. They had come urgently to Gosford from Coffs Harbour at his direction to collect the children of the marriage. They attended Gosford Police Station and were in the process of being told of the homicide of their sister-in-law when the deceased telephoned.

An Acting Inspector of NSW Police was forced to negotiate with the deceased by mobile telephone. He made it clear he was in Blackbutt reserve, Kotara/New Lambton and about to take his own life “by hanging”.

The police officer attempted to dissuade the deceased from ending his life but at the end of the conversation he indicated he was “about to jump”.

In fact, late in the afternoon of 28 November the deceased did jump from a high tree with a noose around his neck. He lay badly injured on the ground for some time, eventually dying either late that night or during the early hours of 29 November 2005.

Two issues were analysed at inquest:

a) The appropriateness of conversations and actions of the Acting Inspector, NSW Police during the conversation with the deceased by mobile telephone at Gosford Police Station; and

b) The appropriateness of the police response and subsequent search of bushland at Blackbutt Reserve, Kotara from 28 November until 1 December 2003, to locate the deceased.

The negotiations by telephone:

The State Coroner was very satisfied that at all relevant times the conversations between the decease and the Acting Inspector, NSW Police were appropriate. Although not formally trained in siege negotiation, for part of the conversation a trained siege negotiator sat opposite and confirmed the appropriateness of the Acting Inspector’s conversations with the deceased.

The brother-in-law and sister of the deceased, too, were listening to the conversation and indicated to investigators for the coroner that the police officer was at all times calm and professional and appeared to be doing all that he reasonably could to dissuade the deceased from ending his life.

Another police officer taped a large part of the negotiations – of course only the voice of the police officer could be taped. The police officer, however, made careful notes of the conversation. By a reading of these notes, and listening to the taped conversation, police investigators and the court could see accurately what was said. Importantly, the deceased admitted murdering his wife whilst speaking to the police by telephone.

The NSW State Coroner formally commended the Acting Inspector of police for the manner in which he carried out his duty. He had been forced to converse with the deceased over a long period of time and had begun the conversation knowing virtually nothing about the circumstances of the homicide that morning.

The Police response and search for the deceased:

NSW Police (Waratah Local Area Command), at the request of Brisbane Waters Local Area Command immediately began a search of Blackbutt Reserve.

They were hampered by the fact that the deceased had indicated to his sister that he “had a noose around his neck”, and by the fact that he had indicated he “was about to jump”. Neither the negotiator nor searching police were told of the noose.

They therefore searched Blackbutt Reserve on the basis that the deceased might have jumped from cliffs or other height. Reasonably they also searched for a motor vehicle (his was in fact in Brisbane). It did not occur to police that the deceased might have jumped, with a noose around his neck, from a very high tree.

Police threw considerable resources into the search (Westpac Helicopter, Park Rangers, Dog Squad) but by dark had not found the deceased.

The search was stopped for the night.

The search was scaled down on Saturday 29 and Sunday 30 November because of significant resource problems. A large-scale search was begun on Monday 1 December 2003 and the deceased quickly located.

After hearing all evidence the NSW State Coroner concluded:

“I do not believe, even had (the negotiator) known about the “noose” that this added information would have in any way assisted in identifying the location of the deceased. In fact the permutations and combinations of possible sites would have become almost infinite. I find that the command post was set up in a logical position and the search that was carried out was carried out of the most likely sites according to the intelligence at hand.

The level of searching was at all times reasonable and appropriate for the incident requiring a search… I have come to the view that the search was conducted in a professional and appropriate manner considering the available resources and the priority to be accorded the operation.

In circumstances such as these it would be irresponsible for the Command to denude police resources necessary for keeping law and order in Greater Newcastle, in order to amount a huge search for a person in the circumstances in which (the deceased) chose to place himself.”

Formal Finding:

That JH died on or about 29 November 2003 at Blackbutt Reserve, Kotara, of hyid-larynx with surgical emphysema and carotid artery trauma and thrombosis due to hanging when on 28 November at the same place he attempted to hang himself with the intention of taking his own life.

233/04 
Inquest into the death of CS on 20 January 2004.

Finding given 28 November 2005 at Glebe Coroner’s Court by Magistrate Dorelle Pinch, Deputy State Coroner.

Background Information:

At the time of her death in January 2004 CS was aged 31. She had one son aged 7, who lived with his father in Tamworth. CS lived with her elderly grandparents in Watanobbi. They both suffered from dementia and she received a carer’s allowance to look after them. CS’s death occurred against the background of a number of health problems from which she suffered, both physical and mental.

A psychiatrist saw CS on 3 occasions in 2003. He considered that she suffered from Borderline personality Disorder. He noted that this condition was manifested through impulsive behaviours such as binge drinking of alcohol, binge eating, unstable mood, shallow unstable relationships, repeated self harm attempts and paranoid ideas while under stress. He also considered that she suffered from long term depression and post traumatic stress disorder. The latter condition was characterised by intrusive memories, avoidance of traumatic situations, substance abuse, panic attacks and other anxiety symptoms. Consequently, CS was less able to cope with stressful situations and more likely to react extremely and negatively to such situations than other who did not have her mental problems.

In particular, CS has a long history of alcohol abuse which, according to her father, started when she was a teenager. It contributed to the breakdown of her marriage and her ability to care for her son. Her husband has had custody of their son since December 2002. It was CS’s alcohol dependency that brought her within the ambit of the criminal justice system.

As to her physical health problems, her regular General practitioner stated that she had an extensive history of gynaecological problems, including surgery, resulting in adhesions in the bowel that caused her severe abdominal pain. He also commented that she carried the gene of Huntington’s Disease. She was, therefore, fatalistic about the prospects for a good quality of life.

Criminal Charges:

On 16 October 2003, CS was convicted at Gosford Local Court of Driving while Disqualified and Drive with a High Level Prescribed Concentration of Alcohol. She was sentenced to 6 months imprisonment on each charge to be served concurrently. The Magistrate referred her for assessment by the Probation and Parole Service to ascertain her suitability to serve this sentence by means of home detention. An assessment was conducted on 28 October and presented to the court on 17 November. The case was adjourned so that CS could receive further treatment for her alcohol dependency. CS attended WHOs (We Help Ourselves) from 18 November until 23 December when she left for medical treatment. When the assessor conducted his final assessment on 12 January he concluded that CS had refrained from using alcohol since her last court appearance and assessed her as suitable for home detention.

In addition to the previous 2 charges, CS was, on 19 January 2004, also convicted of charges of Drive with High Range PCA and Drive Conveyance Without Consent of Owner. She was sentenced to 8 months imprisonment on the first charge and 3 months on the second. All charges were to be served concurrently by way of home detention. This meant that the total period of imprisonment to be served by CS was 8 months.

Post sentence events of 19 and 20 January 2004:

Mr C, who was to be CS’s supervising Probation and parole Officer, met her for the first time at 2pm at her grandparent’s home after she had been sentenced on 19 January. He described her as being upset and distressed. She was also confused about the length of her sentence and Mr C was not immediately able to reassure her on this topic. Indeed, it was not until the following day that he said he contacted her to advise her that the length of her total sentence was 8 months. On this occasion (19 January) he attached the electronic transmitter to her ankle so as to monitor her movements. For the first time he commenced discussions with her about the sort of rehabilitation programs that she might undertake during her period of home detention.

CS contacted Mr C at 9.25am on 20 January 2004 and told him that she was feeling suicidal. She sought his permission to attend Wyong Hospital. Around 10am she was referred to Mr D of the Mental health Assessment Team. She was distressed at being placed on home detention. Moreover, she was frightened that she would not be able to refrain from alcohol usage, and would, therefore, breach a condition of her order and be sent to gaol. She was also concerned about her ability to care for her grandparents. Although she stated that she wanted to commit suicide, Mr D considered that her plans were vague. It would appear that Mr D did consider the possibility of admitting CS to hospital because he contacted Mr C to ascertain whether this option was available while CS was on home detention. However, following a discussion with Dr M, he decided to refer CS to the Wyong Home Based Assessment Team and increased the dosage levels of Chlorpromazine and Diazepam. Mr D provided CS with 6 x 50mg tablets of Diazepam. He subsequently contacted Mr R of the Wyong Home Based treatment team and requested that telephone contact be made with CS that evening. It was noted that CS did give Mr D a guarantee of her safety – something he had not felt able to do on previous occasions when she attended the Emergency Department. Mr D also told Mr C of the plan for CS.

Later that day CS received a visit from her parents. She expressed to them her doubts about coping with home detention and commented that she would be better off dead. Apparently, CS frequently made such comments so her parents did not take this as a serious threat of self harm. About 1pm her husband spoke to CS by phone. He commented that she initially sounded distressed, stating that she would not be able to handle home detention. She said that she felt suicidal, adding that she needed to do the job properly or otherwise she would go to gaol. However, her husband thought that she sounded a lot calmer by the end of the conversation. He arranged to call the following day.

At 4.20pm CS received a home delivery of medication that she had ordered earlier in the day from Wyong Plaza Pharmacy. This consisted 50 Xanax tablets and 50 Doloxene capsules. It was noted that the Xanax was provided pursuant to a prescription written by her regular GP on 6 November 2003. The Doloxene was authorised by a prescription from Dr A dated 9 January 2004.

At 5.45pm Ms C from Acute Home Based Mental health team telephoned CS. She had previously had contact with CS in the September and October of the previous year. Based on her personal experience and the knowledge of others in the team, CS could display a lot of emotional intensity including chronic suicidal thoughts but usually settled down fairly easily with talking through issues. On this occasion, Ms C noted that CS’s speech was slurred. However, she accepted her explanation that this was because she had taken the valium given to her that morning. Ms C saw no indication that CS had overmedicated herself at this stage. CS commented on the stress she felt about breaching the conditions of her home detention order and going to gaol if she consumed alcohol or illegal drugs. She also commented on her previous failed suicide attempts in these terms, “If I overdose, it doesn’t work and I’ll end up going to gaol.” At the end of the conversation, CS stated she felt more settled and intended going to bed. She agreed to a home visit from the Mental health Team the following day.

On the morning of 21 January 2004 her grandparents discovered that CS had died in her bed overnight.

Cause of Death:

An autopsy was conducted by Dr L on 22 January 2004. In his report to the coroner dated 24 May 2004, Dr L gave as the condition leading directly to death, “Mixed Drug Overdoes (Alprazolam, Chlorpromazine, Dextropropoxyphene, Diazepam and Fluoxetine)”.

Dr L listed in the section entitled “Other significant conditions contributing to death but not related to the condition causing death”, “Angiodysplasia of bowel”. However, in his oral evidence, Dr L stated that neither this condition nor its treatment had contributed to CS’s death. Rather, he noted it as a significant medical condition that he identified in the course of his autopsy. The other point of interest which he noted in the course of the post mortem examination was that not only did CS show no signs of alcohol intake at the time of her death, there was no physical evidence of disease resulting from excessive alcohol use.

The toxicological report from the Division of Analytical Laboratories showed the presence of several drugs in CS’s blood at the time of her death. Dr L noted in his report that the levels of Alprazolam and Fluoxetine were within fatal range, the level of Dextropropoxyphene was within the toxic range while the levels of Chlorpromazine and Diazepam were within the therapeutic range. He commented in his oral evidence that these drugs taken together had a multiplier effect of depressing the central nervous system. He further commented that the quantities of drugs ingested so exceeded the prescribed levels that one could rule out any accidental overdose unless CS was used to taking large quantities of drugs (which she was). Even then, the presence of drugs in her oesophagus, pointed towards a deliberate overdose.

In relation to time of death, Dr L commented that in his opinion CS had died within several hours of her last meal and probably within 2 hours of ingesting the drugs. On this basis, it would seem that CS most probably died on the night of 20 January 2004.

Manner of Death:

The Crime Scene Officer, Det. Sgt. P found the following medication packages in a waste paper basket behind CS’s bedroom door:

· One empty box of Xanax tablets (50 x 1mg) dated 21.1.04;

· Three boxes of Doloxene, one still containing a blister pack of 10 capsules dated 21.1.04;

· Three empty blister packs of Dolozene (40 capsules);

· One empty blister pack of Largactil (20);

· One empty blister pack of Antenex.

It would appear, therefore, that CS had taken 116 tablets in total. It seems that she was cognisant that her previous attempts at overdosing had been unsuccessful because she had underestimated the dosage required and made sure on this occasion not to underdose herself. The Deputy State Coroner was satisfied to the requisite standard as set out in Briginshaw v Briginshaw that this was no accidental overdoes and that CS intended to take her own life.

Classification:

CS’s death was recognised as being a death in custody under s13A Coroners Act 1980. Hence, an inquest was required to be held and it had to be conducted by one of the coroners of the State Coronial Bench. It was noted for the record that this requirement has been met.

Assessment for Home Detention:

The Probation and Parole Officer who made the assessment of CS’s suitability for home detention, did not know the extent of her involvement with the community mental health services nor was he aware of CS’s psychiatric diagnosis. He had made no inquiries of CS’s GP, the local hospital or the community mental health services. Yet he was aware that she had been hospitalised because of an overdose of medication in November 2003. Nor is there any suggestion that CS would not have consented to him contacting these professional organisations, although she did not want her parents or husband contacted. It was not suggested that CS’s mental health problems should have disqualified her from being able to serve her sentence by way of home detention. Indeed, she was in the category of offenders most likely to benefit from the rehabilitative opportunities offered by home detention. However, a thorough objective assessment was necessary in order to determine the parameters of her on-going problems to ensure that an appropriate case management plan was in place.

In the course of preparing the assessment report, CS was randomly tested for alcohol use. These test proved negative. However, CS commented to Mr D at Wyong Hospital that she had continued to consume alcohol during this period. Indeed, Ms W of the Elandra Children’s Refuge expressed her concern to the assessor that CS was still drinking. The Assessor’s report was based on the fact that CS had not used alcohol since her court appearance in November. It was important that an accurate picture of CS’s use of alcohol be placed before the court, not only for the benefit of the sentencing Magistrate but also for the benefit of CS herself. It would seem that the only way this can be guaranteed is to conduct the testing at different times during the day on a daily basis or as frequently as needed to detect particular drug usage.

Case Management:

According to the final Home Detention Assessment prepared on 16 January 2004, 

“The main focus will be to ensure that CS adheres to the rigid and strict requirements of the Home Detention Programme with particular focus on her attending Alcoholics Anonymous meetings, counseling at the Women’s Refuges and contact with the Mental Health team.”

It is important to note that no definite Management Plan had been outlined to CS before her court appearance on 19 January. Indeed Mr C, Probation and Parole officer, indicated that he preferred to discuss the matter with CS and obtain her input before finalising a Management Plan. Since he was not the Assessment Officer he had no contact with CS before she was placed on home detention.

There had been no contact between the Probation and Parole Service and the local Mental health Team about any role it was envisaged the latter would undertake in relation to CS.

Another comment in the final assessment report was noted,

“Given that the offender has the propensity to abuse this (prescription) medication, her use of these drugs will be closely monitored by the supervising officer who will consult with her medical practitioner when needed.”

Exactly how this monitoring was to occur was not discussed with CS and incorporated into a management plan.

Continuity:

At the time that CS was assessed for Home Detention there was no system within Probation and parole to require the Assessment Officer to also perform the role of Supervising Officer post sentence. Nor was there any requirement for either of these officers to attend court on the day that CS was sentenced. In this instance neither could immediately confirm for CS the duration of her sentence. Whereas she was under the impression that her sentence was cumulative (amounting to a total of 15 months), it was in fact concurrent (and hence, only 8 months). She was apparently, still under this misapprehension when she attended Wyong Hospital on 20 January 2004.

Supply of Medication:

The Deputy State Coroner was concerned that CS was able to acquire the quantity of medication that she did. However, all of her medication was prescribed for legitimate medical conditions. While CS did attend2 medical practices, this was regarded more as a question of convenience and accessibility rather than blatant “doctor shopping”. Questions were raised in the course of the inquest as to whether the pharmacists ought to have checked with the doctors before filling some of the scripts. However, it was noted that CS was a regular customer of the main pharmacy dispensing the medication and the pharmacist did not regard the quantities dispensed to occasion concern. It was also noted that the doctors had no hesitation in writing repeat prescriptions. It would appear, therefore, that CS had been in a position to hoard sufficient medication to achieve an overdose at any time over many years. In the Deputy State Coroner’s opinion, the primary focus of the inquest was appropriately on those factors that lead to CS wanting to take her life at the point of time when she did.

Conclusion:

1. The Assessment Officer was not aware of the full extent of CS’s mental health problems at the time of making his assessment report to the court. Given that the previous suicide attempts through drug overdose were mentioned in the report, the extent of the mental health problems thus flagged should have been checked out from an objective source such as CS’s General Practitioner, the local Mental Health team or the local hospital.

2. The fact that the Assessment Officer was not aware that CS had been diagnosed with multiple mental health problems, including Borderline Personality Disorder, meant that her particular vulnerability to stressful situations such as being placed on home detention was not recognised and precautionary measures that could have been taken by the Department were not taken.

3. The fact that no Probation and Parole officer attended court with CS on the day she was sentenced meant that her confusion about the length of her sentence was not immediately addressed. She continued to express her misapprehension about the length of her sentence and this undoubtedly added to the stress she felt about her inability to comply with the conditions of her Order.

4. There seems to have been a lack of application by the Probation and Parole Service that being placed on Home Detention, including as it does a court appearance, the imposition of conditions which, if breached, could lead to a period of full time custodial sentence and affixing the electronic transmitter is likely to be a traumatic experience for the detainee. CS was left to her own initiative to deal with the onset of her feelings about her inability to cope with her sentence and, hence, that she was better off ending her life before she breached her Order and was sent to gaol.

5. No definite case management plan had been discussed and outlined with CS prior to her sentence. In fact, her primary case supervisor considered it desirable that such a plan evolved as he and CS developed a rapport following her sentence. For CS, however, the structure and certainty of a definite plan may have lessened the intensity of her emotional response.

6. While other agencies such as the Mental Health Team were cited as having an ongoing role in CS’s case management, those agencies had not been consulted and had no input into the appropriateness of the role envisaged for them.

7. Random testing did not ascertain the fact that CS was still drinking alcohol at the time she was placed on home detention.

Initiatives by Department of Corrective Services since CS’s death:

In the context of policies and procedures in relation to home detention are continually under review, It was noted that the following measures have been introduced since CS’s death:

1. If a person referred for assessment as to suitability for home detention has attempted self harm within the 12 months prior to the assessment, a specialist assessment as to whether that person can cope with the rigors of home detention will be undertaken either by Justice health or a mental health practitioner within the community setting, whichever is the more appropriate.

2. Where a person has previously attempted self harm, objective data about the person’s mental health will be included in the assessment report. If a person does not provide the requisite authorisations to access the relevant objective sources then home detention will not be recommended.

3. A Probation and Parole Officer will attend court at the time a person is sentenced to home detention to provide support and to answer any questions the detainee has about the sentence or process.

4. Wherever possible, the Probation and Parole Officer who makes the assessment should become the primary case supervisor.

Formal Finding: 

CS died on 20 January 2004 at Watanobi in New South Wales from a Multiple Drug Overdoes, comprising Alprazolam, Chlorpromazine, Deztropropoxyphene, Diazepam and Fluoxetine, that she administered with the intention of taking her life.

Recommendations:

To the Minister of Corrective Services and the Minister of Health

1. A protocol should be developed and implemented between the Department of Corrective Services and the Department of health to enable all relevant medical information about a person to be made available to the Probation and Parole Service for the purpose of preparing an assessment report for court as to a person’s suitability to serve a custodial sentence by way of home detention.

2. A protocol should be developed between the Department of Corrective Services and the Department of Health to ensure that, as part of a formal induction process following sentencing, a mental health examination of the person sentenced to home detention is conducted, either by Justice health or the appropriate community health facility, and any recommended follow-up implemented.

To the Minister of Corrective Services and the Director of Corrective Services

1. The home detention assessment report provided to the court should be based as much as possible on facts obtained from objective sources, such as medical practitioners and community mental health teams, rather than unverified information provided by the offender.

2. A detailed case management plan designed to address the on-going issues identified in the assessment report should be discussed with, and agreed upon by, the offender and any other agencies to be involved prior to the report being presented in court.

3. The Probation and Parole Service should develop formal induction process that includes

· the attendance at court of the primary supervising probation and Parole Officer to ensure the detainee understands the terms of the Home Detention Order,

· the affixing of the electronic transmitter and

· the mental health examination referred to above.

4. If possible, the assessment officer should become the primary case supervisor. Where that is not possible, the primary case supervisor should become involved with the offender during the assessment period for the purpose of developing the case management plan prior to the submission of the assessment report.

5. Rather than random drug testing an offender, the Probation and Parole Service should assess the feasibility of conducting tests at a frequency level based on the known life of the drugs for which the tests are conducted.

310/04
Inquest into the death of AG on 25 March 2004.

Finding given 19 August 2005 at Westmead Coroner’s Court by Magistrate Carl Milovanovich, Deputy State Coroner.

Inquest Summary: 

The deceased was a heroin addict and was taken into custody in January, 2004, for property offences, he was refused bail and on the 17th February, 2004, was transferred to Parramatta Gaol.  Appropriate risk assessment was conducted upon admission and there was no indications of self-harm detected. The deceased was assigned to a “one out” cell and his period in custody was uneventful, with no indications coming to notice of suicidal ideation or other risk factors. The deceased had regular contact by telephone with his former defacto and enquiries with that person have not detected any evidence that the deceased had expressed suicidal thoughts to her. The deceased also had regular contact with a drug and alcohol counsellor who also has indicated that she did not detect any behaviour which would have given rise to concern in regard to the deceased state of mind of suicidal ideation.  

On the 25th March, 2004, the deceased was locked into his cell at approximately 11.45am and was found at 12.30pm on the same day hanging from a ligature. The ligature consisted of a sheet and was secured to a window in the cell. A note was found in the cell which would appear to have been written by the deceased and refers to discussions the deceased had with his drug and alcohol counsellor. The note itself, is not a suicide note, however, does state that the deceased had informed his drug and alcohol counsellor of his suicidal thoughts. This is denied by the drug and alcohol counsellor.

There are no suspicious circumstances surrounding the death of the deceased.  It would appear that he has taken his own life, during the luncheon period when he was locked into his cell.

Formal Finding.

That AG died on the 25th March, 2004, at the Parramatta Gaol, Parramatta, in the State of New South Wales, from hanging, self-inflicted with the intention of taking his own life.

538/04
Inquest into the death of CB on 27 March 2004.

Inquest terminated on 25 February 2005 at Glebe by Magistrate Jacqueline Milledge, Senior Deputy State Coroner. 

Brief facts

CB a high risk inmate because of  “self harm” issues was housed in the hospital of the Long Bay Correctional centre awaiting medical treatment. Because of his ‘self harm’ status, CB was not to be housed one out. 

On 27 March 2004, the deceased’s cellmate was removed to see a visitor and the deceased was placed temporarily with another inmate. CB was found dead in that cell.  

Prior to a hearing of the facts, a person was charged in relation to CB’s death and the inquest was terminated pursuant to s19, Coroner’s Act.

Formal Finding 

That  CB died on 27 March 2004, at the Long Bay Correctional Centre, Malabar.

Inquest terminated 25 February 2005.

648/04
Inquest into the death of RS on or about 15 April 2004.
Finding given 8 August 2005 at Glebe by Magistrate Dorelle Pinch, Deputy State Coroner.

Brief Facts

After evening muster on 14 April 2004 RS was locked into cell 16, middle landing, Wing 1 in Hospital Area 2 at Long Bay Gaol. Just before 8 am on 15 April 2004 Corrections Officers were alerted by an inmate performing sweeping tasks that RS had hung himself. Two officers immediately attended, unlocked the cell door and found him hanging from part of a sheet attached to a window hinge. With the assistance of their colleagues they lowered him to the ground and sought medical assistance. However, he was already cold to touch and rigor mortis had set in. Dr V pronounced life extinct 20 minutes later. Police were called and a crime scene established.

At the time of his death RS was aged 26. A Nepalese citizen, RS had been studying in Australia for several years. His family in Kathmandu were unaware he had been in custody since 28 August 2002 charged with nine counts of Sexual Assault – Category 3. A friend of his continued to send e-mails to the S family purporting to come from RS himself. 

Due to the nature of his offence, RS, at his request, was classified as a Protection Limited Association Inmate. He had been placed in Long Bay Hospital Area 2 from 3 July 2003 due to overcrowding. He had been housed in various cells during that time. He had been in cell 16 as the sole occupant for two days prior to his death. 

On 13 October 2003 he was found guilty as charged. He was due to be sentenced on 22 April 2004.

Cause of Death

A post mortem examination conducted by a forensic pathologist, on 16 April 2004 confirmed the cause of death as “Hanging”.

Manner of Death

RS was alone in his cell at the time of his death. Neither a thorough police investigation nor an internal investigation by prison authorities has discovered any evidence that any other person was involved in his death. PM, who occupied the adjoining cell and who spoke to RS on a daily basis, heard RS’s toilet flushing sometime between 9.30 pm and 10 pm on 14 April 2004. Around 10.30 pm he heard banging noises that sounded like a bed knocking against a cell wall. This was the last sound to emanate from cell 16. PM had spoken to RS before lockdown on the afternoon of the 14th and noticed nothing unusual about his demeanour. However, in previous conversations, RS had expressed concern about his forthcoming court appearance.

RS did not leave a suicide note. However, in a writing pad he had written a message revealing his despair,

“Oh God! If there is a god. Save my soul if I have a soul.” 

Nevertheless, he had never given any indications of self-harm in the course of his prison assessments. He had been seen on 13 April 2004 by his case officer and the following day by his case supervisor. Neither recorded any issues that were causing him concern.

Apparently, RS was generally popular with other inmates. However, around 6 pm on the 14th, several prisoners on the middle landing were heard to yell out that they intended to get him and kill him the following day. The insults and threats lasted about 20 minutes. It is not known what precipitated them but they seem to have occurred in racial context. 

It is apparent that RS felt ashamed to tell his family of the charges against him and his incarceration. He knew he was facing a custodial sentence when he appeared at court on 22 April 2004 and, therefore, would be unable to maintain his pretence with them that he was doing well in Australia. The taunts he received from other inmates on 14th April may also have contributed to his resolve to end his life.

The Deputy State Coroner was satisfied to the requisite standard that RS committed suicide.

It was noted that in the wake of RS’s death, strategies have been implemented by Justice Health and the Department of Corrective Services to expedite the movement of prisoners to and from Long Bay Hospital. Such strategies are to be encouraged. It is understood, however, that the placement of unsentenced inmates is dependent on the availability of accommodation facilities within the Remand Centre. The Deputy State Coroner had no criticism of RS’s placement and did not consider it to be a major contributing factor to his decision to end his life.

Actions of Corrections Staff

It was considered that RS was correctly classified by the Department of Corrective Services. The Deputy State Coroner was also satisfied that he provided no indication of his intentions to staff so that they could have attempted preventive action. It was considered that Corrections staff acted promptly and appropriately when notified of RS’s death.

Facilities

While detailed evidence was not heard on the aspect of hanging points in cells on this occasion, judicial notice was taken of the fact that it is virtually impossible, even in the most modern correctional facilities, to eliminate hanging points. 

Formal Finding

RS died on or about 15 April 2004 when he deliberately hanged himself in his cell at Long Bay Correctional Centre, Sydney.

687/04
Inquest into the death of DA between 3pm on 26 June and 8am on 

27 June 2004.

Finding given 5 October 2005 at Goulburn by Magistrate Carl Milovanovich, Deputy State Coroner.

Inquest Summary: 

The deceased was sentenced in 1997 for a number of armed robbery and aggravated sexual assault matters.  His total sentence allowed for release on parole in 2008 with final release in 2012.The deceased was classified as E.2 medium security having had one prior escape and had a history of self-harm.   In 1999 he was found in his cell following an overdose of Doxepin and was admitted to hospital and survived. The deceased was diagnosed with depression and was taking Efexor up until March, 2004, when his psychiatrist changed his medication back to Doxepin. The deceased kept very much to himself, refused to associate with other prisoners and was considered a quite and a model prisoner.

In June of 2004 a decision was made to move the deceased and to encourage him to have greater contact with other inmates. It was noted that he was loosing weight and he was referred to medical staff to address his weight loss.   He denied that he was on a hunger strike and refused to see either a psychologist or psychiatrist. The deceased was found deceased in his cell on the morning of the 27th June, 2004, and a subsequent post mortem determined that he had died from Doxepin poisoning. 

It became apparent from the evidence that the deceased had been hording his Doxepin medication and expert opinion suggested that he would have taken approximately 30 tablets to reach the levels found through toxicology. The deceased had been prescribed 2 x 50 mg tablets of Doxepin daily. When Police searched his cell following his death, a further 20 Doxepin tablets were found secreted in a newspaper.

An internal investigation into the death by the Department of Corrections identified a number of issues; they included the failure to detect the drugs through routine cell checks and the fact that the medication should have been administered to the deceased under supervision. It was apparent; despite his earlier suicide attempt that his medication was simply dispensed daily and there was no requirement for the deceased to be supervised to ensure he had consumed the medication.

The Inquest was told that since the death of the deceased a memorandum had issued that now requires that all prisoners who have been prescribed anti-depressant medication are to take that medication under supervision.   

The Inquest was also informed that Corrections Health are in the process of preparing a new Manual in which various drugs will be identified and the manner of dispensation given.   Under these circumstances the Coroner was of the view that formal recommendations were not necessary.

Formal Finding.  

That DA died on the 27th June, 2004, at the Goulburn Correctional Centre, MPU; Cell 5, from poisoning by Doxepin, self administered with the intention of taking his own life.

784/04
Inquest into the death of SK on 18 July 2004.

Finding given 17 August 2005 at Westmead Coroner’s Court by Magistrate Carl Milovanovich, Deputy State Coroner.

Inquest Summary: 

The deceased was questioned at a residence in Sydney following the lawful execution of a Search Warrant pursuant to Section 251(4) of the Migration Act, 1958. The deceased was suspected of being an unlawful resident as he was not able to verify his identity. He was not detained pursuant to Section 189 of the Migration Act, 1958, although evidence did suggest that he was an unlawful resident.   A decision was made to convey the deceased to an address he nominated at which the deceased maintained he had proof of his identity and residence status. While being escorted from the premises and being directed towards a van, with an open door, the deceased commenced to run. A direction was given to “grab him”, however, within a matter of seconds he had run to the road edge, appears to have stumbled and fallen into the path of a moving vehicle. He died in hospital for head injuries some 3 days later.

While the Coroner assumed jurisdiction under the provisions of Section 12 of the Coroners Act, it was also a matter that prima facie fell under the provisions of Section 13A of the Coroners Act and in fact was treated as a 13A death by the Coroner on the information that was provided at the time the death was reported. After examining the evidence at Inquest the Coroner was of the view that on the balance of probabilities the deceased was in lawful custody and that he in fact was attempting to escape from lawful custody at the time he received the injuries that led to his death.

A number of issues where identified during the Inquest in relation to the training of DIMIA staff, the protocols for consulting with State police in regard to operational matters and the desirability of DIMIA staff to be aware of the provisions of State Laws that may impact on their duties. No formal recommendations were made, however, the Coroner did direct that the brief of evidence be forwarded to the Minister responsible for DIMIA.

The Coroner found that the death of the deceased was accidental; no fault could be attributed to the driver of the vehicle or the DIMIA staff.

Formal Finding:  

That SK died on the 18th July, 2004, at Westmead Hospital, Westmead in the State of New South Wales, from a head injury, sustained on the 15th July, 2004, when he fell and was struck by a motor vehicle, outside 15 Leicester Avenue, Strathfield in the State of New South Wales.

826/04
Inquest into the death of SB on 29 July 2004.

Finding given 27 April 2005 at Westmead Coroner’s Court by Magistrate Carl Milovanovich, Deputy State Coroner.

Inquest Summary:

The deceased had a history of medical and mental problems and consumed alcohol.  There was a history of prior incidents of self-harm, he had recently lost him employment and was facing drink-driving charges at Court.

On the day of his death he left a note on a white board in his home which contained, amongst other things the words “I love you all, bye”. At about 1.00pm on the 29th July, 2004, Police responded to a concern for welfare in regard to a male person who was standing on top of the Knapsack Gully Railway overpass at Lapstone.  Sgt R was the first Police to attend the scene and observed the deceased on top of the bridge. He spoke to the deceased to the affect of requesting him to come down, however, without response the deceased stood up, placed him arms outward and leaped from the bridge.  He fell a distance of some 50 metres and suffered fatal injuries and was pronounced deceased by Ambulance personnel at the scene shortly after his fall.

The death was treated as a Section 13A death on the basis that the Police were present and had conversation with the deceased. The deceased had also been reported as a missing person earlier in the day. All necessary critical incident protocols were followed and the family of the deceased expressed no concerns in regard to Police involvement or the investigation. The deceased family did not attend the mandatory inquest.

Formal Finding: 

That SB died on the 29th July, 2004, at Knapsack Gully, Lapstone in the State of NSW, from chest and abdominal injuries, self-inflicted with the intention of taking his own life when he jumped from the Knapsack Gully Rail Overpass.

888/04
Inquest into the death of AW on 12 August 2004.

Finding given 28 September 2005 at Westmead Coroner’s Court by Magistrate Carl Milovanovich, Deputy State Coroner.

Inquest Summary:  

The deceased was serving a 15 year sentence for Murder, he was due for release in 2011 and was aged 73 at the time of his death. The deceased had been diagnosed with coronary artery disease while an inmate at Cessnock Correctional Centre and it was recommended that he should undergo by-pass surgery, which he declined.

The deceased was being medicated with aspirin and metoprolol daily and when last seen by a medical practitioner on the 6th July, 2004, it was recommended that he be taken off the metoprolol due to a skin rash. The treating medical practitioner recommended that the deceased should have daily blood pressure check conducted.  It appears that notation in the medical records was not followed up. The post mortem examination determined that the deceased had severe artery disease with stenosis of up to 30%. The failure to take blood pressure readings did not directly cause his death.  The Coroner requested that Justice Health who sought leave to appear at the Inquest ensure that recommendations made by locum medical practitioners are followed up and reviewed if necessary. No formal recommendation was made.

The deceased, on the date of his death was observed to be holding his chest and complaining of chest pains. He collapsed shortly after, was still breathing and was placed in the recovery position while medical assistance was sought. He had passed away before Ambulance and Paramedic staff arrived.

Formal Finding.  

That AW died on the 12th August, 2004, at the John Maroney Correctional Centre, Windsor, in the State of New South Wales from Coronary Artery Atherosclerosis.

919/04
Inquest into the death of AH on 7 May 2004.
Finding given 14 July 2005 at East Maitland by Magistrate Dorelle Pinch, Deputy State Coroner.

Brief Facts

Shortly after 11 am on 7 May 2004 AH collapsed with a fatal neck wound in a suburban rear yard in Edgeworth, his hand around the trigger of a shortened firearm protruding from beneath his T-shirt. He was 23 years old. In the period immediately prior to his death he had been experiencing difficulties on many fronts. After four days in a detoxification unit at the end of April, he had recommenced using Methamphetamine, commonly known as “speed”. Those who saw him in the days prior to his death described him as being out of control on the drug, hyperactive, sleepless, reckless and paranoid. His life seemed to revolve around obtaining sufficient supplies of speed to inject it up to twelve times per day.

From all accounts, he supported his drug dependency through crime. He had a lengthy criminal record. Police had categorised him as a “high risk” offender. On 6 May 2004 he failed to appear for sentencing at Newcastle District Court for a home invasion offence. A warrant was issued for his arrest. Given his previous record, AH could reasonably have anticipated a substantial custodial sentence.  The night prior to his scheduled Court appearance, AH committed a home invasion at Jesmond wearing items of a stolen police uniform. Police wanted to question him in relation to this incident.

The actions of those closest to AH reflect the extent to which his life had spiraled out of control. MH, AH’s mother, was so concerned for her son’s welfare that she contacted police, urging them to find her son. His partner and mother of his son, MS, despairing of his erratic behaviour, told him their relationship was finished and underscored that decision by registering with Centrelink as a single parent. She hoped this would bring him to his senses.

AH’s potential to further complicate his life increased when he was given a shortened firearm, the proceeds of a home invasion, by a “friend”, MG. Apparently, he told MG that the gun did not function. However, this was a ruse to avoid paying her for the firearm. From his comments to her sister, it seems that he had test-fired the gun and knew it was operational. It also seems that he was seldom without the gun from the time he acquired it. Giving AH the gun in his condition was a thoroughly stupid and irresponsible act. It was definitely not the act of a friend.

It distressed AH that he had been labelled, unfairly, a “dog” for “grassing” to police and he blamed HA for perpetuating this rumour. He confronted HA on 6 May 2004. He had with him the shortened firearm and, in the course of the ensuing confrontation, pointed the gun at HA and pressed the breach break, thereby ejecting the cartridge. Whether this was intentional or whether he tried unsuccessfully to shoot HA remains a matter for conjecture. Evidence was given that HA belonged to an outlaw motorcycle club with a reputation to match. Hence, AH considered he faced the very real prospect of retaliation. He was on the run, therefore, not only from police but also from HA.

AH spent the early hours of 7 May riding around on a borrowed motorcycle. His main aim seemed to be to obtain more drugs. According to MG, he was “using” every couple of hours. A plan to purchase drugs with two of his friends that morning went awry and he became separated from them (and the drugs they purchased). As a consequence, AH drove around on the motorcycle trying to try to track them down. He later abandoned the motorcycle when it ran out of fuel. 

AH had been the subject of a briefing for police officers at the commencement of their morning shift on 7 May 2004. Officers were told that he was wanted for home invasion offences, that a warrant for Court non-attendance had been issued, that he was a high-risk offender and that he was in possession of a firearm. Later that morning, Snr. Const. S and Snr Const. C in a police vehicle saw him walking along Main Street, Edgeworth towards the Seven-Eleven store while they were patrolling the area for another high risk offender. They alerted their colleagues and commenced to search the area. Snr. Const. S joined Snr. Const B and Dog 18 to search houses in the adjoining streets. Snr. Const. B was in the rear yard and Snr. Const. S in the front yard of a house in when they heard a gunshot. At that time, one house separated them from AH’s hiding place, the residence of MP.

MP was unaware of AH’s presence on his property until he heard the gunshot. He immediately called police. Immediately on arrival, Snr. Const. W secured the firearm. Sgt. M checked for a pulse. He concluded that AH was fatally injured. The ambulance arrived very shortly afterwards but there was nothing that could be done at that stage.

Classification of Death

The death of AH was correctly identified at the site by Chief Inspector C as a death in the course of a police operation under Section 13A(1)(b) Coroners Act 1980. It was investigated as a “critical incident” by a team of police officers from outside the Local Area Command. The Deputy State Coroner was satisfied that all of the protocols for the investigation of critical incidents have been followed. 

Cause of Death

Dr. L, forensic pathologist, performed a post mortem examination on AH on 10 May 2004. In his autopsy report he gave as the direct cause of death, “ Gunshot wound to neck”. In his oral evidence he described the wound as a major gunshot wound to the right side of the neck. In his opinion, the pattern of the injuries was consistent with having been caused by a single barrel sawn-off .410 calibre shotgun. He also noted that the elliptical pattern of the injuries together with characteristic powder marks on the neck indicated that the barrel of the gun had been in contact with or, at most, a few centimetres away from, AH’s neck at the time of discharge. Dr L commented that the gun must have been held vertically when it discharged because the pellets travelled almost directly upwards. They passed from front to back.

According to Dr L, AH's injury was non-survivable. He stated that the concussive effect on the brain meant that AH would have lost consciousness almost immediately. The disruption of the blood vessels lead to a massive loss of blood.  Dr L commented that even if AH had been on the doorstep of a major trauma hospital, he was beyond medical treatment.

As to the abrasions on AH's body, Dr L indicated that these were consistent with an immediate collapse on to the ground from his standing position.

Dr L confirmed that the toxicological results showed a level of methamphetamine of 0.3mg/L. This is categorised by the Division of Analytical Laboratories as being within the toxic range. While he acknowledged that he had no particular pharmacological experience Dr L stated that the general properties of methamphetamine were commonly understood as heightened perception and awareness, an increased heart rate and general hyperactivity that had given the drug its nickname of “speed”. 

Dr L noted numerous vena puncture marks in front of AH’s left elbow. This is consistent with AH’s intravenous use of methamphetamine.  

Forensic Ballistics Evidence

According to Mr O, the expert Scientific Officer who examined the shortened firearm and the fired cartridge case, a comparative microscopic examination between the fired cartridge case of 7 May and three test-fired cartridge cases discharged in the firearm confirmed that the 7 May fired cartridge case had indeed been discharged from the shortened firearm. He described the firearm itself as a shortened .410 Belgium manufacture single shot shotgun.  His examination of the firearm did not reveal any functional abnormalities. In plain terms, AH was not killed because the gun misfired.

Taken together with the accounts of police officers involved in the operation, the forensic evidence proves conclusively that police were not involved in the shooting of AH. No gun was discharged by a police officer. Undoubtedly, AH was where he was at the time of his death because police were searching for him. In this sense, the police operation provided the context within which his death occurred. However, in the opinion of the Deputy State Coroner, the overriding factor that occasioned his death was the acquisition of a gun by a man who had no experience of firearms and at the time of handling it was intoxicated on “speed”. 

There were questions raised at the inquest in regard to the timing of police officers donning their ballistic vests and also whether the firearm was removed from under AH’s body prematurely. As to the latter issue, it was considered that it was best practice to secure the firearm at the earliest possible opportunity and the actions of Snr. Const. W were endorsed. As to the matter of vests, the Deputy State Coroner considered that it is a matter for those in charge of the operation in this instance. The way in which the discretion to don vests was exercised in this case did not impinge on any issues with which the inquest was concerned. The Deputy State Coroner’s assessment of the actions of the police officers involved in the operation was that they all acted in the appropriate professional manner. This assessment was obviously shared by MH who, in the course of the inquest, personally thanked each police officer who gave evidence for their efforts. 

Manner of Death

AH's injury was self-inflicted. The question remains whether it was inflicted deliberately or accidentally. To determine this question the following evidence has been looked at:

Position of the Firearm

Having reviewed the evidence of police officers who were first upon the scene as well as that of MP who originally discovered AH, the Deputy State Coroner was satisfied that the gun was located between AH's body and his outer clothing which consisted of two T-shirts.  This is consistent with the observations of civilian witnesses who earlier observed him carrying something under his jumper.  The evidence of MR was also noted, that, on a previous occasion, AH had concealed the firearm in his trousers. The Deputy State Coroner was satisfied that in carrying the gun in his right-hand under his T-shirts the gun would most likely be in a vertical position with the end of the barrel close to the right-hand side of AH's neck.  The most natural way of holding the gun in that position is in the firing position ie. with the index finger on the trigger.

AH placed the gun in this position with the intention of concealing it, not with the intention of shooting himself.  This, of course, does not preclude the fact that he may have formed the intention to shoot himself later and did so without moving the gun. 

Method of discharging the firearm
Mr O described in his second report two ways in which a cartridge could be discharged from the firearm. First, the hammer could be pulled backwards until it was cocked and then sufficient pressure applied to the trigger to disengage the sear, propelling the hammer forward to strike the firing pin which in turn would strike the primer of the cartridge thereby causing the firearm to discharge. In this scenario, two actions are required - cocking the hammer and pulling the trigger. While it is necessary for the actions to occur sequentially, they need not follow immediately. The second manner of discharge requires the hammer to be pulled backwards approximately 13 millimetres, just before the sear is engaged, and then released. In this scenario, only one movement is involved. It is not necessary to pull the trigger to effect discharge.

Tests conducted by Mr O measured the force required to clock the hammer, the “hammer pull”, as 10.01 kg force. For this reason it is his opinion that it would be unlikely for a T-shirt to “snag” the hammer causing it to discharge.  The trigger force for the firearm measured 5.57 kg force. Around the 6 kg mark is apparently an average trigger pull. It is difficult logistically to see how the trigger itself could have been snagged in AH's T-shirt, particularly since his finger was on the trigger when Snr Const. W removed the gun from his hand.  

Chief Inspector M, also an expert in firearms, concurred in his oral evidence with Mr O that the most likely way in which the gun was discharged was that AH cocked the hammer before placing it under his T-shirts and then, subsequently, pulled the trigger. The alternative version is that AH placed the gun under his T-shirt and then later tried to cock the hammer. He could not exert sufficient pressure to engage the sear but managed to pull the hammer sufficiently backwards so that when he released it, the cartridge discharged. Either scenario is consistent with an accidental discharge of firearm. The first scenario is more likely if AH sought to discharge the firearm deliberately.

Condition of the Gun
Chief Inspector M described the firearm as inherently unsafe.  One particular feature was that the trigger guard had broken across the centre.  The two pieces moved apart easily and could catch on clothing or even a person’s hand or finger. The possibility of this occurring would be heightened if AH moved suddenly. In consequence, his finger may have pulled inadvertently on the trigger.

Experience with Firearms
AH had no experience with firearms. Even so, common sense would dictate that placing a loaded gun in close proximity to one’s head with a finger on the trigger was flirting with danger, even more so if the hammer was cocked. The fact that AH chose to carry the firearm in that fashion probably indicates the extent to which his behaviour and judgment were influenced by amphetamines.

MP’s dogs

There is no direct evidence that the two dogs – a bull mastiff and a cattle dog – knew of AH’s presence in their territory, let alone attacked him. According to MP both dogs are friendly, although the bull mastiff is rather imposing in size. MP did not hear his dogs barking, or any other dogs for that matter. However, he stated that he was using the vacuum cleaner for about 40 minutes prior to hearing the gunshot and this would have drowned out other noises. I note that civilian witnesses in the vicinity commented that the activities of the police dog had caused other dogs to start barking. Dog 18 was the distance of one property away from MP’s dogs, diagonally across from the north-east corner of his rear yard. It would be unusual in those circumstances if the dogs hadn’t moved towards that corner to investigate the disturbance. That would have taken them close to AH’s position between the house and the garage. Despite the recollection of one of the police officers, it is apparent not only from MP’s evidence but also from the crime scene photographs that there was no impediment to the dogs approaching AH.

According to the evidence, AH did not have a particular affinity with dogs and was wary of them. He was facing the north-east corner of the property so it is possible that he saw them before they were aware of him. The nature of the interaction, if any, between the dogs and AH remains a matter of speculation. There is certainly no indication that they attacked him. However, their presence, hitherto unsuspected, may have startled him and, therefore, could account for an unintentional movement in relation to the firearm or an accidental discharge as he tried to extricate it hurriedly from under his T-shirt.

Position of Police
The position of AH’s body indicates that he was facing in the direction of Snr. Const. B and Snr. Const. S as they searched for him in the street. He knew that those officers were closing in on him. He would have realised from hearing the sirens that other police had been deployed and that escape would be difficult. He may have decided to remove the gun at that time to prepare for a shoot-out and accidentally discharged it. Alternatively, he may have decided to end his life. A third possibility is that he intended to use the gun to take a hostage in order to bargain with police for his escape. It all depended on his perception of events.

Amphetamine Intoxication
According to MG’s evidence, AH had not slept for several days. He was using speed every couple of hours. MS remembered the frequency as between eight and twelve times per day. Those witnesses who saw AH in the days prior to his death all commented that he was out of control and that his life centred around obtaining drugs. His perception of his situation was obviously affected not only by his level of amphetamine intoxication but also by amphetamine-induced sleep deprivation. Additionally, it is a well-recognised characteristic of amphetamine usage that it distorts the user’s perception and is likely to increase risk-taking behaviour.

Intention

AH’s behaviour up to the time of his death demonstrated his intention to escape from police.  He had, after the time he was last observed, changed what he was wearing from a blue jumper and dark track pants to white T-shirt (with a dark T-shirt underneath) and white board shorts.  Changing clothing to avoid capture was one of AH's characteristic ploys.  Located was his kitbag and the items of clothing which he had recently discarded together with the various items of police uniform that he had used in the recent Jesmond  robbery.

On the other hand, AH knew that if he was apprehended he would probably spend a lengthy period in prison. The strength of this aversion needs to be taken into account in assessing his intention to use the firearm either on himself or others. It was noted that AH had specifically stated in a conversation about the gun with his friend MR that he would never shoot himself. Indeed, from all accounts it would be more in character for him to engage in a shoot-out with police.

After reviewing all the evidence, the inescapable conclusion is that if AH decided to shoot himself deliberately, it was a decision quickly made and carried out. There is nothing in his previous behaviour or the events immediately prior to his death that show any intention to self-harm.

Legal Presumption

In order to make a finding of suicide as the manner of death, the standard as set out in Briginshaw v Briginshaw must be met, not merely the standard of the balance of probabilities. The Briginshaw standard has not been met in this case. Although the reason for the accident remains unclear, the Deputy State Coroner was satisfied that AH discharged the firearm accidentally, thereby inflicting his fatal wound.

Formal Finding – Section 22 (1) Coroners Act 1980

AH, died of a gunshot wound to his neck on 7 May 2004 at Edgeworth, New South Wales when, in the course of evading police, he accidentally shot himself. A significant contributing cause to his death was amphetamine intoxication.

1126/04
Inquest into the death of HK on 1 October 2004.

Finding given 21 November 2005 at Westmead Coroner’s Court by Magistrate Carl Milovanovich, Deputy State Coroner.
Inquest Summary:  

The deceased was born a haemophiliac and required numerous blood transfusions during life and at the age of 8 years was diagnosed as being HIV positive and also contracted Hepatitis C from blood transfusions.  At the age of 16 years the deceased commenced to use illicit drugs, became heroin dependent and was on the methadone programme.  In August, 2004, the deceased was sentenced to 12 months imprisonment for traffic and assault matters.   In the period from August, 2004 until his death on the 1st October, 2004, the deceased was subject to a number of risk notifications concerning threats of self-harm and spent the majority of his period of imprisonment in segregation.

On the day of his death he was seen at 8.30am and provided with breakfast.  At 9.13am he was administered his daily dose of methadone and was seen by a registered nurse at 9.30am in regard to a laceration received following a fall in the shower.  At 11.30am the deceased was found deceased in his cell. The deceased occupied a cell on his own.   A Post Mortem examination determined that the deceased had died from dilated cardiomyopathy, probably secondary to drug use. There were no suspicious circumstances surrounding the death.

Formal Finding. 

That HK died on the 1st October, 2004, at the Metropolitan Remand & Reception Centre, Silverwater, in the State of New South Wales, from dilated cardiomyopathy probably secondary to drug use.

1497/04
Inquest into the death of JC on 26 August 2004.

Finding given 22 November 2005 at Wagga Wagga by Magistrate John Abernethy, State Coroner

Circumstances of Death:

The deceased was a sentenced prisoner serving a sentence of 16 months from 20th January 2004. With a 12-month non-parole period he was due for release on 19th January 2005. He hanged himself in his cell at Junee Correctional Centre on 26th August 2004.

Whilst at Kirconnell Correctional Centre he indicated to authorities that he was a risk of walking out of the facility.  He was thereupon re-classified from “C” to “B”. At his request he was given protection status of “Protection Requiring Limited Association”.
With his security and protection classifications he was only able to be housed in Lithgow, Bathurst or Junee Correctional Centres. He spent time initially at Lithgow then after a short time at Bathurst, on 3rd August 2004 was transferred to Junee Correctional Centre.

The deceased was housed “one out” at Junee. 75% of cells at the complex are single bed cells.

The deceased was probably suffering from a mental illness in the years prior to his death. Whilst his file contained several self-harm alerts, these were flagged as inactive by the time he arrived at Junee.

He had been seen by appropriate health officers and on arrival at Junee had been compliant on the drug Olanzepine. For some reason he declined to continue to take the drug once at Junee.  He would not see the facility’s medical practitioner despite the latter’s request that he do so.

The deceased was a quiet, private, well-behaved prisoner who largely kept to himself.  He was hoping for a transfer to a prison nearer his father’s residence on the North Coast of NSW.  He appeared to be happy to wait until September, at which time his classification was to be reviewed.

At the time of the inmate’s death, prisoners of his protection status were effectively confined to cells for 21 – 22 hours per day. The deceased was unhappy with this arrangement of course but made no complaint. There is no suggestion that the deceased did not want to be housed “one out”.

A Case Officer’s notation made 6 days prior to death effectively corroborates the views of the inmates spoken to. The officer wrote:

“Spoke with inmate today. Quiet. Mixes well with other inmates. Polite and complies with the C Pod area routine.”

As stated, the inmate was classified “B” because of his own fears of walking out of a minimum-security facility. The State Coroner could see nothing unreasonable in that classification, which may have altered after the September review and as his release date approached.

The deceased had been awarded the protection status of his choice – “protection requiring limited association.”

On the day of the death there was a stabbing in the prison and the whole institution was, as is usual, closed down with all prisoners being confined to cells. The Coroner was satisfied that there were very good reasons for this but indicated that he felt the deceased would have been unhappy with his limited hours outside his cell being curtailed completely.

On the morning of 26th August 2004 the deceased was, at his request, supplied with hot water and cigarettes by another inmate who had been released from his cell for medical parade. He appeared to the inmate to be agitated at being locked down.

Some time between 9.20 am and 11.30 am he took his life by hanging himself with a bed sheet.

The State Coroner was satisfied that prison death in custody protocols were followed and an earnest attempt was made by medical and nursing staff to revive the prisoner.

Issues.

1) 
Hanging Points.

Three hanging points were readily identifiable to coronial investigators. The State Coroner nevertheless took the view that the balance between making cells safe but spartan, and leaving some hanging points was not unreasonable. He noted that imprisonment is punishment by deprivation of liberty and to sterilise prison cells, though eliminating hanging points would tend to mean that prisoners would be in prison for punishment and not as punishment.

He also commented on the steadily lowering death in custody rate in NSW, despite dramatically increasing numbers of prisoners. The Coroner noted that both the Department of Corrective Services, Justice Health and the private Corporation running the Junee facility had put a great deal of work into achieving that reduction.

2) 22 Hours Cellular Confinement.

The NSW State Coroner termed such confinement, even in order to achieve a certain protection status for prisoners, as harsh. He noted that from 2002 it was nevertheless felt necessary in order to ensure prisoner safety.

The Coroner heard evidence, however, that on a trial basis, and since this particular death, prisoners of the protection classification of the deceased were being released from their cells for a very significant 11 hours per day. He accepted that there were problems with the present arrangement but they were not so great that the hours outside cells might have to be reduced again.  

3) Prisoner on psychotropic medication and considered previously a suicide risk being one out in a cell.

There were no current “self-harm” alerts in relation to the deceased and in those circumstances there was no requirement for him to be housed “two out”. The prisoner had made no application to be housed “two out” and may well have preferred being “one out”.

Again the State Coroner commented that there was no particular magic in prisoners being housed “two out”. He had over the years conducted a number of suicide by hanging inquests where the deceased prisoner was in fact housed “two out”.

4) Attendance on an inmate who refuses to medicate – medical practitioner and nurse.

The State Coroner felt that this was the most important issue before him.

He noted that the prison medical practitioner attempted to see the prisoner shortly after his arrival at Junee – on 7th August.  The prisoner refused to see the doctor.  A registered nurse attempted to get the prisoner to come to the clinic to discuss non-compliance on medication but he refused to do so.

The State Coroner commented that in general terms, a prisoner who refuses to take medication cannot be made to do so. The position in relation to prisoners is no different to members of the general community. Any person has the right to decline to take medication, be it for a physical or mental condition. In relation to medication for mental illness, relevant legislation makes it clear that a patient can only be “Scheduled” and thus forced to take medication if that patient is a danger to him or herself or to others. The State Coroner expressly found that that was not the case with the deceased in this instance. Further, in order to “Schedule” a patient, a medical practitioner must first assess that patient. It was clear that there was nothing in the behaviour of the deceased that would see the need to invoke that assessment and Scheduling procedure.

In fact, the deceased gave no clue to prison corrections or medical staff, or to fellow inmates that he was in need of medication. Were he showing signs of bizarre behaviour or psychosis, his behaviour would have been noticed by prison authorities or another prisoner. In such circumstances he would have been closely looked at.

Since this death in custody, the Facility has now brought into use a “non-compliance” Register – a means of tracking compliance with medication. That improvement means that non-compliant prisoners are promptly noted and are then spoken to by nursing staff whether they want to speak to staff or not. Depending on the case, if necessary further steps are then taken to attempt to secure compliance.

Conclusion.

The State Coroner could not find any area of real fault with those responsible for the safe custody of the deceased. He noted that the prisoner’s death was sudden and unexpected.

He saw no need to make coronial Recommendations pursuant to Section 22A, Coroners Act 1980.

Formal Finding. 


That JC died in custody on 26th August 2004, in Unit B4, Cell C11, Junee Correctional Centre, Junee, by hanging, with the intention of taking his own life.

296/05
Inquest into the death of CB on 12 March 2005.

Finding given 14 October 2005 at Bathurst by Magistrate Carl Milovanovich, Deputy State Coroner.

Inquest Summary: 

The deceased was a long-term prisoner with a release date not before 2025. He had been diagnosed in the past with a heart condition and was receiving medication. On the day of his death he was preparing for a visit and was in the process of dressing for the visit which included putting on a pair of “zip tie’s” for his shoes when he slumped against the wall. Correctional staff immediately placed the deceased in the recovery position and medical assistance was called with two nurses undertaking CPR until the arrival of the ambulance. Upon ambulance arrival adrenaline and oxygen was administered and resuscitation continued on route to the Lithgow Base Hospital. The deceased was pronounced deceased upon arrival at the Hospital.

There were no suspicious circumstances surrounding the death of the deceased. Post Mortem examination determined that he had coronary artery disease and that he had died from natural causes.

Formal Finding:  

That CB died on the 12th March, 2005, at the Lithgow Correctional Centre, Lithgow, in the State of New South Wales, from Coronary Artery Atherosclerosis and Hypertensive Heart Disease.

Appendix 1:

Summary of inquests heard or terminated in 2005

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

	1418/02
	14-15/8/02
	Long Bay Goal
	24/2/05
	54
	Natural causes
	In custody
	Glebe

	1640/02
	27/09/02
	RPA
	28/02/05
	41
	Natural causes
	In custody
	Glebe

	2059/02
	26/11/02
	Budgewoi
	16/12/05
	35
	Hanging 
	In custody
	Gosford

	2162/02
	14/12/02
	Gorokan
	16/12/05
	45
	Stabbing
	In custody
	Gosford

	2238/02
	17/12/02
	Eastlakes
	12/08/05
	33
	Jump/fall
	Police Op
	Glebe

	420/03
	15/03/03
	Royal N Park
	15/02/05
	31
	Police pursuit
	Police Op
	Glebe

	467/03
	07/05/03
	Emu Plains
	03/11/05
	30
	Stabbing
	In custody
	Westmead

	476/03
	29/09-01/10/03
	Queanbeyan
	21/04/05
	45
	Natural causes
	Police Op
	Queanbeyan

	902/03
	01/06/03
	Dungog
	06/05/05
	30
	Shooting
	Police Op
	Kurri Kurri

	996/03
	15/09/03
	Wilberforce
	15/07/05
	30
	Stabbing
	Police Op
	Westmead

	997/03
	15/09/03
	Wilberforce
	15/07/05
	1
	Stabbing
	Police Op
	Westmead

	998/03
	15/09/03
	Wilberforce
	15/07/05
	60
	Stabbing
	Police Op
	Westmead

	999/03
	15/09/03
	Wilberforce
	15/07/05
	4
	Stabbing
	Police Op
	Westmead

	1295/03
	08/11/03
	Silverwater
	08/07/05
	29
	Hanging
	In custody
	Westmead

	1314/03
	02/08/03
	The Entrance
	03/08/05
	54
	Natural causes
	Police Op
	Gosford

	1450/03
	23/08/03
	Bri. Hospital
	26/07/05
	53
	Herbicide toxicity
	Police Op
	Armidale

	1516/03
	03/09/03
	POW
	31/05/05
	64
	Natural causes
	In custody
	Glebe

	1604/03
	16/09/03
	Dubbo
	24/06/05
	17
	Drowning
	Police Op
	Dubbo

	1754/03
	01/10/03
	Brewarrina
	18/03/05
	24
	Police pursuit
	Police Op
	Bourke

	1833/03
	09/10/03
	Tenterfield
	26/07/05
	44
	Shooting
	Police Op
	Armidale

	1943/03
	10/11-15/04/04
	Long Bay Gaol
	01/12/05
	49
	Natural causes
	In custody
	Glebe

	147/04
	08/02/04
	Tumut
	24/03/05
	72
	M/Vehicle accident
	Police Op
	Tumut

	194/04
	29/11/03
	New Lambton
	08/09/05
	39
	Hanging
	Police Op
	Gosford

	233/04
	21/01/04
	Watanobbi
	28/11/05
	31
	Overdose
	In custody
	Gosford

	310/04
	25/03/04
	Parramatta
	18/08/05
	42
	Hanging
	In custody
	Tumut

	538/04
	37/3/04
	Long Bay
	27/3/04
	24
	Head injuries
	In custody
	Glebe

	648/04
	14/04-15/04/04
	Long Bay 
	09/08/05
	26
	Hanging
	In custody
	Glebe

	687/04
	27/06/04
	Goulburn
	05/10/05
	38
	Overdose
	In custody
	Goulburn

	784/04
	18/07/04
	Westmead
	17/08/05
	37
	M/Vehicle accident
	Police Op
	Westmead

	826/04
	29/07/04
	Lapstone
	27/04/05
	50
	Jump/fall
	Police Op
	Westmead

	888/04
	12/08/04
	Windsor
	28/09/05
	73
	Natural causes
	In custody
	Westmead

	919/04
	07/05/04
	Edgeworth
	22/07/05
	43
	Shooting
	Police Op
	E. Maitland

	1126/04
	01/10/04
	Silverwater
	21/11/05
	28
	Natural causes
	In custody
	Westmead

	1497/04
	26/08/04
	Junee
	29/11/05
	36
	Hanging
	In custody
	Wagga Wagga

	296/05
	12/03/05
	Lithgow
	14/10/05
	56
	Natural causes
	In custody
	Bathurst


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

	1038/02
	19/06/02
	Gilgandra
	60
	Police Op

	248/03
	16-26/11/01
	Unknown
	52
	In custody

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

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

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

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

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

	59/04
	15/01/04
	McGraths Hill
	3
	Police Op

	60/04
	15/01/04
	McGraths Hill
	53
	Police Op

	722/04
	21/05/04
	Wollongong
	16
	Police Op

	734/04
	04/04/04
	Royal Adelaide Hospital
	41
	Police Op

	845/04
	01/08/04
	Bathurst
	34
	Police Op

	1049/04
	19/06/04
	Goulburn Base Hospital
	27
	Police Op

	1102/04
	03/10/04
	Silverwater
	38
	In custody

	1107/04
	26/06/04
	RNS Hospital
	27
	Police Op

	1160/04
	03/07/04
	Banksia
	23
	Police Op

	1495/04
	25/08/04
	Barham
	39
	Police Op

	1496/04
	25/08/04
	Barham
	46
	Police Op

	1574/04
	09/09/04
	Grafton Hospital
	43
	In custody

	1595/04
	09/09/04
	Parkes
	18
	Police Op

	1721/04
	01/10-02/10/04
	Long Bay
	41
	In custody

	1780/04
	14/10/04
	POW Hospital
	21
	In custody

	1887/04
	03/02/04
	Mater Hospital
	25
	Police Op

	2057/04
	02/12/05
	Bankstown Hospital
	38
	Police Op

	231/05
	25/02/05
	Macquarie Fields
	17
	Police Op

	235/05
	25/02/05
	Macquarie Fields
	19
	Police Op

	249/05
	08/02/05
	Bellwood
	83
	Police Op

	250/05
	08/02/05
	Bellwood
	83
	Police Op

	290/05
	13/03/05
	Parramatta
	24
	In custody

	312/05
	20/03/05
	Silverwater
	48
	In custody

	327/05
	23/03/05
	Bathurst
	27
	In custody

	343/05
	26/02/05
	Long Bay
	44
	In custody

	364/05
	27-28/02/05
	Long Bay
	37
	In custody

	418/05
	14/03/05
	Burwood
	41
	Police Op

	454/05
	21/04/05
	Northmead
	31
	Police Op

	491/05
	02/05/04
	Westmead Hospital
	35
	Police Op

	497/05
	26/03/05
	Enfield
	25
	In custody

	526/05
	12/05/05
	Liverpool Hospital
	45
	Police Op

	583/05
	10/04/05
	Lightning Ridge
	14
	Police Op

	744/05
	24-25/05/05
	Umina Beach
	28
	Police Op

	858/05
	06/08/05
	Berkshire Park
	26
	In custody

	911/05
	03/06/05
	Bankstown
	53
	Police Op

	1007/05
	22/06/05
	Ellangowan
	31
	Police Op

	1012/05
	09/09/05
	Lithgow
	72
	In custody

	1050/05
	10/02/04
	Port Kembla
	47
	Police Op

	1259/05
	12/11/05
	Kempsey
	24
	Police Op

	1303/05
	24/11/05
	Campbelltown
	53
	Police Op

	1351/05
	09/12/05
	Parklea
	34
	In custody

	1458/05
	09/09/05
	Long Bay
	70
	In custody

	1978/05
	17/12/05
	Marulan (Hume Hwy)
	31
	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, Butterworth’s, page 28





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