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The Hon. Mark Speakman SC, MP
Attorney General and Minister for Justice
Level 15, 52 Martin Place

Sydney NSW 2000

29th April 2022

Dear Attorney General,

Section 37(1) of the Coroners Act 2009 (‘the Act’) requires that | provide to you annually, a summary of
all deaths in custody and deaths that are the result of police operations that were reported to a
coroner in the previous year. Inquests are mandatory in such cases but many of the deaths that
occurred last year have not yet been finalised. | have also included a summary of the deaths that were
reported in previous years but only finalised last year.

| attach a hard copy and an electronic copy of the 2021 report.

Section 37(3) requires that you cause a copy of the report to be tabled in each House of Parliament
within 21 days of receipt.

The deaths in question are defined in Section 23 of the Act and include deaths that occur while the
deceased person is in the custody of a police officer or in other lawful custody, or while the person is
attempting to escape. Also included are deaths that occur as a result of police operations, or while the
person is in or temporarily absent from a juvenile detention centre or an adult correctional centre.

As you would appreciate, deaths in prisons have for centuries been recognised as sensitive matters
warranting independent scrutiny. Similarly, deaths occurring as a result of police operations which
include shootings by police officers, shootings of police officers and deaths occurring as a result of a
police pursuit, also attract significant public and media attention.

The inquest findings referred to are available on the Coroners Court webpage at:
http://www.coroners.justice.nsw.gov.au/Pages/findings.aspx. Please do not hesitate to contact me if
you wish to discuss any of the matters contained in the report or would like further details of any of
the matters referred to.

Yours faithfully,

Y

Magistrate Teresa O’Sullivan
NSW State Coroner






2021 OVERALL-SECTION 23 - SUMMARY IN BRIEF

* A total of 43 deaths in custody/result of police operations (s.23 of the Coroners Act) were
reported to the NSW State Coroner in the calendar year 2021.

e Of the 43 deaths, 16 were of First Nations people, representing 37.2% of all the s.23 deaths
reported; this figure represents an increase of 12 deaths from the previous year.

e Of the 16 deaths of First Nations people, 9 occurred in custody and 7 deaths were as a result
of police operations.

e The State Coroner and Deputy State Coroners completed a total of 40 inquests.
¢ 1 matter was suspended following advice that a person had been charged with the death.

e 1 matter reported prior to 2021 was identified as not being a S 23 reportable death and the
inquest was dispensed with by the Coroner.

¢ The figure of 43 deaths represents a decrease of 5 deaths from the previous Annual Report for
the year 2020.

* 39 of the 43 deaths were male.

e 13 of the 43 deaths occurred as a result of a police operation.

e 30 of the deaths were in custody.

e 27 of the 30 deaths in custody were in NSW Correctional facility custody.

e 1 of the 30 deaths in custody occurred in Cumberland Hospital, 1 occurred on weekend
release and 1 occurred whilst in police custody.

e 1 of the deaths in custody in the Correctional facility was as a result of an alleged homicide by
another inmate.

e Of the deaths in custody, 17 were serving a fulltime sentence and 13 were held on remand.

e 20 of the overall 43 deaths were as a result of natural causes.
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STATUTORY APPOINTMENTS

Pursuant to Section 22(2) of the Coroners Act 2009, 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 detailed in this report were conducted before the following Senior Coroners:

NSW State and Deputy Coroners 2021 who undertook Section 23 Inquests

Her Honour Magistrate TERESA O’SULLIVAN NSW State Coroner

1987 Admitted as solicitor of Supreme Court of QLD

1987-89 Solicitor, Legal Aid QLD

1989-90 Solicitor, Child Protection, Haringey Borough, London
1990 Admitted as solicitor Supreme Court of NSW

1990-97 Solicitor, Marrickville Legal Centre, Children’s Legal Service
1998-03 Solicitor, Central Australian Aboriginal Legal Aid Service, Alice Springs
2003-08 Solicitor, Legal Aid NSW, Children’s Legal Service

2008-09 Solicitor, Legal Aid NSW, Coronial Inquest Unit

2009 Appointed Magistrate Local Court NSW

2015 Appointed NSW Deputy State Coroner

2019 Appointed NSW State Coroner

Her Honour Magistrate HARRIET GRAHAME
Deputy State Coroner
1993 Admitted as a solicitor of the Supreme Court of NSW

1993-2001 Solicitor at Redfern Legal Centre, Western Aboriginal Legal Centre & NSW Legal Aid
Commission

2001-2006 Barrister
2006-2010 Lectured in Law (Various Universities)
2010 Appointed a Magistrate in NSW

2015 Appointed NSW Deputy State Coroner
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His Honour Magistrate Derek Lee

Deputy State Coroner

1997:

1998-2002:
2002-2005:
2005-2007:
2007-2012:

2012:
2016:

Admitted as a solicitor of the Supreme Court of NSW
Solicitor, Office of the Director of Public Prosecutions (ODPP)
Senior Solicitor, ODPP Special Crime Unit

Solicitor, Legal Aid (Inner City Local Courts)

Barrister

Appointed NSW Local Court Magistrate

Appointed NSW Deputy State Coroner

Her Honour Magistrate Elizabeth Ryan

Deputy State Coroner

1986
1986-1987
1988-2003
2003-2009
2009
2017

Admitted as solicitor of Supreme Court of NSW

Solicitor, Bartier Perry & Purcell Solicitors

Litigation Lawyer, Commonwealth Director of Public Prosecutions
Managing Lawyer, Commonwealth Director of Public Prosecutions.
Appointed a Magistrate, NSW Local Court

Appointed a NSW Deputy State Coroner.

Her Honour Magistrate Carmel Forbes

Deputy State Coroner

1983
1986-87
1987-92
1992-98
1998-2001
2001

2011

Admitted as Solicitor of the Supreme Court of NSW
Solicitor for Department of Motor Transport.
Solicitor in private practice.

Solicitor for Legal Aid Commission.

Solicitor in private practice.

Appointed a Magistrate.

Appointed a Deputy State Coroner.
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Her Honour Magistrate Elaine Truscott

Deputy State Coroner

1984-1986
1986-1987
1987-1993
1993-2000
2000
2010
2014

Barrister & Solicitor, Grey Lynn Community Legal Centre, Auckland NZ
Project Officer, Civil Rehabilitation Committee, Sydney

Solicitor, Legal Aid Commission, NSW

Barrister

Appointed Magistrate Local Court, NSW

Deputy State Coroner whilst Local Court Magistrate Newcastle

Appointed NSW Deputy State Coroner.

Report by the NSW State Coroner into deaths in custody / police operations 2021



CONTENTS

Summary in Brief 2021

Introduction by the New South Wales State Coroner

What is a death in custody?

Intensive corrections orders

What is a death as a result of or in the course of a police operation?

Why is it desirable to hold inquests into deaths of persons in custody or

police operations?

NSW coronial protocol for deaths in custody/police operations

Recommendations

Overview of deaths in custody/police operations reported to the

New South Wales State Coroner in 2021

Deaths in custody/police operations which occurred in 2021
Aboriginal deaths in custody/police operations which occurred in 2021
Circumstances of deaths which occurred in 2021

Summary of individual cases completed in 2021

Cases completed in 2021

Appendices
Appendix 1:

Summary of deaths in custody/police operations currently before the

State Coroner in 2021 for which inquests are not yet completed.

13

14

14

16

18

20

22

636

Report by the NSW State Coroner into deaths in custody / police operations 2021



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 recommendations
of the Royal Commission into Aboriginal Deaths in Custody that a definition of a ‘death in custody’
should, at the least, include:

¢ the death, wherever occurring, of a person who is in prison custody, police custody, detention
as a juvenile or detention pursuant to the Migration Act 1958 (Cth).

e 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.

¢ 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

e 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 23 of the Coroners Act 2009 (NSW) expands this definition to include circumstances where the
death occurred:

e while temporarily absent from a detention centre, a prison or a lock-up; and

e 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 relation to those cases where an inquest has yet to be heard and
completed, no conclusion can 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 have been
presented at the inquest hearing.

Intensive Correction Orders

Where the death of a person occurs whilst that person is serving an Intensive Correction Order, such
death will be regarded as a death in custody pursuant Section 23 of the Coroners Act 2009 (NSW).

Corrective Services NSW has a policy of releasing prisoners from custody prior to death, in certain
circumstances. This generally occurs where such prisoners are hospitalised and will remain
hospitalised for the rest of their lives.
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Whilst that is not a matter of criticism it does result in a “technical” reduction of the actual statistics in
relation to deaths in custody. In terms of Section 23, 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 which occurs ‘as a result of or in the course of a police operation’ is not defined in the
Coroner’s Act 2009. Following the commencement of the 1993 amendments to the Coroners Act 1980,
New South Wales State Coroner’s Circular No. 24 sought to describe potential scenarios that are likely
deaths ‘as a result of, or in the course of, a police operation’ as referred to in Section 23 of the
Coroners Act 2009, as follows:

e any police operation calculated to apprehend a person(s)
e apolice siege or a police shooting

* ahigh-speed police motor vehicle pursuit

* an operation to contain or restrain persons

* anevacuation

* atraffic control/enforcement

* aroad block

» execution of a writ/service of process

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

Coroner.

After well over twenty years of operation, most of the scenarios have been the subject of inquests. The
Senior Coroners have tended to interpret the subsection broadly. This is so that the adequacy and
appropriateness of police response and police behaviour generally will be investigated where we
believe this to be necessary. It is critical that all aspects of police conduct be reviewed notwithstanding
the fact that for a particular case it is unlikely that there will be grounds for criticism of police.

It is important that the relatives of the deceased, the New South Wales Police Force and the public
generally have the opportunity to be made 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 is found not to warrant criticism by the Coroner’s.
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We will continue to remind both the NSW Police Force 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?

In this regard, | agree with the answer given to that question by former New South Wales Coroner,
Mr Kevin Waller, as follows:

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.

| also agree 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.

Coronial investigations into deaths in custody are an important tool for monitoring standards of
custodial care and provide a window for the making and implementation of carefully considered
recommendations.

New South Wales coronial protocol for deaths in custody/police operations

As soon as a death in custody/police operation occurs 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 to notify immediately the State Coroner or a
Deputy State Coroner, 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, although another Coroner may ultimately finalise the matter. The Coroner’s
supervisory role of the investigations is a critical part of any coronial inquiry.
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Upon notification by the DOI, the State Coroner or a Deputy State Coroner will give directions for
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 to 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 by NSW Police.

Wherever possible the body, if already declared deceased, remains in situ until the arrival of the Crime
Scene Unit and the Forensic Pathologist. 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 the
inquest.

If the State Coroner or one of the Deputy State Coroner’s is unable to attend a death in custody/police
operations occurring in a country area, the State Coroner may request the local Magistrate Coroner 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 NSW 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 Coroner’s 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 and direction hearings will often take
place between the Coroners, Counsel assisting, legal representatives for any interested party and
relatives so as to ensure that all relevant issues have been identified and addressed.

In respect of all identified Section 23 deaths, post mortem experienced Forensic Pathologists at
Lidcombe or Newcastle forensic facilities conducted the examinations.

Responsibility of the Coroner

Section 81 of the Coroners Act 2009 (NSW) provides:
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81 Findings of Coroner or jury verdict to be recorded

(1) The coroner holding an inquest concerning the death or suspected death of a person
must, at its conclusion or on its suspension, record in writing the coroner’s findings or, if
there is a jury, the jury’s verdict, as to whether the person died and, if so:

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

(c) in the case of an inquest that is being concluded the manner and cause of the
person’s death.

(3) Any record made under subsection (1) or (2) must not indicate or in any way suggest
that an offence has been committed by any person.

Section 78 of the Coroners Act 2009 (NSW) provides:

78 Procedure at inquest or inquiry involving indictable offence

This section applies in relation to any of the following inquests:

(a) an inquest or inquiry held by a Coroner to whom it appears (whether before
the commencement or during the course of the inquest or inquiry) that:

(i) a person has been charged with an indictable offence, and

(ii) the indictable offence raises the issue of whether the person caused the
death, suspected death, fire or explosion with which the inquest or inquiry
is concerned.

(b) an inquest or inquiry if, at any time during the course of the inquest or inquiry,
the Coroner forms the opinion (having regard to all of the evidence given up to
that time) that:

(i) evidence is capable of satisfying a jury beyond reasonable doubt that a
known person has committed an indictable offence, and

(ii) there is a reasonable prospect that a jury would convict the known person
of the indictable offence, and

(iii) the indictable offence would raise the issue of whether the known person
caused the death, suspected death, fire or explosion with which the
inquest or inquiry is concerned.

(2) If this section applies to an inquest or inquiry as provided by subsection (1) (a) the
Coroner:
(a) may commence the inquest or inquiry, or continue it if it has commenced, but

only for the purpose of taking evidence to establish:

(i) in the case of an inquest—the death, the identity of the deceased person
and the date and place of death, or
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(ii) in the case of an inquiry—the date and place of the fire or explosion, and
after taking that evidence (or if that evidence has been taken), must
suspend the inquest or inquiry and, if there is a jury, must discharge the
jury.

(3) If this section applies to an inquest or inquiry as provided by subsection (1)(b) the
Coroner may:

(a) continue the inquest or inquiry and record under section 81(1) or (2) the
Coroner’s findings or, if there is a jury, the verdict of the jury, or

(b) suspend the inquest or inquiry and, if there is a jury, discharge the jury.

(4) The Coroner is required to forward to the Director of Public Prosecutions:
(a) the depositions taken at an inquest or inquiry to which this section applies,
and:
(b) in the case of an inquest or inquiry referred to in subsection (1) (b) - a written

statement signed by the Coroner that specifies the name of the known person
and the particulars of the indictable offence concerned.

Role of the Inquest

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

Deaths in custody and Police Operations are personal tragedies and continue to attract much public
attention.

A Senior 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.
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Recommendations

The common-law practice of Coroners (and their juries) adding riders to their verdicts has been given
statutory authorisation pursuant to Section 82 of the Coroners Act 2009. This section indicates that
public health and safety in particular are matters that should be the concern of a Coroner when making
recommendations.

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
Coroner 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.

Unavoidable delays in hearing Inquests

The Coroner supervises the investigation of any death from start to finish. Some delay in hearing
cases is at times unavoidable and there are many various reasons for delay.

The view taken by the State Coroner is that deaths in custody/police operations must be fully and
properly 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 comprehensive 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.
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Table 1: Deaths in Custody/Police Operations, for the period to 2021.
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
2006 16 16 32
2007 17 11 28
2008 14 10 24
2009 12 18 30
2010 23 18 41
2011 20 9 29
2012 20 21 41
2013 26 17 43
2014 14 13 27
2015 26 15 41
2016 16 21 37
2017 28 19 47
2018 27 14 41
2019 47 11 58
2020 35 13 48
2021 30 13 43
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Deaths in Custody / Police Operations
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** 27 of the 30 the deaths in custody were persons in the care of Corrective Services.
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Table 2: Aboriginal deaths in custody/police operations 2021

Year Deaths in Deaths in Police Operation Total
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Aboriginal Deaths in Custody/Police Operations
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Circumstances of deaths of persons who died in Custody/Police Operations in

2021:
20- Natural Causes 2- Drowning
3 - Fall/Jump 1-Unknown
2 - Gunshot/Firearm 1 -Fire/Explosion
7 — Hanging 2 - Stabbing
1- Drugs/Alcohol 3—- MVA

1-Assault

Circumstances of deaths of persons who died in custody/ police
operations in 2021

Number of Deaths

Cause of Death
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SECTION 23 INQUESTS UNDERTAKEN IN 2021

Following are the written findings of each of the cases of deaths in custody/police operations that were
heard by the NSW State Coroner or Deputy State Coroner in 2021.

These findings include a description of the circumstances surrounding the death and any
recommendations that were made.

Please note: Pursuant to Section 75(1) & (5) of the Coroner’s Act 2009 the publication of the names of
persons has been removed where the finding of the inquest is that their death was self-inflicted unless the
Coroner has directed otherwise. The deceased names in those cases will be referred to as a pseudonym.
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Case No Year Name Coroner
1 329568 2015 Danny WHITTON DSC Truscott
2 24535 2016 YW DSC Lee
3 73098 2016 WW DSC Forbes
4 290240 2016 MF DSC Grahame
5 121886 2017 P DSC Ryan
6 157550 2017 F DSC Ryan
7 185430 2017 John LAURENSON DSC Ryan
8 188495 2017 MH SC O’Sullivan
9 225703 2017 Ivan GOOLAGONG DSC Truscott
10 54392 2018 Jack KOKAUA SC O’Sullivan
11 114791 2018 S SC O’Sullivan
12 123983 2018 Zhing LIU DSC Ryan
13 150097 2018 Samih ZRAIKA DSC Forbes
14 166031 2018 Dimitrios MAVRIS DSC Lee
15 269824 2018 Nathan REYNOLDS DSC Ryan
16 291962 2018 LC DSC Truscott
17 305251 2018 Nathan MACRI DSC Truscott
18 314209 2018 James DORAN DSC Grahame
19 392964 2018 A DSC Ryan
20 4700 2019 AF DSC Forbes
21 83697 2019 Tafari WALTON SC O’Sullivan
22 117552 2019 Walter CLOUGH DSC Ryan
23 154687 2019 Milo WILD DSC Ryan
24 181202 2019 Robert MAXFIELD DSC Ryan
25 308628 2019 Conway PERRIE DSC Lee
26 323357 2019 Kingsley EAGER DSC Forbes
27 337389 2019 Ivan MILAT DSC Lee
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28 351386 2019 Bailey MACKANDER DSC Truscott

29 362566 2019 George MCLEOD DSC Lee

30 388175 2019 Elias MELHEM DSC Lee

31 388183 2019 Melvyn LYNCH DSC Lee

32 7308 2020 Terence GRAY DSC Truscott

33 38704 2020 Victor Madeley DSC Truscott

34 80909 2020 Timothy MOFFATT DSC Ryan

35 103425 2020 David JONES DSC Truscott

36 148520 2020 Jodie ST JOHN SC O’Sullivan

37 201875 2020 Willian BERGER DSC Lee

38 241740 2020 Donald GREENAWAY DSC Forbes

39 273670 2020 Jack KING DSC Grahame

40 334150 2021 Kevin Thomas BYRNE DSC Shields
(suspended)
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1. 329568 of 2015

Inquest into the death of Danny Keith Whitton. Inquest findings delivered by
Deputy State Coroner Truscott at Lidcombe on the 19" November 2021.

Danny Whitton, a First Nations man of the Wanaruah People died aged 25. Danny was the son of
Darren Whitton and Kylie Knight. When Danny was a baby Kylie and Darren separated and each re-
partnered. Danny was the loved brother of 4 sisters and 3 step brothers. Danny was a young father.
When Danny and Emma Price were teenagers they had a daughter, who was 8 years old when he died.
He had a 2-year-old son as well. The Wanaruah Country is around the Hunter Valley area and Danny
grew up around Maitland and Newcastle. His families have attended this inquest both in person and by
remote technology.

Danny lived with each of his parents and siblings at different times during his childhood. His parents
have always been supportive of Danny who unfortunately had to deal with numerous difficulties arising
from serious and repeated traumatic incidents, causing him significant and ongoing mental health
problems. He had significant disruption to his schooling and as a very young teenager he became
involved with illicit substances, offending and the criminal justice system.

When Danny was 13 years old, he first appeared in the Children’s Court and despite numerous Juvenile
Justice Interventions, he was later sentenced to control orders and then once he turned 18 to
sentences ofimprisonment.

Danny was a talented sportsman, especially playing rugby league and was hoping to be a teenage
player with the Newcastle Knights. Darren described how Danny loved his family and though a problem
child was a good child and he would do anything for anybody. Danny lived with his girlfriend Emma and
they had their daughter when Danny was 17 years old. Danny took much pleasure and pride being a
father, but his personal problems continued, and his drug use escalated as did his offending. At times
he experienced drug induced psychosis and was prescribed Seroquel to manage his mental health.

When Danny was 19, he commenced the methadone programme and remained on it until he last
collected his prescribed dose on 17 March 2015. He then travelled to Queensland and inevitably started
using illicit drugs. He returned to NSW and was involved in a motor vehicle pursuit resulting in his arrest
on 3 June 2015. Danny was charged with a number of offences and he was refused bail by the police and
then by the Local Court. He later pleaded guilty to charges and was sentenced to imprisonment with an
earliest release date of 2 June 2016. In the week leading up to his death Danny became unwell after
consuming diverted methadone and a mixture of pills. He presented to the medical unit on Thursday 5
November 2015 and on Saturday 7 November 2015 he was transferred to Wagga Wagga Base Hospital.
On Sunday 8 November 2015 he was airlifted to Royal Prince Alfred Hospital in Sydney where he was
placed on life-support. He had irrecoverable multi-organ failure. Danny died on 9 November 2015. A
post mortem examination included an analysis of a blood sample taken at 5 pm on Saturday 7
November 2015 at Wagga Wagga Base Hospital. That sample indicated Paracetamol at <5mg/L,
methadone <0.05 mg/L.
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A urine sample taken by GEO at 3.45 pm on Friday 6 November 2015 indicated the presence of
Buprenorphine and Benzodiazepines. The post mortem report prepared by Dr Bailey sets out that the
cause of Danny’s death was multi-organ failure. A discussion in the report sets out that the results of
toxicology do not exclude Paracetamol toxicity. In this regard an expert opinion was sought from
clinical and forensic toxicologist Professor Naren Gunja. He provided a report dated 15 September 2018
and a supplementary report dated 14 March 2020. Professor Gunja also gave evidence in the inquest
that in his opinion the cause of Danny’s organ failure was Paracetamol toxicity. Associate Professor
Anna Holdgate an emergency physician who also provided a report dated 14 November 2019 concurred
with Professor Gunja as to the likely cause of Danny’s death. The inquest into Danny’s death is required
under ss23 and 27 Coroners Act 2009 as he was in custody. The inquest was overdue for quite some
time and in 2019 it was set down for hearing in March 2020, but the hearing did not proceed as it was
vacated due to Covid-19 restrictions. The inquest heard evidence in February 2021 and in May 2021.
That findings are delivered 6 years after Danny’s death is highly regrettable.

The findings required under s81 in relation to identity, place and date and cause of Danny’s death were
uncontroversial. It was the manner or circumstance of Danny’s death and the issues and any
recommendations arising out it which were the focus of the inquest. The issues in the inquest related to
the care and treatment provided to Danny whilst accommodated in the medical clinic between 5-8
November 2015 with particular regard to policy compliance, whether the symptoms with which Danny
presented were appropriately recognised and investigated, the adequacy of observations and medical
testing and whether Danny’s deteriorating condition was appropriately responded to. Other issues
included whether Danny’s placement on the Opiate Substitution Treatment program (“OST”) was
appropriate. There was also evidence about the diversion by prisoners of their prescribed methadone
at Junee Correctional Centre and the availability and stockpiling of Paracetamol by prisoners.

An issue arose in the inquest where evidence demonstrated that as a result of Danny presenting to the
clinic for medical care a nurse sent an email to GEO Intelligence (Intel) that Danny should be subjected
to an Intel urine test. Another issue arose in relation to the selection of material provided to the
investigating police officer called the Death in Custody Briefing Package. Though the medical ward cell
Danny was house in had CCTV footage for the duration of his time in the clinic only the footage showing
his initial attendance at the clinic on 5 November 2015 and the paramedics transferring him from the
ward on 7 November 2015 was provided. Given the poor nursing record keeping and observations
made of Danny during his time in the clinic, the footage of the entirety of Danny’s time in the clinic
would have been useful and time saving in the inquest. For the same reasons it would have also been
better to have made available the CCTV footage relevant to the time and location of Danny’s prison
accommodation relating to his movement and appearance. The need for this material was realised after
the CCTV footage was deleted which was about 6 weeks later.

Evidence was comprised of statements, documents and CCTV footage contained in over six volumes
and the testimony over eight days of numerous witnesses including the expert witnesses as well as
prisoners (Messrs. A, B, C, D) who attested to seeing Danny unwell before he went to the medical clinic
on 5 November 2015, a Corrections Officer (“CO”) Raewyn Withers who observed Danny over the day
he presented to the clinic, Registered Nurses RN Marsters who admitted Danny onto the ward, RN
Duddy who attended Danny once on 5 November 2015.
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RN Wall who was on duty overnight on 5 and 6 November 2015, RN McGloin a drug and alcohol nurse
who saw Danny on the afternoon of 6 November 2015 and RN Bryon who was on duty on the morning
of 7 November and who made arrangements for Danny’s transfer to hospital, Dr D Corbett who is the
General Practitioner who reviewed Danny on 6 and 7 November 2015 and spoke on the telephone with
RN Bryon over the morning of 7 November 2015 and finally a prisoner Mr. E who was housed with Danny
inthe medical ward from 6-7 November 2015.

Other witnesses called included managerial staff at Junee including Ms. J Te Maru, manager of the
Medical Unit, Mr. W Doherty who was at the time head of Junee CC Intel, and Ms. A Wood the past
GEO Contract Compliance Manager who gave evidence that the medical unit has undergone a major
refurbishment and that prisoners are no longer housed in the ward for medical care. There are now 8
single bed observation cells for the purpose of management of prisoners “at risk”. Ms. E Halliburton,
GEO Human Resources Co-Ordinator spoke to the implementation by GEO of a staff training package
regarding identifying prisoners intoxicated or withdrawing from drugs arising out of a recommendation
in the inquest into the death of Anthony Van Rysewyk. Mr. S Ward, the Acting Service Director of Drug
and Alcohol Services for Justice and Forensic Mental Health Network (“Justice Health”) gave evidence
about the availability of places on the OST program and the programme that is now available and has
been rolled out in NSW prisons involving depot buprenorphine called Buvidal. He also gave evidence
responding to an issue which arose in the inquest relating to GEO health staff’s access to NSW Health
Education Training Institute. CO Denyer and CO Moisan of Corrective Services NSW (“CSNSW”) gave
evidence in relation to their guard duties at the Royal Prince Alfred Hospital and their understanding of
providing access to Danny by his family when they visited.

After the hearing further evidence was received in chambers and submissions were received which
addressed the evidence including the supplementarymaterial.

Danny’s custody 4 June 2015 to 16 August 2015

Danny was received into custody at Cessnock Correctional Centre on 4 June 2015 as a remand inmate.
The “reception screening” of an inmate involves a number of CSNSW forms being completed one of
which is often commenced at the Local Court cells which is called an Inmate Identification and
Observation Form (“Il10”). The 11O was commenced by CSNSW Officer Andrew Tulan at Maitland Court
Cells. Mr. Tulan recorded that Danny:

e was Aboriginal.

e was on medications Lyrica and Seroquel, [which is Pregabalin and Quetiapine respectively].
e had last used methamphetamine [recorded as “ice”] on “Sunday” [which was 31 May 2015].
e was on the methadone program at a dosage of 150mls; and

* had not previously attempted suicide or self-harm.
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As a result of the reception screening at Cessnock Correctional Centre it was recommended that Danny
be accommodated in a special management area due to “fear”.

The reception screening also includes a separate interview with Justice Health where a number of health
documents are completed. A Reception Screening Assessment (“RSA”) was completed by Ms. Amy
Gibbs on 5 June 2015. The RSA recorded that Danny:

* had used benzodiazepines in the last 4 weeks.

e tended to use ice daily; however, he had last used ice one week previously.
¢ last used cannabis one week previously.

e was experiencing symptoms of withdrawal.

e was on an opioid substitution treatment, namely methadone, that his prescribing doctor was Dr
Khan and that the date of his last dose of methadone was 17 March 2015: and

e current medications were listed as quetiapine, methadone and pregabalin.

Ms. Gibbs recorded that Danny had previously been treated for a mental health problem and that he
had tried to hurt himself by “slashing up” nine years ago. It is also recorded that Danny had stopped
attending Cessnock Plaza for his methadone because he had moved to Queensland for a period, where
he had used street methadone instead.

The inquest heard evidence about the difficulties of accessing the NSW Health OST program in NSW
prisons. A prisoner was able to continue receiving methadone in prison provided that they had been
regularly picking up their dose within the last three days prior to entering custody. Danny, having been
two months outside of that time was accordingly unable to access the program and was required to
reapply which involved him being placed on a waitlist to see the Drug and Alcohol nurse for an
assessment. At that time throughout the NSW prisons there were limited places available on the
program and even once a prisoner had applied there were wait times on average of about 18 months.
On that basis Danny was never going to be received onto the program as he would be released 6 months
prior to the expiration of 18 months.

Danny signed a document called “Consent to Obtain Health Information from External Agencies Form”
(“Consent Form”) which was faxed on 6 June 2015 and responded to that day with a “Full Summary”
document to Justice Health, which listed “methadone 75mg/15mlis under the heading “Current
Medications” and noted the last script was given on 26/2/15. On 13 June 2015 Danny signed another
Consent Form addressed to the Hunter Valley Medical Centre. An Intake Screening Questionnaire
completed by welfare officer Neville Bowen on 12 June 2015 recorded that Danny took daily medication
for drug-induced psychosis. It further recorded that, in response to the question, “are you
withdrawing/expecting to withdraw from drugs” Danny answered “no”. Danny was also asked “Have
you tried to take your own life or harm yourself in the past”, Danny replied that he had harmed himself
by cutting his arm 9 years ago; however, had no thoughts or plans of harming himself since that time.
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On 16 June 2015, Danny was escorted to Maitland Hospital. A Justice Health nurse stated in a referral
letter:

“Thank you for seeing this patient who sustained a king hit to R side of face approx. 6 weeks ago. Since
then, has had severe headaches, has been vomiting intermittently, has an unsteady gait, has had clear
fluid dripping from nose, has had blood clots in ear (infrequent). Numbness and tingly over site of injury
R/eye, confusion, aggression...blurred vision in R/eye and sometimes complete black out of
vision...short/long term memory loss, is photophobic and loud noises are distressing...”

Danny was reviewed by a Resident Medical Officer on 17 June 2015 at Maitland Hospital, who noted:

“Investigations: CT Brain — no obvious bleed or midline shift report pending, Diagnoses: ...? Methadone
Withdrawal...Discharge and Follow up: GP — to look into his methadone program and see if he requires
continuation. Follow up the formal CT Brain report.”

Danny was not admitted into hospital and returned to Cessnock Correctional Centre in the early hours
of 17 June 2015. On 26 June 2015, Danny was subjected to a targeted strip search and a half Seroquel
tablet secreted in the waistband of his track pants and an uncapped gaol made syringe was located
between his buttocks. He was placed on a 14-day segregation order, the reason cited as being “for the
good order” of Cessnock Correction centre. Such an order is accordingly not deemed by

CSNSW to be a punishment. Danny receive a penalty for the possession of those items which was 2
months without “buy-up” however by the time he arrived at Parklea he was able to participate in buy-
ups. The inquest heard evidence that Danny would trade his buy up items to acquire drugs from other
prisoners. Accordingly, withdrawal from the buy-up program would have affected his capacity to pay
for drugs in the prison system. Though the find on the strip search would indicate that Danny was using
illicit drugs whilst in prison it did not trigger a priority enrolment onto the OST program and Danny
continued to apply for the programme whilst apparently being engaged in illicit and unsafe drug use
whilst in prison.

On 7 July 2015 the segregation order was revoked. On 9 July 2015, Danny requested that he be
accommodated in another unit as he was “receiving threats from other inmates in relation to drug
activity and debts”. It was recommended that he be managed as a Protection Requiring Limited
Association (“PRLA”) inmate until he could be moved to another correctional centre.

Shortly after being placed on protection, on 10 July 2015, Danny activated the intercom in his cell
(“knock up”) threatening to “slash up” with razor blades if correctional officers did not move him.
Danny was escorted to an observation or “camera” cell and placed on a Risk Intervention Team (“RIT”).
The relevant form stated that Danny had presented as:

“hearing voices, very angry threatening violence” and noted that the trigger for the incident was “not
getting psych medication”.
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On 11 July 2015 Danny was transferred from the camera observation cell to a “2-out” cell so he was
housed with another prisoner. On 14 July 2015, Danny apparently lit a fire in his cell (although he later
denied this) and was taken to John Hunter Hospital after being removed from his cell unresponsive.

The Incident Details Report in relation to the fire states:

“claims his perceived needs were not met over the last 5 days and this was the result.”

On 14 July 2015 Danny’s placement in the Special Management Area Placement was revoked. On 15 July
2015, at about 12:40 am Danny returned to Cessnock Correctional Centre and he was again placed on a
RIT and accommodated in a camera observation cell.

On 17 July 2015 a Justice Health nurse, RN Sharpe conducted a mental health assessment and the notes
referred to Danny having auditory hallucinations and stated that he “would like to be on methadone”.
She recorded that Danny reported sexual abuse from the age of 8. Danny reported being a heavy user
of “ice” and as having started smoking cannabis at the age of 11, “ice” at 13 and heroin at age 16. He
reported that at the age of 15 he spent a few days in the child and adolescent psychiatric ward at John
Hunter Hospital (Nexus) until he was discharged into the care of his father. He reported that there was
no follow up commitment. He suffered physical chronic pain after he had been deliberately run down
by someone driving a car. He was on Seroquel 50 mg each night for depression anxiety and panic
attacks. He denied self-harm though had previous thoughts of self-harm.

He scored 47/50 on the Kessler scale but RN Sharpe noted that the score might not be consistent with
Danny’s presentation and queried whether Danny was over reporting to improve his chances of having
an increase in his medication and to be enrolled on the OST program. Similarly, it is unclear whether
Danny’s report of his symptoms which led to the brain CT scan at Maitland hospital in June 2015 was
genuinely from an injury or the result of prison drug use or was an act of drug seeking behaviour.

Danny’s accommodation was subject to review from 18 July 2015. Danny requested to remain on PRLA
until his transfer to another centre but on 25 July 2015, he informed CSNSW Officer Joy Gallen that he
would sign off the PRLA in order to be transferred to another centre. He also informed Ms Gallen that
his uncle was the then-current active president of the Bandidos, Hunter Valley. A Placement/Threat
Assessment conducted on the same date found the likelihood of a threat occurring against Danny as
“high”.

On 27 July 2015 Danny appeared at Maitland Local Court and was sentenced and his earliest release date
was 2 June 2016. On 30 July 2015 the protective custody order was extended to 8 October 2015. On 8
August 2015 Danny was transferred from Cessnock Correctional Centre to Parklea Correctional Centre.
A Reception Committee Screen form indicates that Danny was offered and accepted a place in the Equips
Addiction Program. A box was also checked to indicate that Danny would be referred to psychology
services, with a handwritten note stating, “AOD Methadone”.

On 13 August 2015, Danny was transferred to Junee Correctional Centre via three days at Bathurst
Correctional Centre. On 16 August 2015, Danny was received at Junee Correctional Centre as a PRLA
inmate, and was placed in Unit B1, BPod.
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Junee Correctional Centre 16 August 2015 — November 2015

Junee Correctional Centre is operated by GEO Group Australia Pty Ltd (“GEO”). The medical services
provided at Junee are provided by GEO rather than Justice Health.

On 18 August 2015, Danny submitted an “Inmate Medical Request” stating “l have been using needls
[sic] in Parklea | wish to get back on my methadone”.

On 19 August 2015 Danny attended an induction interview with an Offender Development Officer. On
25 August 2015 he was assessed as suitable for the EQUIPS program and on 12 October 2015 after
attending an information session he was accepted onto the program but he only attended the morning
session on 26 October 2015 because he identified that it wasn’t the right program for him as he was not
a violent person. On 24 August 2014 Danny was referred to another program, IDATP but was unable
to attend the commencement session on 4 November 2015 due to being unwell. On 24 August 2015,
Danny filled out an Inmate Request Form requesting to sign off PRLA to go to B2 A Pod as a Special
Management Area Placement (“SMAP”) inmate, as he wished to engage in work and programs. This
request was approved and on 26 August 2015 Danny was relocated to Unit B2, A Pod.

On 22 September 2015, Danny was assessed by RN McGloin the Junee Drug and Alcohol Nurse, as he
had requested to enrol in the OST program. Ms McGloin wrote a progress note:

“Requesting methadone. Has previously been (on) methadone from aged 19 yrs. to 25 yrs. Prior to
methadone always in trouble. On methadone stayed out of trouble for 3 years. Came off it on the run.

17 March 2015. Was dosing in Cessnock...While on the run...mainly? heroin occasionally. Currently using
but whenever he can...could be look at for methadone for pain relief but would need further
investigations to prove need...referral for OST.”

RN McGloin completed an “Initial Risk Assessment for Patients Requesting OST” form and she recorded
that there was no evidence of opioid withdrawal, that Danny was previously on opioid substitution
treatment and he was opioid dependent prior to custody and was currently using “bup” (buprenorphine
prescribed to other prisoners). A box was checked indicating Mr Whitton’s matter was “routine”. Ms
McGloin gave evidence at the inquest and she described the triage system used to assess and prioritise
candidates for the OST program. She said that Danny did not meet the criteria for high priority or fast
track according to the assessment method used by Justice Health (which was mandated by NSW Health).
This meant Danny’s application was considered “routine”. The fact that Danny had previously been on
the program in the community could not be used as a factor for high priority in the triage assessment,
nor could Danny having a history of self-harm and suicide attempts. The inquest heard that the delay of
4-5 weeks between Danny’s request on 18 August 2015 and his first assessment on 22 September 2015
was not atypical and in fact continues currently. In effect however, Danny had requested to go onto the
program in his reception screening at Cessnock Corrections Centre on 5 June 2015 so the period of 5
June — 22 September 2022 was a period of nearly 4 months. In 2015, at Junee CC, the waiting time to
get onto the program for patients assessed as “routine” was between 12 and 18 months but usually
around 13 months.
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Ms McGloin said that this was “very frustrating”. The OST program is now readily available, and Ms
McGloin said that had the new program been available in 2015 Danny would have been readily able to
participate. RN McGloin estimated that at the time in September 2015 there were about 60 prisoners
on the same waiting list as Danny. She said she was aware that most of those prisoners would have
been engaged in the dangerous activity of procuring methadone or buprenorphine from other prisoners
who were on the OST programme. She said that such behaviour could not be taken into consideration
when assessing eligibility for the OST program.

That prisoners who were unable to access the OST program would engage in the procurement of
methadone or buprenorphine from other prisoners who were on the OST program was well known at
GEO. The Junee Correctional Centre operated a system to minimise the opportunity for prisoners to
divert their doses to other prisoners but despite such measures the practice continued.

Given Danny’s 10-year history of drug use, his traumatic childhood and his ongoing mental health issues
it would seem not only unrealistic to expect that he would not participate in methadone diversion and
indeed it would seem inevitable that he would engage in this and other extremely unsafe drug use. In
any event, that Danny was due for release prior to the earliest date he might expect to be accepted
onto the program raises questions as to the utility of any application process and waitlist. Throughout
August and September 2015, Danny was charted to take Naprosyn SR 1000mg nocte (“NSAID”) and
Seroquel XR SR Tablet 50mg, 2 nocte. Throughout October and early November 2015, Danny was
charted to take Naprosyn SR 1000mg nocte p.r.n and Seroquel XR SR 400mg nocte daily. Danny using
illicit drugs continued to cause him to be in strife with other prisoners and continued to affect his
mental health and wellbeing. On 13 October 2015, Danny presented to the medical clinic and
threatened to cut his throat with a razor, he reported he had been sexually assaulted when he was 7-8
years old, and stated that the trigger for his self-harm threat was “problems with another prisoners [sic]
feeling ‘down’”. He threatened to harm himself or others if he returned to B2. Danny was moved to a
safe cell and placed on a RIT. The RIT plan required CSNSW officers to observe Danny every 30 minutes.

In an undated Inmate Request Form, Danny wrote that he feared certain inmates in B2A and that he
feared if he was placed in B2A he would get hurt. An Offender Information and Management System
(“OIMS”) Association Alert Registration Details Form dated 16 October 2015 noted that Danny feared
(named) inmates due to “prior conflict within the community”. On 16 October 2015, following an
assessment by a psychologist the RIT plan was amended so that Danny was moved out of the safe cell
into Unit B3 A pod Cell 8 and CSNSW officers were to conduct observations every 60 minutes. On 17
October Danny was moved from Cell 8 to Cell 16. On 20 October 2015 Danny was again reviewed by a
psychologist and Danny reported to have no thoughts of self-harm. He was removed from the RIT. On
26 October 2015 Danny was transferred from cell 16 to cell 11.

Danny becomes Unwell

On Sunday 1 November 2015 Mr C arrived in B3 A Pod and when Danny saw him, they arranged that he
would move into Danny’s cell as they had known each other since 2009. On Monday 2 November 2015
Mr Cmoved into Danny’s cell.
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On Tuesday 3 November 2015 Danny had a short telephone call to his mother at about 10.45 am. A
recording of the telephone call was tendered in the inquest. In the call he did not complain that he was
unwell, nor does he sound ill or under the influence of any substance. On Tuesday inmates have buy-
up and the records indicate that Danny obtained items at buy-up.

On Wednesday 4 November 2015 Danny was reported as vomiting and his attendance at the IDATP
program was cancelled. In the morning of Thursday 5 November 2015 Danny reported to correctional
officers that he was vomiting and had pains in his stomach and was urinating blood and he attended the
medical clinic reporting that he had kidney pain and was vomiting. He spent the day in the clinic and in
the afternoon was admitted as a patient onto the medical ward. The ward was a two-observation cell
unit. At about 10.00 am on Friday 6 November 2015 Danny was reviewed by Dr Corbett. Mr E, another
prisoner was admitted into the ward and shared the cell with Danny. Later that day at about 3 pm GEO
Intelligence (Intel) correctional officers obtained a urine sample from Danny to test for drugs use. About
1.40 pm on Saturday 7 November 2015 an ambulance was called for Danny to be taken to hospital and
about 3.45 Danny was transferred in extremis to the Wagga Wagga Base Hospital.

The time at which Danny became ill is difficult to pinpoint. Mr C gave evidence in the inquest. In
November 2015, following Danny’s death Mr C was interviewed by Mr Doherty, who was then GEQO’s
Manager of Intelligence and at the time of the inquest was GEQO’s Operations Manager at Junee
Correctional Centre.

According to Mr Doherty’s briefing note of November 2015 Mr C told Mr Doherty the following:

e 4 November 2015 Danny injected “pills” known as “Gabbas” having purchased them off “one of
the boys” diverted from pill parade.

*  Wednesday 5 November 2015 Danny drank regurgitated methadone, having gone halves and

was “probably 180 mls”.04

¢ Wednesday night Danny woke up and was pissing blood and Mr. C told him to go to medical as
he believed that Danny’s “kidneys were failing”, however Danny refused to go.

* Inmates were spewing methadone into plastic bags and passing them under the doors in the
unit.

The reference to Wednesday being 5 November is incorrect as Wednesday was 4 November 2015. On 9
November 20915 Mr C was also interviewed by Detective Inspector James, the Officer in Charge of the
investigation. Mr C made a statement. Relevantly the information he gave was:

On Tuesday 3 November 2015 Danny was absolutely bombed. He had taken regurgitated methadone
and a mixture of pills which included Pregabalin, Tramadol, Seroquel and Naprosyn — he was mixing it
altogether on the day he had the drink of methadone. Danny had a shower and returned to the cell,
had a little bit to eat for dinner and then crashed on his bed.
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About midnight Danny was vomiting hard in the toilet, he had a drink of water and returned to bed.
Wednesday he woke up and was still bombed out and feeling really crook. It was buy-up day. Danny
bought some food and munchies, sat at the table with his head on his arms and sat there; he had a
shower and went back to bed.

Danny spent Wednesday in bed and slept alright without waking Mr C.

Thursday morning Danny was vomiting hard, he showered and returned to the cell and told Mr C he
was pissing blood and had a real bad pain in his stomach. He was worried and sick. He went to the
medical unit.

In his evidence to the inquest Mr C said Danny received his buy-up but that Danny was still sick, and he
didn’t want to get up to go get it. Though he described that Danny had a tin lid of crushed up white
powder in his cell, Mr C said in his evidence that he didn’t actually see Danny take the drugs and that he
had told Detective James what drugs Danny took because “it was obvious”. He said that the lid with
white powder was still in his cell when he left it before being placed on segregation on 9 November
2015 but when he returned it was gone. There is no evidence in the inquest that any such item was
located from the cell in Mr C’'sabsence.

Mr C said in his evidence that he had seen Danny inject “bup” in another prisoner’s cell and that he had
been in the unit a week before Danny became ill. Though the length of time Mr C says he had been in the
unit is incorrect and he had not mentioned this incident to Mr Doherty or Detective James in his
interviews in November 2015, it is at least consistent with the toxicology report that buprenorphine
was found in the urinalysis sample taken by GEO Intel on Friday 6 November. Mr C likely did see Danny
inject “bup” and given that there is a report that Danny was leaving a day between “bup” and
methadone use, he likely used the “bup” on Sunday 1 November 2015 when Danny first saw Mr C.

Mr C’s evidence was fairly unreliable given he denied actually seeing what Danny took and though he may
have witnessed on numerous occasions prisoners using diverted methadone or stockpiling and taking
pills, given the short period of time he was with Danny in Junee, much of his evidence in that regard
unlikely related specifically to Danny. However, Danny’s illness and his report of having had “recurrent”
pain in his kidneys before taking regurgitated methadone is consistent with Danny having ingested
crushed up pills with methadone and or taking crushed up pillsgenerally.

On Friday 6 November 2015 Danny told RN McGloin that he had consumed a lot of regurgitated
methadone the day before he presented to the medical clinic. CO Withers reports that on Thursday 5
November 2015 she was on duty all day at the medical clinic. She said that after Danny attended the
clinic, she saw him sitting in the clinic shower for long periods over the day. One prisoner, Mr B gave
evidence that he had seen Danny on Wednesday 4 November 2015 spending the day sitting in one of
the unit showers. Mr B said that Danny was sick, and his skin was yellow. No one in the clinic called in
the inquest said that they thought Danny’s skin was yellow which indicates jaundice and arouses
suspicion of liverinjury.
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It is likely that Danny consumed the regurgitated methadone and the mixture of pills on Tuesday 3
November 2015 after he had spoken with his mother on the telephone. That the mixture contained
Paracetamol is consistent with the traces identified in a blood test on 8 November 2015 as well as the
trajectory of his illness and ultimate death.

Paracetamol toxicity

Professor Naren Gunja identified that “the combination of liver failure, jaundice and hepatic
encephalopathy point to a hepatotoxic cause” for Danny’s illness and he opined that the trajectory of
Danny’s illness was consistent with paracetamol use rather than an overdose of methadone and/or
buprenorphine. Associate P r o f e s s o r Holdgate agreed that the likely cause of Danny’s death was
paracetamol toxicity and there is no issue in the inquest about this.

As to when Danny had ingested the toxic dose, Professor Gunja referred to the trajectory of Danny’s
illness and the analysis of an ante-mortem blood sample taken at Wagga Wagga Base Hospital at 5pm
on Saturday 7 November 201. Professor Gunja noted that Danny had metabolised away the
Paracetamol by the time Danny arrived in hospital. He said that was entirely consistent with the way
people metabolise paracetamol from the time they ingest it several days before and succumb to it a
week later. He said that the paracetamol could have been ingested as a single large dose or by a repeated
ingestion over a period of many hours or days. He opined that a single dose of at least 10 gm (20 tablets
of 500mg) would besufficient.

There was evidence in the inquest that prisoners at Junee Correctional Centre were able to obtain up to
6 paracetamol tablets without a script and that these would often be stockpiled and then later made
into a drink or a concoction. It would be likely that Danny engaged in such practice given his complaint
of pain, his drug addiction and use of diverted methadone and his report that he had experienced
kidney pain previously. If it was a single dose of a large quantity of crushed up paracetamol, it may have
been on a background of previous and recent such doses.

Professor Gunja described the phases of paracetamol toxicity. The first stage is called the
“gastrointestinal phase” which is marked by nausea, vomiting and abdominal pain. This occurs over the
first or second days. Then there is the “quiescent phase” which lasts a couple of days. The third phase
which starts at about day four marks the start of having liver injury. Dr Gunja said that a person can
either improve from that point or could progress to full blown liver failure. Such failure is associated
with kidney failure, failure of coagulation, hepatic encephalopathy (seen as a delirium) which then leads
to death.

Professor Gunja opined that Danny was in multi-organ failure or third phase on 7 and possibly 6
November 2015. He surmised that ingestion occurred 4-7 days prior. He estimated that Danny could
have ingested a single dose around 1-3 November 2015. Professor Gunja referred to the elevated results
of the blood test on 7 November 2015 and said that had the blood test occurred on 6 November 2015, it
would have shown elevated results sufficient to have prompted Danny’s hospitaladmission.
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Professor Gunja told the inquest that an antidote to paracetamol poisoning is acetylcysteine which is
optimally administered within 8 hours of poisoning. He noted that it was administered at Wagga
Wagga Base Hospital. He was asked by Mr Rees whether it would have been beneficial to Danny had it
been administered on 6 November to which Professor Gunja said it would be more beneficial than the 7

November, Put

it was difficult to say whether it would have changed the outcome. He said that had it
been administered three days after ingestion of paracetamol it could have possibly altered the

trajectory of the overdose.

Neither the buprenorphine nor the methadone contributed to the cause of Danny’s death. Whether the
diverted methadone contained the paracetamol, or whether Danny placed powdered paracetamol into
the methadone is unclear. If Danny placed the powder into the methadone it is unclear if he did so
knowing it was paracetamol because he had been told that it was or because he had made the powder
himself.

Danny’s attendance and admission into the Junee Correctional Centre Medical Clinic Thursday 5
November 2015

At about 7 am Thursday 5 November 2015 Danny told Corrections Officers that he needed medical
help. CO Carr called the clinic reporting that Danny had complained of possible kidney pain and
vomiting. Registered Nurse Alfred Marsters was on duty and he relayed a message to tell Danny to
drink plenty of water and come up to sick parade. This meant Danny would not be seen until 1.30 pm.
Danny notified another officer that he was worse, and he went to the clinic. He arrived at the clinic at
7.15am.

The corrections officer on duty at the clinic was CO Withers. She had made a report on 11 November
2019, but it was not included in the briefing package provided by the General Manager Brideoak to
Detective James. The report was not provided to those assisting the coroner until it was attached to Mr
Doherty’s statement of 12 May 2021. There is no explanation as to why CO Wither’s report was not
included in the briefing package. It should have been as she provided valuable information as to how
Danny was presenting throughout the day of 5 November 2015.

According to CO Withers, at the time Danny arrived at the clinic, RN Masters was busy “with inmates
having blood tests, insulin and medications were still being processed”.

CO Withers spoke with Danny and she relayed to him what RN Masters had previously said and Danny
replied that he wasn’t going anywhere and if he vomited on the floor it wasn’t his fault. Danny lay on
his stomach over some chairs and CO Withers informed RN Marsters that he was there. CO Withers
said that during this time RN Marsters was given directions to urgently facilitate a urinalysis report for
GEO Intel Officers and RN Marsters told her that all other tasks had to wait until the report for Intel was
completed. CO Withers then told all inmates present that all the nurses were very busy and that they
could choose to wait or to come back later. CO Withers said RN Marsters spoke with Danny sometime
between 8.30 am and - 9.00 am.
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RN Marsters asked Danny whether he had taken any medication or drugs other than what he was on
and Danny said he had not and that he had had the pain before - it was his kidneys. According to CO
Withers, Danny was given some medication for pain and she was instructed to place him on the ward.
She said she secured him and continued to monitor him throughout the day.

She said that Danny spent much of the day sitting for long periods under the shower or vomiting in the
toilet and lying in bed. He refused all food offered. He remained quiet and only responded when
qguestioned. He told her he had vomited the medication provided to him. CO Withers informed RN
Marsters of this. Danny was consequently he administered an injection to help settle Danny’s stomach.
RN Masters advised Danny to drink water. RN Masters kept asking Danny if he had taken anything he
shouldn’t have, and Danny said he hadn’t. Danny was formally admitted to the clinic at 3.35 pm.

That Danny did not seek medical assistance prior to Thursday and that he did not disclose to RN
Marsters the appropriate history of his complaint may have been due to being fearful that the
information would not remain private between himself and the medical services provider. Danny may
well have apprehended that the consequences of the information being passed onto Corrections would
place him in significant trouble. Such consequences include being placed on a segregation order and
receiving a punishment as he had experienced after the strip search in Cessnock Correctional Centre.
Danny had already experienced difficulties within the prison community due to his drug use which
caused him to go onto a RIT and asking to be housed in a separate unit so he may also have been
concerned about those consequences as well.

That Danny did not tell RN Masters that he had ingested crushed up pills of some kind may have been
because he was unaware of the contents of the bag of diverted methadone. On the other hand, that he
told RN Masters he had pain in his kidneys before could indicate that he had experienced such when
using crushed up pills as described by Mr C. Whatever the reason behind his denials that Danny
maintained this position in the face of repeated questioning had the dire consequence of not receiving
a more useful medical investigation and treatment. That an inmate believes that his health condition
would not be kept private from the custodial services so that he could secure appropriate health care is
extremely concerning, particularly where a consequence of death could, or as in this case, did ensue.

In any event, RN Marsters apparently did not believe Danny’s denials of having ingested something he
shouldn’t have. After Danny was admitted into the clinic RN Marsters sent an email to Mr Doherty, the
Correctional Manager, and Intelligence at Junee Correctional Centre at the time, to place Danny on a
urinalysis list. The email was copied and sent to Ms Jan Te Maru, the Health Services Manager. It is
unfortunate that RN Marsters took this course as opposed to turning his mind as to what
communication and assurances he should undertake so that Danny would disclose to him what had
occurred which may have resulted in earlier treatment of Danny’s symptoms. However, that is not to
say that RN Marsters should have considered whether Danny’s symptoms were as a result of having
ingested paracetamol. As Professor Gunja said, paracetamol poisoning would not have been at the top
of the list of suspected causes.
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RN Masters did conduct a dipstick urine sample. He said that he thinks he did this due to Danny’s
presentation of lethargy, headache, nausea and vomiting that prompted a concern for dehydration -
the taking of a urinalysis test would provide a baseline of how his body was functioning. The result of
the test was recorded by RN Marsters in a Progress Note (PN). He recorded “protein ++” and “blood
+++”, that is, two plus signs and three plus signs respectively, each indicating levels in the moderate
range. There was some confusion about the number of plus signs in RN Marsters’ progress note. Dr
Corbett understood it to be four, and the handwritten note does clearly show a vertical post and
another mark, consistent with a fourth plus sign. However, RN Marsters said that four plus signs would
indicate a “large amount of blood” in the urine, maintaining he wrote only three plus signs.

RN Marsters’ PN does not identify the time at which Danny presented to the clinic, writing “seen this
morning presented lethargic, headache, nausea and vomiting. Denies any illicit drug use”. RN Masters’
PN does not refer to being advised at 7 am that Danny had complained of severe abdominal pain and
had been urinating blood or that Danny complained about his kidneys. He did record Danny’s vital signs
but does not record the time at which he made those observations. He recorded that he had a
discussion about Danny with Dr Corbett and that the doctor directed that Danny be given Maxalon (by
injection) and to push oral fluids. There is no record of the time of this discussion.

A “Standard Adult General Observation” (“SAGO”) Chart does not appear to have been established at
9.00 am when Danny was given a bed in the clinic nor at 3.30 pm on 5 November 2015 when he was
formally admitted into the medical unit. RN Marsters made a second progress note at 3.30 pm indicating
he had administered the Maxalon and again that he had taken Danny’s observations and that Danny was
given ice and water and he was housed in medical.

In his evidence RN Marsters said that he would keep notes on a piece of paper and glance in at Danny
throughout the day. CO Withers said she saw that RN Marsters made notes when he periodically
interacted with Danny. She said she heard Danny tell RN Marsters him that he had been vomiting
blood. There is no reference to such in RN Masters’ progress notes, nor is there any reference to Danny
complaining of pain in his kidneys or having vomited throughout the day or being under the shower for
lengthy periods.

A nursing note made by RN Duddy at 4.50 pm records that Danny complained of chest pain, pain in both
clavicles and his left wrist that he had lower abdomen pain but on examination there was no guarding
or tenderness. The PN indicates that Danny said he had pain in his kidneys and that it had been there
for several days. The PN says “doesn’t appear to be in severe pain”. RN Duddy did not record Danny’s
vital signs and she said that she was not sure if there was a chart in use. There does not appear to be any
care plan other than push oral fluids and administer Maxolon. According to the overnight shift nurse
Anthony Wall, RN Duddy was responsible for Danny until she handed his care over to him at 9.00 pm.
The overnight nursing shift was from 6.30 pm to 6.30 am. Mr Wall was the overnight nurse on duty on
both overnights 5 and 6 November 2015. His PN for each shift was recorded at 3.00 am. The PN for the
first night set out that Danny had nil issues, he was given his medication which he tolerated well and was
given three glucose tablets, had a Glasgow Coma Score (“GCS”) of 15 and had nil complaints. RN Wall
said that he attended Danny between 8.00 pm and 9.00 pm and his progress note was a summary up
until the time he made it.
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He did not make any direct observations of Danny before or after his attendance. He said in his
evidence that he would check on Danny on the CCTV screen but that might be only every couple of
hours and if the lights were off, he would only see a silhouette. He conceded that it was possible that
Danny had been vomiting during the night and that RN Wall had not noticed this due to carrying out
other duties. He said that such tasks could involve reception screening of new inmates, administrative
tasks, impending releases and parole reports. He said that there were big chunks of the night that he
could not observe Danny on the CCTV monitor. At that time there was no log kept of any “knock up” or
stenophone calls an inmate makes whilst a patient on the ward in the medical centre.

Danny’s medical review and treatment in the Junee Correctional Centre Medical Clinic Friday 6
November 2015

Dr Corbett reviewed Danny at about 10.00 am on 6 November 2015, though the time is not recorded in
his notes which are written in the PN form. Dr Corbett recorded that Danny complained of recurrent
upper abdominal pain Nausea. On examination: Tender all over abdomen. Worse epigastrium + RIF. No
GRR. PHx Appendectomy. IMP —Gastro 2nd Naprosyn. Stop Naprosyn. Add Pariet. Bloods.

Dr Corbett said that he had had two previous dealings with Danny prior to 6 November 2015. The first
was on 17 August 2015 when he had reviewed Danny for a complaint of back pain for which he
prescribed Danny Naprosyn. Dr Corbett had also spoken with Danny on 20 October 2015 in his capacity
as a member of the High-Risk Assessment team when Danny was removed from the RIT [see paragraph
43 above]. Dr Corbett said that he recalled having a discussion with Danny about the use of pain
medications such as Naprosyn and Lyrica. On 5 November 2015 RN Marsters telephoned Dr Corbett
around 3.30 pm and spoke to him about Danny. Dr Corbett directed that Danny be admitted to the
ward, given an anti-emetic and that nurses push oral fluids. He asked for Danny to be placed on the list
to see Dr Corbett the following day.

Dr Corbett made a statement for the coronial investigation on 2 September 2019. He set out in his
statement that he was told that Danny had tea coloured urine, and that Danny complained of pain in
the abdomen, nausea and vomiting. He had normal blood pressure, blood sugars and respiration but
that he had tachycardia with a heart rate of 120 BPM. He sets out that RN Marsters told him that he
suspected that Danny had been using unknown illicit substances. Dr Corbett said that he considered
drugs, dehydration and infection including Hepatitis C as causes for the presentation. He said that
Danny was admitted for observation due to the tachycardia.

There is no indication in RN Marsters’ PN the reason for admission and there was no indication as to
what observations and at what frequency those observations should be made. | note that in a referral
letter written by Dr Corbett to the Wagga Wagga Base Hospital on 7 November 2015 Dr Corbett wrote,
inter alia, “On examination yesterday he was lucid co-operative and was vomiting (bile). Motor function
was ok. He had some epigastric tenderness. GCS 15, 126/83, pulse 120, sats 96% 36.5, BSL 6.9. Naprosyn
was ceased and he was started on pariet and his pain seemed to settle. He had a settled night and was
up to pee a couple of times”.
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There is no record of any vitals taken by Dr Corbett or any nurse on Friday 6 November 2015 (“yesterday”)
at all. The observations referred to by Dr Corbett in his referral letter match the observations of RN
Marsters taken in the morning of 5 November 2015 and recorded in RN Masters’ PN. According to RN
Marsters he conveyed those observations to Dr Corbett by telephone on 5 November 2015. RN Marsters
said he also conveyed the urinalysis results to Dr Corbett. | note that Dr Corbett’s referral letter does
not contain any reference to such. After RN Marsters spoke to Dr Corbett on 5 November 2015 Danny
was admitted onto the ward at about 3.30 pm at which time RN Marsters administered Maxolon and
performed another set of observations which recorded that Danny’s blood pressure was 106/69 and
pulse 102, oxygen saturation was 97% or room air, GCS of 15.

In his statement Dr Corbett explained his examination of Danny on 6 November 2015:

“On 6 November 2015 Mr. Whitton denied taking any other substances when | asked him. On
examination, Mr. Whitton seemed to be getting better from the night before. He was lucid, alert, and co-
operative. His pulse had decreased to 100 beats per minute and the rest of his observations were
normal. He still had nausea and was vomiting bile and had some generalised abdominal tenderness
worse in the epigastrium and right iliac fossa. There was no guarding rebound or rigidity and normal
bowel sounds were present. | made a provisional diagnosis of gastritis possibly due to the Naprosyn. |
ceased the Naprosyn and prescribed Rabeprazole which is a proton pump inhibitor that reduces gastric
acid production. | did consider the generalised abdominal pain was a little unusual for gastritis, so |
ordered blood tests — full blood count, erythrocyte sedimentation rate, C reactive protein (CRP),
electrolytes, urea, creatinine, liver function tests, calcium, magnesium, and phosphate. Although Mr.
Whitton did not appear “yellow” it was not uncommon for patients in the jail suffering from hepatitis C
to present with his complaints. Thus, Hepatitis C was considered a differential diagnosis”.

In his notes made at review on 6 November 2015 Dr Corbett did not refer to the abnormal urinalysis
results identified in RN Marsters’ PN though the PN indicates that RN Marsters had discussed them with
Dr Corbett in his telephone call the previous afternoon. Dr Corbett did not note that he had considered
whether to conduct another urinalysis. Dr Corbett did not include in his notes any reference to Danny’s
kidney pain and number of days he had it as set out in RN Duddy’s PN of 4.50 pm the previous day. He
made no note relating to Danny’s tachycardia or vomiting or that it was suspected he had taken drugs.
There was no note referring to concerns of dehydration and infection including Hepatitis C. There was
no note of any vital sign observations at all. There was no note of what bloods were being ordered and
whether they were urgent or when they were required. There was no note or record of what
observations, if any, nursing staff should make in relation to Danny’s admission in the ward. There was
no note on when Danny would be next reviewed. There was no note about continuing Maxolon.

After Danny was reviewed by Dr Corbett he was returned to his bed in the ward. The next contact he
had with a nurse performing clinical duties appears to be after Dr Corbett left the clinic which was
about 12 noon. There is recorded on the telephone order 10 mg Maxolon tablets TDS and according to
that record a tablet was administered to Danny. This indicates that a nurse had to telephone Dr Corbett
to script the Maxolon as he had apparently failed to note it in hisreview.
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The next contact Danny had with a clinical nurse was sometime at about 8.30pm when RN Wall
administered Danny’s nightly Seroquel. He also administered the Maxolon tablet. | note that it would
appear that though Dr Corbett’s direction to stop Naprosyn was actioned, Danny was not administered
“pariet” on 6 November 2015 that was apparently given for the first time in the morning of 7 November
2015. There is no evidence to explain this. It would appear from Dr Corbett’s reference in his referral
letter that “he was started on pariet and his pain settled” he was not aware that Danny in fact had not
been administered the pariet on 6 November2015. There is no record of Danny having any observations
taken of his vital signs from 3.30 pm 5 November 2015 to 9.00 am 7 November 2015. There is no PN
made by any clinical nurse on 6 November 2015.

The blood test ordered by Dr Corbett was not carried out and Dr Corbett was not advised of this until 7
November 2015. The inquest heard evidence that Dr Corbett had reviewed Danny at about 10 am on 6
November 2015 and ordered bloods which are collected daily by courier at 11.30 am and 4.30 pm
Monday - Friday. He said that he conveyed to nursing staff the need to collect the bloods that day and
after completing the pathology order would have placed it in a tray on the nurses’ station. He was
unable to recall whether he requested that the bloods be taken in sufficient time for the 11.30 am pick
up which would require him to hand the pathology report to a nurse rather than leaving it in the tray. He
said that he considered that the blood analysis was urgently required. He left the medical centre at
about 12 noon.

Dr Corbett gave evidence that where a blood test result was concerning (abnormal) the pathology
laboratory had a practice of directly contacting him by telephone. He did not receive such a phone call.
He had not been advised by any nursing staff on 6 November 2015 that bloods were attempted but
were unable to be taken that day. What had occurred with Danny after his review by Dr Corbett at 10
am Friday until he was seen by RN Byron on Saturday morning is unclear because there is no SAGO
chart and no clinical PNs during the day and a scant PN written at 3.00 am. It is unclear who had the
nursing responsibility for Danny on the day of Friday 6 November 2015.

Danny was visited by RN McGloin who was not carrying out any clinical duties. RN McGloin was the
drug and alcohol nurse and she had assessed Danny for the OSP on 22 September 2015. RN McGloin
made a statement and gave evidence. She thought it was late morning or early afternoon when she saw
him. In her evidence she said that the purpose of seeing him was to see if he had taken anything that
was considered illicit and whether that might be affecting his current state of health. This was a little
different to her statement when she said that the purpose of seeing Danny was to undertake a review as
he was on the methadone waiting list. She said in her evidence that she thought she might learn
something to advance his position on the waitlist. However, later in her evidence she said that she
would not cause a review of an applicant until being notified that they were off the waitlist which was
at least 12 months. On balance, it would appear that the reason RN McGloin spoke to Danny was for
the purpose to see what he had taken. She made a PN in his clinical records to that effect:

Drug & Alcohol: Pt seen after? Overdose. He stated he had a lot of recycled methadone the day before

he presented to medical. Took the dose in the morning and woke up the next morning unwell. Stated
he had been using Bup every now and then and methadone approx.. 2 x month.
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Always has a day between Bup use and methadone. Stated he had kidney pain prior to presenting to
medical and using methadone. He is on the waiting list to go on to methadone. In her evidence RN
McGloin said that Danny wasn’t really wanting to talk too much but he answered her questions, and
that she had spent longer than 5 minutes with him, but it was difficult to say whether it was as long as
20 minutes.

She said that he did not appear to be jaundiced, nor did he appear to be intoxicated or suffering from
an overdose. She said that she did not record in the PN that Danny presented as unwell rather than
withdrawing or intoxicated because she was not performing clinical duties. She said the drug and alcohol
nurse worked Monday to Friday and that her shift ended at 2.30 pm. She said that if Danny was still in
the unit on Monday, she would have visited him. In relation to the issue of jaundice, she was asked how
she was able to observe Danny’s colour she said had sat on a beside chair close to Danny’s head. She
was unable to say whether there was a corrections officer in the room or at the door or whether the
door had been left open. That Danny did not tell RN McGloin he had mixed crushed pills into the
recycled methadone is somewhat curious. Mr C identified that Danny mixed the pills into the
methadone but in his evidence he resiled from actually seeing him do so though he seemed aware that
Danny engaged in such a practice. That the recycled methadone had an intoxicating effect on Danny
seems likely given that Mr C reports that Danny said he was “smashed” or “bombed” to indicate his
level of intoxication.

On the afternoon of 6 November 2015 GEO Intel had attended the clinic to take a urine sample from
Danny following RN Marsters’ email the previous day. Mr E said that he helped Danny to the toilet to do
this and he noticed that the urine sample was “dark as coke”. RN Wall wrote a PN at 3.00 am “nil issues
overnight patient stable GCS 15”. In his evidence he said that he made this assessment when he gave
Danny his medication at about 8.30 — 9 pm. He said Danny was standing up in front of him in the room
at this time. It is not possible to ascertain when it was after about 9 pm that Danny began to deteriorate.
Certainly, by the following morning he was observed to be in need of medical help

Danny’s deterioration, nursing and medical care and transfer to hospital

RN Bryon started his shift at 6.30 am on Saturday 7 November 2015. In his statement of 17 September
2019 RN Bryon wrote that at handover RN Wall told him that Danny was stable overnight. He said he
read Danny’s medical file and saw that a drug overdose was suspected, and that Danny had been in
pain for about 4 days and that a Drug and Alcohol nurse had seen him the day before. RN Bryon wrote
in his statement: “/ knew she would assess him again that day” though RN McGloin was not engaged in a
clinical role and the drug and alcohol nurse does not work outside a Monday-Friday shift. RN Bryon said
he attended Danny at about 9.00 am. His evidence is that at that time he took Danny’s vital signs
observations and entered them on a SAGO chart. He said that he wrote observations in both the SAGO
chart and also in the Progress Notes. He said that he wrote the observations that he recorded on the
SAGO chart onto the Emergency Response Form. He said that there was no advice or guidance about
the frequency with which the vital signs should be recorded — rather that he said that he took it upon
himself, when he had a spare moment, to go in and check on Danny, and do his observations, though
ideally it would be hourly.
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He said he photocopied the SAGO chart, the Emergency Form and the Medication chart and sent them
with Danny when he was uplifted by ambulance. RN Bryon could give no explanation as to what
happened to the SAGO chart. RN Marsters, Dr Corbett and RN Wall attest that they did not at any time
see a SAGO chart for Danny. There was no such chart in either hospital files. The Emergency Response
Form has three sets of observations at 9.00 am, 11.30 am and 1.25 pm. The PN note has two sets of
observations, at 10.30 and 12.15. According to RN Bryon the 12.15 pm observation is a recording of what
was observed at 11.30 am. Over a 6-hour period from 9 am until the ambulance arrived at 3.00 pm, RN
made a record of four sets of observations.

The observations at 9.00 amwere: P100, BP 126/83., BSL 6.9. Resp 14, Sp0O2 98 GCS 11

Despite RN Bryon saying quite adamantly that he recorded the observations also in the progress note,
there is no PN of his attendance and observations for 9.00 am. RN Bryon said in his statement that
Danny “was ambulant around the room”. He recalled asking Danny if he was going to have a shower and
Danny told him that he had already showered and had been to the toilet. He said that Danny returned to
sleep. In his evidence RN Bryon said that it was the cellmate rather than Danny that had said he had
showered and been to the toilet. RN Bryon did not say in his statement or evidence that he returned to
Danny at around 10.30 am but he must have done as there is a set of observations that he wrote in his
PN:” pt. [patient] very hard to wake, is moving around has been up and showered, according to cell
mate, also has passed urine, nil vomiting today. Rolling around bed naked unable to control his fine
motor skills MO (Medical Officer) made aware; to observe him and then ring MO again if concerned. Obs
97% [referring to oxygen sats] BP 114/57, P100, RR 14 T 36.5 Commence on Narcotic programme if
necessary. Patient reluctant to eat or drink”.

RN Bryon said in his statement that he had no recollection of the conversation with Danny’s cellmate.
RN Bryon said that he was writing the 10.30 am PN when he was talking to Dr Corbett and told him of
the vital signs observations. He said Dr Corbett asked him to take bloods and hang fluids (administer IV
saline) as Danny might be in withdrawals. Dr Corbett’s recollection is quite different in that he gave
evidence that he did not suggest fluids or that bloods should be taken as there was no collection until
Monday. RN Bryon says that he unsuccessfully attempted to cannulate Danny and he telephoned the
doctor back to say he was unable to cannulate him. Dr Corbett told him he was on his way and would
be there shortly. There is no time as to when this happened. In his evidence RN Bryon said that he
spoke to Dr Corbett twice — the first was after Dr Corbett returned his call at 10.30 am in response to
the 9 am voice message at and the second time was at about 12.15 pm. There may have been other calls
as suggested by RN Bryon at times during hisevidence.

At 11.30 am RN Bryon took another set of observations which are set out in The Emergency Response
Form: P100, BP 112/55., BSL 5.1. Resp 14, Sp0O2 100 GCS 11

At 12.15 pm RN Bryon made a second PN: “pt. [patient] responds to verbal commands then goes back to

sleep. Obs 112/55. P98, RR 14 T36.4, 100% [referring to oxygen sats]. staggering around the room short
distances when awake unable to hold conversation goes back to sleep MO called will come see patient”
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In his statement RN Bryon says the observations set out in his PN at 12.15 pm are those taken at 11.30
am but that he had recorded Danny’s “pulse as 98 in the progress note but transcribed it as 100
erroneously in the Emergency Response Form” whereas in his evidence he said that he had transcribed
the observations from the SAGO chart onto the Emergency Response Form. RN Bryon said in his
statement that he called Dr Corbett at 12.15 pm and told him what Danny’s vital signs were and that
Danny was ataxic. Dr Corbett said he would be there soon.

Dr Corbett’s referral letter to the hospital set out the observations recorded in the 12.15 pm PN as he did
not take any observations when he examined Danny. At the time he examined Danny he assessed
Danny as having a GCS of 12 which he included in his letter. Dr Corbett said he immediately identified
that Danny required hospitalisation and directed RN Bryon to organise an ambulance and he wrote the
referral letter and then left the prison. RN Bryon took one further set of observations but did not record
them in any PN, but they are recorded on the Emergency Response Form at 1.25 pm: P102, BP 101/42.,
BSL 3.8. Resp 14, Sp02 99 GCS 11

The observations recorded on the ambulance Patient Care Record at 2.55 pm set out that that Danny’s
RR was 96, Pulse was 108, his BP 98/60 his GCS 11 and at 3.30 pm those observations were RR 96, Pulse
104, BP 100/PAL. GCS 11. RN Bryon says in his statement that Danny “moved to the ambulance
stretcher by himself with some assistance”. The CCTV provided by GEO shows that Danny was unable to
move on his own accord and was entirely lifted by several people from the bed onto the ambulance
stretcher.

In his evidence RN Bryon said Danny “..couldn’t hold a conversation, he would wonder off and say
different things and which weren’t to the answers to what you were saying. Sometimes later on, it
became more evident that it was inappropriate words that he was using to describe how he was feeling.
And the pupils of his eyes. He would shy away from the light”.

In relation to the GCS Mr Hammond asked RN Bryon “Did you consider that to be a significant drop or
change?” to which he replied “Yes. | did. The other person said he’d been up vomiting all night. No sleep
will certainly drop your GCS down when different people check them”. He then said that Danny had told
him. “When he said he’d been up vomiting all night and hadn’t had much sleep, that sort of covered
that area for the moment, for that particular period of time | can understand how tired he’d be if he was
in there for drug withdrawal...so everything just sort of makes it a lot harder to assess”. RN Bryon
agreed that what he had been told impacted on how he had assessed Danny under the GSC. It is difficult
to accept RN Bryon’s evidence that Danny himself told him he was up all-night vomiting. His notes do
not indicate that he was told this by either Danny or his cellmate Mr E. Indeed, there is no note that
Danny was vomiting all night. There is a note “nil vomiting” but RN Bryon said that related to just on his
shift.

| do not accept that Danny had been vomiting overnight nor that Mr E had told RN Bryon that he had
been. Having heard from RN Bryon, Mr E and Dr Corbett | am of the view that RN Bryon developed this
evidence to explain his inaction upon correctly identifying a GCS 11. RN Bryon knew that Danny was
deteriorating and that is why he telephoned Dr Corbett at 9.00 am.
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He was concerned for Danny and though he should have made more frequent vital sign observations he
made as many as he could, given the workload with other tasks at the clinic. Dr Corbett was not
available to take RN Bryon’s call and it was not until 10.30 am that they had their first conversation
about Danny. It would be another 2 % hours before Dr Corbett could come to the correctional centre
but he did not tell RN Bryon that. He told RN Bryon to “wait and see” and to call him back if RN Bryon
became concerned.

RN Bryon took another set of observations at that time and then an hour later and as a result he was
concerned. He rang Dr Corbett again at 12.15 pm and Dr Corbett said he was on his way and would be
at the correctional centre soon. He arrived 45 minutes later. RN Bryon did not make any note that
Danny had been vomiting or that he had been told that he had been. There is no reference to it in
either RN Bryon’s statement or Dr Corbett’s statement. RN Bryon did not tell Dr Corbett that Danny had
been vomiting all night. In his referral letter to the hospital Dr Corbett wrote that Danny “had a settled
night and was up to pee a couple of times”. Dr Corbett said that he obtained that information from RN
Bryon. Mr E was first spoken to by those assisting me on 12 May 2021 - over five years since the event-
and he was unable to recollect if Danny was vomiting. In his evidence he was asked “Do you recall
whether he was vomiting at all?” to which he replied “No. Actually, | do recall one thing. | — he did - | do
recall him — he - he started weeing blood at one stage.... because | helped him going to the toilet”. Later
he was asked “Do you recall if Danny was vomiting overnight” to which he replied “Yeah, he was, yeah”.

He explained his improved memory had been triggered and that he could remember because little
snippets were coming to him since being spoken to a couple of weeks earlier. He was later asked
“When you say he was vomiting how many times now do you say he made it across the cell on his own
to vomit, seemingly neatly in the toilet bowl?” and he replied “The poor bugger could barely move
okay. | probably seen him vomit once...Once or twice max. You know what | mean. He was lucky to get
up off the bed”. Mr E was unable to say when it was that this occurred, indeed it could have been
earlier rather than later meaning it could have been on 6 November 2015.

In his submissions Mr Sergi, on behalf of Dr Corbett, misstated the evidence relating to whether Danny
vomited overnight and whether that was known to Dr Corbett. Mr Sergi wrote “Dr Corbett gave
evidence that upon his arrival at the Clinic he was informed (by Danny’s cellmate Mr E) that Danny had
been up in the night vomiting and going to the toilet”.

The evidence of Danny getting up was in relation to him urinating not vomiting. Dr Corbett was asked
by Counsel Assisting “Were you advised that Danny had been up all-night vomiting?” and he answered,
“Not that | recall”. Counsel Assisting said “Because your referral letter to the hospital says that you
were advised that he had a settled night and had been up a couple of times to pee” to which Dr Corbett
replied “Yep” and Mr Hammond asked “Do you know where you got that information from?” and Dr
Corbett replied “Yeah from his roommate. He was the one that told me that he’d been to the toilet
twice”.

Mr Sergi again misstated evidence in his submissions when he suggested that RN Wall said that he had
seen Danny vomiting (despite his PN note recording “nilissues”). Mr Sergi submissions read:
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“On day 7 of the Inquest, RN Wall confirmed that he in fact observed Danny vomiting and going to the
toilet overnight but had not recorded

a. those matters”. The evidence to which he refers are questions of RN Wall by Counsel Assisting:

b. Q. Dr Corbett who saw Danny on the 7th gave evidence that hewas told by the cellmate on the

morning of the 7th that Danny was up several times in the night
a. Yes
c¢. Q. ..goingto the toilet...
2. yes
a. Q-andvomiting?
3. Yes, | saw that
a. Q. Nowwouldyouagreethat thatappearsinconsistent with the note that you’ve made?
b. AYes

c. Do you know - well, the observations as reported to Dr Corbett, Danny being up, going to the
toilet and vomiting, could that have happened?

d. AYes

e. QDo you know when the last observations you made of Danny were on that shift?

f. At would have been — after that, | would imagine, | would have gone through the clinic. | walk -
| walked through the clinic and had a look at the CCTV footage. It could have been — you know, yeah, an
hour or so after that: 5.00, 4.00

g. QDid you see Danny moving around?

h. A Not from my observations. My observation was he was in bed at all times. | never saw him
wandering around, and asleep from - you know, from the — the footage that | could see, he was in bed.

He wasn’t out of bed.

4. RN Wall has never said he saw Danny vomiting and Dr Corbett — despite Counsel Assisting’s
question.

5. Transcript 25/5/21 T101.31-102.10 vomiting. The evidence came from RN Bryon when he was
in the witness box to explain away Danny’s condition.

Report by the NSW State Coroner into deaths in custody / police operations 2021 43



The evidence from Dr Gunja is that the trajectory of a paracetamol poisoning is that there is a period of
time after vomiting stops and before liver failure commences. RN Bryon said that at about 10.30 am Mr E
told him that the day before Intel had taken a urine sample from Danny and it was “dark as coke”. He
said that he didn’t take another sample from Danny but rang Dr Corbett back again and the doctor said
that he was on his way. RN Bryon was asked questions about why he did not escalate Danny’s care or
the observations when he saw at 9.00 am a GCS of 11 — a significant deterioration from RN Wall’s
record of a GCS of 15.

He said that did not escalate Danny’s care at 9.00 am because Danny “was tired and he just wanted to
rest. So, | just thought | would come and check on him again shortly”. The truth is he mistakenly thought
he could not do anything without the doctor’s approval, and he couldn’t get hold of the doctor. RN
Bryon said at 10.30 am: “Yes. | rang him and told him what was happening with him that he was still
vomiting. He was because he’s on call. | don’t know where he was, he was actually driving from...And | if
I didn’t contact him, I’d leave a message on his voice, his answering machine and he would ring me back
as soon as he got service”.

The evidence that “he was still vomiting” was inconsistent with the 10.30 am PN “nil vomiting” and it is
uncontroversial that Danny was in fact not vomiting during RN Bryon’s shift. He was later asked what he
said in the message to the doctor and he replied: “That could he give me a ring at the, at the Junee
Correctional Centre please as soon as he got the message”. RN Bryon was asked about his note
regarding a narcotic program and he said that he presumed Dr Corbett and the drug and alcohol nurse
had had a conversation about that and he thought they had to get Danny’s pain under control first. He
said in his evidence that he didn’t know why he had included that in the PN.

Dr Corbett gave evidence that he was concerned that Danny may have taken drugs which caused his
deterioration. He said that Danny’s cell mate told him that Danny had been to the toilet during the night
and Dr Corbett explained: “If they’re in the toilet and the curtain is pulled and it just, just the comment
from the inmate just raised that, that issue for me when | saw him — just confirmed the suspicion, that you
know, maybe he has taken something”. Dr Corbett said he did not record his concern that Danny may
have taken something overnight to explain his deterioration. He didn’t raise it in his referral letter.

That Dr Corbett considered that Danny’s deterioration could have been due to Danny having consumed
drugs overnight or sometime between RN Walls 3.00 am PN is not on a consideration that is well-
founded on the evidence. The symptoms conveyed to him or at least recorded by RN Bryon are not
consistent with an opiate intoxication and contrary to Dr Corbett’s evidence of the likelihood of a
prisoner in the medical ward using illicit drugs. Other witnesses testified that this was not understood to
have been an issue at the medical unit ward.

RN Bryon said in his evidence that he had no recollection of Dr Corbett asking him about the blood
results when they spoke at about 10.30 am. He said he was aware that no bloods had been taken as
there was no cannula in Danny’s arm. He said he thought there would be a cannula because Dr Corbett
had written “fluids” above where he had written “bloods” in his notes. This was a misreading of the
notes Dr Corbett wrote on one line “stop Nap” and the next line under that he wrote a version of
“Rabe[prazole]”.
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Dr Corbett said that he asked for the blood test results and it was then that he learned that the bloods
had not been taken the previous day. Dr Corbett said he didn’t direct RN Bryon to take bloods as there
would be no point as they would not be collected for testing until the Monday. He said he did not
suggest to RN Bryon to administer IV fluids. Dr Corbett attended at about 12.30 pm and wrote a PN
“sig. Deterioration for t/f WWBH; see (referral letter)”. He said in his statement that he reviewed Danny
as set out in the referral letter and “I ordered his urgent transfer to Wagga Wagga Base Hospital for
further assessment and wrote the referral letter.

In his evidence he said that the picture he was presented by RN Bryon over the telephone was very
different to what he saw when he attended. He also said in evidence that Danny was a totally different
person than the person he saw the previous day. Dr Corbett left the clinic at about 1.30 pm after
completing the referral letter and instructing that Danny be conveyed to hospital.

RN Bryon said in his statement that between 1.00 pm and 1.50 pm he called the shift manager to call an
ambulance. The Justice Health document “Emergency Response Form” completed by RN Bryon
indicates that it was 1.50 pm when an ambulance was notified. There is no explanation as to why an
ambulance was not called prior to this time given that Dr Corbett had “ordered his urgent transfer”.
There were significant ambulance service delays and Danny was ultimately transferred to Wagga
Wagga Base Hospital at 3.30 pm. By the time the ambulance had arrived Danny was unable to follow
directions or move himself from the ward bed onto the stretcher and had to be lifted by several people
onto the ambulancestretcher.

Review of the Medical and Nursing Care and Treatment provided in the Medical Unit up until the
morning of 7 November 2015.

Associate Professor Anna Holdgate, an emergency physician, provided an expert report and gave
evidence in the inquest. She had a number of criticisms about the medical care provided to Danny
whilst in the care of the medical unit in the Junee Correctional Centre.

Associate Professor Holdgate concurred with Professor Gunja’s opinion that Danny died of paracetamol
toxicity. She noted that given the lack of history of paracetamol ingestion given by Danny, and his
history of polysubstance abuse, mental health issues and chronic pain, his vague presentation did not
necessarily immediately point to liver failure. However, she thought that the urinary findings from the dipstick
test of 5 November 2015 were significant and warranted further investigation. She noted that Dr Corbett had not
recorded in his notes that Danny had haematuria and she thought this was a significant condition to make note of
asitisaconcerningsignforkidneyinjury.

Associate Professor Holdgate noted that RN Marsters’ dipstick urine test did not record leukocytes,
nitrites and bilirubin levels. She said that Danny’s bilirubin levels would have almost certainly been
elevated. She said that every component of the test should have been recorded. She noted the protein
and blood and commented that “..in the clinical context of someone presenting with reported blood-
coloured urine and abdominal pain and vomiting you’d be concerned it could be reflective of an acute
injury to the kidney.”
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RN Marsters said in his evidence he only recorded significant readings which suggests that he did not understand
either that the bilirubin levels were significant or that they were elevated. Associate Professor Holdgate
considered that a further dipstick urinalysis test would have identified a more complex issue than Dr
Corbett’s working diagnosis of gastritis and that it would have been at least a useful test to monitor
Danny’s progress. Associate Professor Holdgate noted the lack of monitoring of Danny’s condition and
that without a standing order Dr Corbett would be expected to set the frequency of such monitoring
when he reviewed Danny on 6 November 2015. | note Dr Corbett’s evidence that he advised RN
Marsters on 5 November 2015 to admit Danny as he had tachycardia.

There are no admission documents or patient charts (SAGO) which set out why Danny was admitted, the
frequency of observations, the plan for his care other than RN Marsters’ comment in the PN “push oral
fluids”.

In November 2015 the applicable process for patient care in the clinic was contained in GEO’s
Observation Unit Care Manual (“OUCM”). It had been released in 2008, revised in 2010 and was
available on the intranet for all staff to access at any time. Nurses were made aware of the manual
upon their orientation into the clinic. The OUCM requires observations to be taken every 2 hours. A
SAGO Chart requires observations to be taken every 8 hours. Ms Te Maru considered the OUCM as a
standard and that observations might be more frequent depending on the clinical indicators.

She considered the requirements of the OUCM mandated observations to be consistent with general
practice and common knowledge, and a minimum. The disparity between the OUCM and SAGO may be
explained by the fact that the cells in the Junee Medical Centre were essentially for observations. RN
Wall said in his evidence that if a patient requires observations every 2 hours then they should be in
hospital. It is extremely concerning that it would seem that nurses who had the care of Danny were not
aware either of the requirements of the OUCM or if they were so aware, had no regard to it. Further, for
the most part, the means of observation seemed to range from none at all to a glance on a CCTV screen
while carrying out other duties. If observations were made, such as those by RN Marsters in the morning
and afternoon of 5 November 2015 they were written on a piece of paper and the information
transferred to a PN.

That there was a complete absence of clinical observations of any kind conducted by any clinical nurse
on 6 November 2015 demonstrates a gross lack of care. There seemed to be an acceptance of a medical
unit with poor systemiccompliance.

Dr Corbett, when reviewing Danny on 6 November 2015, did not consider a lack of chart as a problem.
In evidence he described the practice of nursing staff using a SAGO chart as “hit and miss”, which
indicates that there was a lack of compliance with “standing orders”. However, Dr Corbett did not
apparently consider it necessary to set out his own directions. He did say that there was an expectation
that observations would be taken three times a day — once on each shift. Dr Corbett should have read the
nursing PN when he reviewed Danny. Doing so he would have been aware from that there was no chart
and no PN regarding observations since RN Duddy’s PN of 4.50 pm 5 November 2015 and no
observations in the morning of 6 November 2015.
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Dr Corbett should have made it clear what observations he expected. He gave evidence that at the time
of Danny’s deterioration reported to him by RN Bryon on 7 November 2015, he expected that RN Bryon
would take observations hourly. If this was so it appears, he failed to communicate that expectation to
RN Bryon though RN Bryon understood that such observations should be taken in any event. Counsel
Assisting submits that inadequate nursing care was provided to Danny and that deficient record
keeping not only failed to comply with policy but was a reflection of the inadequate care provided to
Danny during his admission in the medical unit. The inadequacy of the care was due to systemic
failures of complying with policy, understanding the purpose of Danny’s admission and actually
carrying out the tasks required.

Counsel for GEO submits that it was reasonable for GEO to expect that the registered nurses employed
by them would carry out their duties appropriately. That should be so, but it is incumbent upon GEO to
ensure that best practice, policies and standards are adhered to by a sound management and audit
process. If that had been the case GEO may have learned of the apparent lack of understanding and
application of the OUCM before that evidence came to light in the inquest. The GEO submissions
submit that the primary health services provided at the centre were akin to a GP practice and not a
public hospital (as set out in Ms Te Maru’s statement). It seems that such an analogy is of little
relevance where a prisoner is accommodated in the unit for medical observation and treatment. As
that is outside a GP practice situation, whatever hybrid the medical centre was, it performed its
function to fulfil the purpose for which the patient was there. | note that the functions of the medical
unit are now changed so that prisoners are no longer accommodated for patientcare.

Mr Sergi, counsel for Dr Corbett submitted that though he made no response on behalf of Dr Corbett in
regard to Counsel Assisting’s submission, that the context of a custodial setting must be taken into
account when determining the adequacy of care. He emphasises that the OUCM identifies that the
“care provided to patients in the Observation Unit is under the supervision of a Registered Nurse”. He
says that whereas a registered nurse is always at the correctional centre, a medical officer is not though
is on call and available 24 hours aday.

In relation to the morning of 7 November 2015 Mr Sergi’s submissions spoke to how busy the ward
was, with reference to CO Withers’ evidence about being on duty that day. That was yet another
misstatement by Mr Sergi of the evidence as CO Withers was not on duty on 7 November 2015. The
evidence she gave related to 5 November 2015. The only witness who gave evidence about how busy
the nurse on duty on 7 November 2015 was RN Bryon. Mr Sergi’s submission that the adequacy of care
provided to prison patients should be viewed in the context of the fact that they are in custody is not
particularly helpful. Danny was in a medical unit; he was not in a prison accommodation unit. There is
no evidence that observations could not have properly been made and charted because a nurse could
not access Danny or did not have the time to do so.

In relation to 7 November 2015 RN Bryon said he could have made arrangements with a corrections
officer to open the cell every hour to make observations but did not do so and was unable to explain
why he did not do so. Dr Corbett did not direct hourly observations before or after he attended Danny.
In relation to after he said that he expected that the ambulance transfer would be 15 minutes and | note
that he had left the centre well before the ambulance had been called by RN Bryon.
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In relation to the blood test request, Associate Professor Holdgate held the view that it was the
responsibility of the ordering doctor to ensure that the tests were actually done and that there needed
to be a system in place that if the blood could not be taken or the blood was not collected that the doctor
would be notified. She also noted that Danny had a long history of intravenous drug use and a month
prior a nurse had made a record that he deferred a blood test in relation to another matter,
commenting that taking blood was difficult. There is no evidence that Dr Corbett considered that taking
blood from Danny would present with any problems. In any event, Associate Professor Holdgate
considered that it was reasonable that Dr Corbett presumed that the bloods would be taken and that
he would be notified of an abnormal result on the basis of there being a system for that communication
at the clinic. However, the evidence clearly shows that there was no such system inplace.

There was no PN that the bloods had been attempted. There is no evidence of the nature of any
pathology request on Danny’s file other than Dr Corbett’s handwritten word “bloods”. There is no
record of an urgent request or when the bloods should be taken. The Manager of the Medical Unit Ms
Te Maru expected that for an urgent pathology request, the doctor would hand the nurse the pathology
form. For routine pathology, the doctor would put it into a pathology tray in the clinic. She said that as
at this time in 2015, patients from whom blood was not possible to draw would be expected to have
been sent to the hospital for this purpose on the same business day. She said that any difficulties in
drawing blood should be recorded in the progress notes and the fact that there was no such progress
note for Mr Whitton on 6 November 2015 after the doctor had seen him in the morning, meant that
nobody sought to draw his blood on 6 November 2015.

Dr Corbett said that on Saturday 7 November 2015 he did not suggest to RN Bryon to take bloods
because there was no collection service until the Monday. Ms Te Maru said urgent blood collection
could have been organised at the time, including on the weekend. Counsel Assisting submits that there
was no system in place to ensure that requests for blood tests were actioned during the shift the
request was made, or that outstanding requests for blood tests were actioned by the next shift.
Consequently, the request for bloods made by Dr Corbett was neveractioned.

Mr Sergi submits that “there could be no reasonable issue that Dr Corbett did order blood tests on an
urgent basis”. He further submits that though there was a system in place for the collection of bloods it
was susceptible to failure and since 6 November 2015 GEO has implemented a more robust electronic
system. GEO submits that “the evidence of Dr Corbett as set out in the submissions served on his behalf
is also consistent with the system that was in place (as identified in Ms Te Maru’s evidence referred to
below). | do not accept that submission because Ms Te Maru’s evidence distinguished the system
applicable for an urgent blood test as compared to a routine blood test and it would appear that
Danny’s test request fell into the latter category when it should have been directed on an urgentbasis.

Any urgency as to the blood test Dr Corbett conveyed to nursing staff is not as Mr Sergi submits. Dr
Corbett gave evidence that he reviewed Danny at 10.00 am, he handwrote the pathology blood
request, he put the form in the “nurses’ job list for the day”. At that time that was a tray in the nurses’
station and in his evidence, he said he assumes that he told a nurse that bloods were to be taken.
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Though there was an 11.30 am courier collection he understood that the nurses would traditionally
action those forms in the afternoon, though someone might flick through the tray in the morning but
take the bloods in the early afternoon. The form must have been put in the tray by noon because that is
when Dr Corbett left the centre.

According to Ms Te Maru, if the bloods were considered to be urgent the doctor would hand the
pathology form to the nurse rather than put it in the tray or take the blood themselves. Danny’s bloods
could have been taken and collected by 11.30 am on 6 November 2015 as there was ample time to do
so. Dr Corbett did not recall making such a request, however, it is clear that he did not make any such
request because Dr Corbett’s evidence was that he did not consider that Danny was in such a serious
state as to get the blood test quicker — he was content to have the results that day. Given that he was
content with the form being left in the tray for the nurses to action after lunch it is unlikely that he
informed any nurse that the bloods were urgent. There was no reference in his PN or his statement of 2
September 2019 in that regard.

Ms Te Maru said that unless the pathology form had a day as to when the bloods were to be taken
written on it the nurses would treat the request as “routine” and know to action the forms in the tray
“during that week”. Dr Corbett did not give evidence about having written a day by which the bloods
were to be taken on the form and again there is no such direction in his PN. Associate Professor
Holdgate placed significance on the urine test of 5 November 2015 and the fact that it was not
repeated the following day. She considered that it would have been useful as a monitoring test for
Danny and that it could have assisted in identifying a more complex working diagnosis of gastritis. Dr
Corbett’s response to this was fairly dismissive and as he did not think it would have added much to his
review. He said that he would have ordered blood tests regardless of what the results of another
urinalysis test were, and that Danny’s presentation was not such at that time that he required
hospitalisation.

That approach accordingly places more weight on the need for Dr Corbett to have ensured that a blood
test was carried out so that he could be informed as to what was going on for Danny. Associate
Professor Holdgate opined that Danny’s colour was likely yellow from 5 November 2015 indicating
jaundice. Dr Corbett said that Danny did not have jaundice. That he didn’t perform a urine test on 6
November 2015 suggests that he had not included in his differential diagnosis kidney or liver issues. In
any event he did not record that he considered anything other than gastritis in his notes. | agree with
Associate Professor Holdgate that given Danny’s urinalysis dipstick results of 5 November 2015, his
complaint and description of pain; a suggestion that Danny may have gastritis was inadequate.

Ms Te Maru gave evidence that the fact that there was no PN on 6 November 2015 about drawing
blood meant that it was not attempted. Dr Corbett said that on the Monday or Tuesday the following
week he “chased up everyone and spoke to the boss about” why the bloods weren’t taken. He wasn’t
able to identify who told him the answer. He said “the story | got was that it got very, very busy Friday
afternoon there was a lot of code whites that took nurses off, they started taking the blood at 4, couldn’t
find a vein and by the time the courier had gone the blood didn’t-wasn’t taken”. Ms Te Maru as manager
of the unit did not give any evidence in that regard. Ms Te Maru gave evidence that if an urgent blood
test was unable to be actioned, the patient would be transferred to hospital for pathology.
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That Dr Corbett was not advised on 6 November 2015 that bloods could not be taken, and that Danny
was not conveyed to hospital to take the bloods if the nurses were unable to draw it. That there is no
PN tends to indicate that the bloods were not taken as there was no understanding that they were
urgently required and/or of the system inplace.

There is no evidence that as at November 2015 there was an adequate “urgent blood test system” in
place at the medical centre let alone a system requiring the nursing staff to clear the pathology tray the
same day as the request was placed in it. There was no system in place to notify the Medical Officer in
the event that the request could not be carried out other than an expectation that this would be done
for an urgent blood request. If the nursing staff understood that the blood test was routine and was
unable to draw blood the doctor would not be notified as the doctor would be on site during the week.
There was no system in which a copy of the pathology request was kept and since Danny’s death no
such form has been located. Such a flawed system was perpetuated by both medical and clinical
practitioners. In this case, it resulted in Danny’s medical condition not being properly investigated so
that an accurate diagnosis could be made, and an appropriate treatment planimplemented.

GEQ'’s response to Counsel Assisting’s submissions in relation to any blood testing system in the medical
centre submits that that it was “more informal, which was not surprising given the nature and size of
the Clinic.” It wasn’t just the blood testing system which was “more informal” as the poor observations;
record keeping absence of nursing attention could be described in such a way. The fact that the clinic
was small in terms of admitted patients but large in terms of prisoner population is no excuse for poor
practice, informal or otherwise. As a result of the circumstances surrounding Danny’s death, soon after
the GEO medical centre acquired an i-Stat blood testing machine so tests can be conducted on site and
the results known within 15 minutes. The pathology requests are now electronic.

Review of the care and treatment provided to Danny on 7 November 2015.

RN Bryon had been on the same shift (6.30 am t06.30 pm) the day prior but though he was the only RN
performing clinical work with 2 or 4 enrolled nurses he had no dealings with Danny. There is a nursing
standard called ISBAR (Introduction, Situation, Background, Assessment, Recommendation) system that
due to the applicable Justice Health policy was required to be followed at the GEO Junee medical centre.
RN Bryon said it was common to receive a fairly cursory handover such as “nil issues” rather than the
ISBAR check. This deficiency was identified after Danny’s death and GEO updated its clinical handover
format to comply with the policy and in-service training was implemented to ensure staff used the
ISBAR. There were only two patients in the ward: Danny and Mr E. According to RN Bryon he had been
informed by RN Wall that they were both stable with nilissues.

Nursing staff within Junee Correctional Centre’s medical clinic are required to comply with the Justice
Health policies Recognition and Management of Patients who are Clinically Deteriorating and Clinical
Observation Beds in Health Centres (Adults). SAGO charts were not consistently used in Junee
Correctional Centre health clinic in November 2015 No SAGO chart was being used to indicate that
Danny was under appropriate clinical observation and that his vital signs were monitored and recorded.
RN Bryon repeatedly said that he used a chart on 7 November 2015 and that the entry of Danny’s 09.00
am vital signs followed on from the entry made on the previous shift.
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As there was no SAGO chart on either 5 or 6 November 2015, | would have expected RN Bryon’s
evidence to have been that he discovered that there was no SAGO chart in Danny’s file and that he had
to establish one. He did not give that evidence and | am not satisfied, despite his repeated assertions,
that there was one used on 7 November 2015. The effect of not having the chart compromised a
longitudinal understanding of Danny’s condition making it more difficult to not only identify when he
was not “between the flags” but what his deterioration progression was. RN Bryon explained that at
one-point Danny’s 10.30 am blood pressure was lower than it was at 9.00 am because he had moved
from a sitting position to a lying position on the bed.

| took that evidence as gratuitous as RN Bryon’s memory was clearly not being exercised when he said
it. RN Bryon’s understanding as to why Danny was in the clinic was that it was due to drug withdrawal
and associated abdominal pain. He said he had come to that understanding from reading RN McGloin’s
PN note (which though had not been a clinical note was in the nursing PN) and seeing that Danny had
been prescribed Maxalon. The evidence in the inquest clearly demonstrates that Danny should have
been hospitalised in the morning of Saturday 7 November 2015 or as indicated by Professor Gunja. Had
the blood tests been conducted and reported on by 7.00 pm Friday 6 November 2015, the test results
would or should have prompted Danny’s hospitalisation.

Associate Professor Holdgate referred to evidence that Danny was noticeably jaundiced and that there
seemed to be a failure by clinical staff to recognise this as being indicative of liver issues. RN Marsters,
RN Wall, RN McGloin, RN Bryon and Dr Corbett all say that Danny did not appear to be jaundiced. Dr
Corbett said he looked for it on 6 November 2015 as he was aware of the urine test conducted by RN
Masters. His experience was that jaundice can be “very very hard to spot sometimes” and may not be
evident even when the bilirubin levels rise above 40-50 umol/L. The medical unit witnesses said that
the lighting is not very good in the cell suggesting that may have contributed not being able to
recognise Danny’s jaundice. Mr E said that Danny was turning yellow. | note that ambulance records do
not indicate that Danny’s skin was jaundiced but note that his eyes were. Dr Corbett pointed out that
the registrar of Wagga Wagga Base Hospital wrote three pages of notes without a mention of jaundice
until after the blood test results werein.

It is possible that Mr E said that Danny was turning yellow in front of him because he was the only
person who spent a significant period of time with Danny and was able to measure that change in him. |
accept in regard to the nurses that Danny’s skin to them was not appreciably jaundiced, they were not
looking for it and they spent minimal time with him. Observations via a CCTV monitor would not afford an
adequate opportunity to identify jaundice, let alone recognise it and perhaps the same could be said for
the lighting in the cell and the clinic generally. Dr Corbett did not see it on 7 November 2015 and that
may have been due to the lighting and the fact that Dr Corbett spent very little time with Danny as
he saw immediately that he required transfer to hospital. Dr Corbett then set out directing that that
occur and wrote the referral letter. Dr Corbett left the medical unit expecting that the ambulance
would arrive within 15 minutes.
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Associate Professor Holdgate thought that a patient with GCS 11 warranted observations every 30
minutes. Ms Te Maru was familiar with the SAGO chart which stipulates that if a patient has a reduced
consciousness, and the deterioration was not reversed within one hour of a clinical review, an urgent
response would be called for. If the patient was asleep, this would mean rousing the patient to conduct
the relevant tests. Ms Te Maru said that her practice would have been to rouse him every 10 minutes.
It has not been her experience that anyone with a GCS of 11 would improve after sleeping an hour or
two.

Counsel Assisting submits that Danny was not provided with an adequate level of observation by
nursing staff during the morning shift of 7 November 2015. Appropriately detailed progress notes were
not made by nursing staff, in particular RN Bryon, during the morning on 7 November 2015, and Dr
Corbett was not provided with a satisfactory description of Danny’s critical condition. In her second
written statement, Ms Te Maru concluded that staff had complied with policies in relation to the
management of a deteriorating patient. She resiled from this position in the inquest.

It would appear that rather than reviewing Danny’s file and requiring written reports Ms Te Maru had
relied on her expectation that staff would have complied with policies and guidelines, verbal feedback
from the nursing staff and the doctor, and the fact that Danny was transferred to Wagga Wagga Base
Hospital. Ms Te Maru said she was not aware of a difference between her expectations and the actual
practice within the clinic before Danny’s death and only became so aware following a review and
creation of an action plan in 2016.

| agree that nursing staff did not make detailed progress notes on 6 November 2015 there were none
but for a nonclinical record by the drug and alcohol nurse. Whilst | agree that RN Bryon failed to make
appropriate detailed Progress Notes and failed to conduct an adequate level of observations it is
difficult to accept that he failed to recognise and provide a satisfactory description of Danny’s critical
condition to Dr Corbett. | do accept that whatever communication there was between nurse and
doctor, RN Bryon did not counter Dr Corbett’s direction at 10.30 am to “wait and see” how Danny was
until he could attend the correctional centre. That positioning no doubt caused Dr Corbett not to be
alerted that Danny required immediate hospitalisation and that there was no time to wait.

Mr Sergi submits that Dr Corbett’s advice to RN Bryon at 10.30 am to observe Danny and call back if
concerned is “evidence consistent with the proposition that RN Bryon understood that Dr Corbett
wished there to be a significantly increased level of observation of Danny”. | do not accept that
submission. In his evidence Dr Corbett did not say that he communicated an increased level of
observation, the evidence he gave was that he assumed the observations would be hourly. According to
Associate Professor Holdgate, ideally the observations would have been at least every 30 minutes and
according to Ms Te Maru they could have been every 10 minutes until Danny’s condition improved. Dr
Corbett did not communicate any level of observations to RN Bryon. According to Dr Corbett he did not
even suggest that RN Bryon cannulate Danny. | do not accept that RN Bryon is so incompetent that he
honestly believed that “No sleep will certainly drop your Glasgow Coma Scale down when different
people check them”.
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Nor do | accept his evidence and his explanation that he failed to convey urgency to Dr Corbett because
“it wasn’t clinically indicated that it was an urgent call apart from the fact that he was a little bit, his
Glasgow coma scale was a bit down but only because he hadn’t had any sleep and he was still vomiting,
he vomited all night sorry”. 1 do not accept RN Bryon was told that Danny had been vomiting all night so |
cannot accept that he believed at the time that Danny’s GCS was explained by this nor that he believed
he would “sleep it off”. He didn’t suspect Danny had taken an intoxicant, he said he thought Danny was
in the clinic for withdrawal from substances.

| have come to the conclusion that RN Bryon sought in the coronial investigation and inquest to suggest
that Danny’s illness was not as apparently grave as it was — probably to justify the late decision to
transfer Danny as well as to demonstrate a lack of discord of opinion and action between himself and Dr
Corbett as to that decision. In his written statement RN Bryon said that Danny was sufficiently well and
able to move himself from the bed onto the ambulance stretcher. The CCTV footage totally contradicts
this evidence and shows Danny was unable to move or follow a command at all and numerous personnel
were required to move him.

Likewise, the CCTV footage does not support RN Bryon’s evidence in regard to learning the colour of
Danny’s urine as being when the ambulance personnel were wheeling Danny out (this version given in
his statement). If the CCTV footage of the entire morning had been provided to the police, the events of
the day would have been far easier to have ascertained. In this inquest, identifying what is truthful,
reliable or otherwise has been difficult as RN Bryon’s versions of events were so various. Whether the
9.00 am call to Dr Corbett was a narrative description of Danny’s presentation or a simple telephone
message to call him back, whether it was urgent or not, whether the doctor returned the call 1 % hours
later at 10.30 am, whether there was another telephone call before or after 10.30 am or advising the
doctor that Danny couldn’t be cannulated or about the colour of Danny’s urine has all been difficult to
ascertain.

There is no evidence of how many calls there really were that day nor are there notes about what was
said in the telephone calls. Accordingly, it is difficult to ascertain the content of the telephone calls. Dr
Corbett says he could not recall being told that Danny had vomited all night, that he had a GCS of 11,
that Danny had dark urine, that he had asked Danny to be cannulated or that he was later told on
another call that this couldn’t be achieved. Mr Sergi submits that “RN Bryon informed Dr Corbett that
Danny’s urine was normal and that he was no longer vomiting”.

That is an incorrect statement of the evidence and is a submission that follows from Mr Sergi saying
“RN Bryon stated that he did not recall discussing the colour of Danny’s urine with Dr Corbett” with a
footnote to the transcript. Associate Professor Holdgate thought it was not reasonable for Dr Corbett to
have advised at 10.30 am on 7 November to “wait and see” if Danny got better, “in the context of the
reason he was there in the first place which was the abdominal pain, the vomiting and the other
physiological abnormalities that haven’t been noted”. Dr Corbett sought to explain his reasoning that
he thought Danny might have been intoxicated because the cellmate told him that Danny had been to
the toilet.
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Despite Dr Corbett’s evidence that this “happened all the time” this was not supported by other
witnesses. In any event, RN Bryon didn’t share that concern and indeed it wasn’t until he was at the
prison that Dr Corbett spoke to Danny’s cellmate. Associate Professor Holdgate opined that “the clinical
staff at Junee did not adequately assess Danny and did not recognize that he was seriously unwell. They
failed to recognize his jaundice or the significance of his urinary findings, they responded slowly when
he became drowsy and confused.”

| have come to the conclusion that whilst RN Bryon did not conduct observations as frequently as he
should have, he did recognise that Danny was seriously unwell. His slow response was due to him
thinking that he had to wait for the doctor who unbeknown to him was at 9.00 am some hours away.
RN Bryon identified at 9.00 am that Dany’s GCS score measured a 2-point drop in fine motor skills and
verbal commands respectively. Danny was unable to hold a cup - he was shaking when he was trying to
hold a cup of water. RN Bryon said that Dr Corbett advised him to take bloods, but he couldn’t find a
vein to do so. Dr Corbett denied giving such a direction saying that there would be no utility in doing so
given that the blood would not be collected until the Monday. RN Bryon said that Dr Corbett did not
indicate how often to take observations but that because he was on CCTV and “we could monitor him
through that and also just go and do regular obs”. CCTV screen monitoring is certainly an inadequate
means of observation of a critically unwell patient, but RN Bryon had a multitude of other duties that
day as well as his concern for Danny must have been very stressful for him.

Being told to “wait and see” and “I’'m on my way” would have provided little support for the nursing
task that befell him. Ms Haider asked RN Bryon “Did you suggest to Dr Corbett that Mr Whitton should
go to hospital as soon as possible?” and he replied, “No. He said he was on his way, | said | could look
after him until he gets there”. RN Bryon says that he did not call an ambulance because he understood
that a doctor had to authorise a medical transfer of a prisoner. This is a misunderstanding of the policy.
However, there is no evidence that RN Bryon at any stage suggested to Dr Corbett that in his opinion
that Danny should go to hospital. Dr Corbett said that the information RN Bryon gave him over the
telephone about Danny’s condition was different to how he assessed Danny’s condition when he
attended.

| have considered whether RN Bryon did not really understand that Danny required hospitalisation or
that he mistakenly understood he had to wait for Dr Corbett to be transferred to the hospital. On
balance | have come to the conclusion that RN Bryon did think Danny required immediate
hospitalisation; he did not tell the doctor this because of a misperceived reliance and loyalty to the
doctor’s opinion and participation. He said, “We always looked after people with withdrawal; we’ve
always looked after people with —abdominal pain until they are reviewed by the doctor”.

| do not accept that RN Bryon did not appreciate that Danny’s illness warranted evacuation. Though
Danny’s vital signs observations were “between the flags” despite a drop in blood pressure, Danny’s GCS
and inability to hold a conversation, falling back to sleep together with ataxia and delirium, were
identified by RN Bryon. Danny’s condition warranted immediate hospitalisation especially since he
could not be cannulated for bloods to be taken and fluids to be given.
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Indeed, RN Bryon was asked whether he considered that Danny should go to the hospital rather than
wait for the doctor he said, “I did make that assumption, yes”. The joint decision to wait until Dr
Corbett was able to attend was a poor choice to make when Danny could have been easily transferred
to the hospital without Dr Corbett’s attendance. | note that Dr Corbett still works in the medical unit at
Junee Correctional Centre and that there have been significant systemic changes, clarified policy and
protocol and training to achieve a culture of best practice. Since giving evidence in February 2021, RN
Bryon has ceased working at Junee Correctional Centre. The inquest heard evidence that on 6
November 2015 Dr Corbett had to travel to Sydney for an urgent family matter and he left Sydney in
the early morning on 7 November 2015 to return to Wagga Wagga. Dr Corbett was unable to attend the
prison prior to 1 pm and that should have been conveyed to RN Bryon. The four hours lost may not have
altered the course of Danny’s illness but it would at least give his family confidence that on that day
Danny received the best health care that could have been afforded him in the circumstances of being
cared for by a Registered Nurse in the absence of a visiting GP.

RN Bryon gave numerous versions as to when he learned from Mr E that Danny’s urine sample taken by
GEO Intel on 6 November 2015 was “dark as coke”. He did not make a PN note of it, but it is included in
the Emergency Response Form. He was asked by Counsel Assisting why he included in his statement
(para 18) “Although | have referred to a conversation with...cellmate...in my progress note | have no
recollection of this conversation. If the cellmate had described the urine to me at this stage as “dark as
coke” | would have sought a sample and escalated his care immediately”.

He said in his evidence “...the cellmate, that was with him and he said “Geez, that was as dark as coke”
and then alarm bells went off of my head to say that usually that is a sign of kidney failure”. His evidence
was that occurred at 10.30 am on 7 November 2015. At another point in his statement (para 36) RN
Bryon said that Mr E told him this information as the ambulance were wheeling Danny out. He said in
answer to a question from Ms Haider that he rang the hospital to tell them this information because it
was pivotal information. Later in his evidence as to when he was told, he said that it probably would
have happened from 10.30 am to 12 noon when the cellmate spoke to me again”. RN Bryon said that
he didn’t take another sample from Danny but rang Dr Corbett back again and the doctor said that he
was on his way. Later RN Bryon said that he did not know if he ever told Dr Corbett this information but
he did record it on the Emergency Response Form after Dr Corbett told him to call an ambulance so
that Danny could go to hospital for “a head and abdo CT”. Another time advanced by RN Bryon was
“just before the ambulance turned up”. He said he wasn’t 100% sure when it was that Mr E told him
whether it was the first time, the second time or when he called the ambulance. RN Bryon said he
learned the information sometime between after his first attendance on Danny at 9.00 am and before
the ambulance but he had no recollection of having told the doctor.

Mr E was asked by counsel assisting “And do you recall whether you told the nurse that morning that
Danny’s urine was “dark as coke” to which he replied “Yep. Yeah...I| remember that now that you say
that, yeah”. As to when that was, he said “pretty sure it was when they done the urine on him”. He was
asked whether he meant medical or Intel and he said he couldn’t remember. He said he remembered
about the coke because “that’s when | was blowing up, saying that youse need to help him you know”. He
said that was probably the Saturday.
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On balance taking into account Mr E’s poor memory due to lapse of time, he was unable to assist me in
identifying the time at which he told RN Bryon about the colour of Danny’s urine. However, given that
RN Bryon had read Danny’s progress notes, when being told he had urinated that morning it would have
been a good information to have inquired into as to whether the colour was normal or not. That is
something that Dr Corbett might have inquired over the telephone too when told that Danny had
passed urine.

RN Bryon’s evidence in regard to when he learned that Danny’s urine was “as dark as coke” is entirely
unsatisfactory. His evidence in his statement that he was only told this by Danny’s cellmate when the
ambulance was wheeling Danny out is not born out by the CCTV footage. The last observation recorded
by RN Bryon is at 13.25 around the time that Dr Corbett left. The ambulance did not arrive until 3 pm and
despite RN Bryon being concerned that Danny was deteriorating he did not take any further
observations. He said that he looked on the CCTV and “I watched him just lay there on the bed and, and
try to get some sleep”.

That RN Bryon continued this narrative throughout his evidence to the inquest did not convince me that
on 7 November 2015 he did not think that Danny was in dire straits. His evidence when questioned by
his solicitor indicated he is a knowledgeable and experienced registered nurse. RN Bryon was left to
complete the paper work, organise Danny’s evacuation, deal with an ambulance cancellation and watch
and wait until the paramedics arrived. Mr Rees on behalf of Kylie Knight, Danny’s mother, submits that
the treatment afforded to Danny was “incompetent”, displayed a “lack of care” and “attention to
detail”. Mr Rees submits that in accordance with regulation 151A of the Health Practitioner Regulation
National Law (NSW), Dr Corbett should be referred to the Medical Council. Ms Cooper on behalf of
Darren Whitton likewise makes this submission.

| do not think that the evidence supports such a course, though at times Dr Corbett was somewhat
flippant in the witness box, it should not be taken as an indication of medical care. For example, such as
when he attended Danny on 7 November 2015 he was asked “When you got there, did you physically
examine Danny?” he said “I certainly looked at him. | poked his belly, yeah” and that he didn’t form a
view about a possible diagnosis or speak with any clinicians because “I wanted him out”. There is no
evidence to suggest that had Danny been conveyed to hospital at 9.00 am that morning, his death
would not have occurred. Sadly, the evidence suggests that even at that stage Danny’s condition was
irreversible. It should be noted that though Danny had arrived at Wagga Wagga Base Hospital it was not
until blood test results were known that Danny was treated for paracetamoloverdose.

Ms Cooper submits that had Danny been hospitalised on 5 November 2015 his death “would certainly
have been prevented” and relies on Professor Gunja’s evidence in that regard though Dr Gunja did say
that acetylcysteine should commence within eight hours of ingestion. Danny presented to the clinic well
outside that time period. The evidence does not support a finding that RN Marsters or Dr Corbett
should have at that stage transferred Danny to hospital. Associate Professor Holdgate does not provide
that opinion nor does Professor Gunja. Ms Cooper lists in her submissions the failings at the medical
centre at Junee Correctional Centre. Those issues are identified throughout these findings.
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Ms Cooper submits this list as indicative of the suboptimal care provided to Danny when he was a
patient in the medical unit at Junee Correctional Centre and that it acted as a barrier to Danny being
referred to hospital. She acknowledges the changes that have been made to the unit since that time
and notes that a patient now presenting as Danny had would be transferred to hospital rather than
being admitted. Mr Rees also includes a list in his submissions and for the most part they too are
contained throughout the findings. Mr Rees’ list includes a failure by Dr Corbett to hospitalise Danny on
6 November 2015 in light of the elevated results in the urine dipstick test of 5 November 2015. The
evidence does not support a finding that Dr Corbett should have referred Danny to hospital at that time
or in answer to another item on the list that Danny should have had IV fluids thatday.

In relation to 7 November 2015, Mr Rees’ list is contained throughout the findings, but he identifies that
RN Bryon failed to call an ambulance at 9.00 am and failed to identify that Danny’s GCS 11 required a
rapid response. The rapid response was to conduct closer observations and record them and if there
was no improvement to escalate Danny’s care. Due to RN Bryon’s misunderstanding of the transfer
protocols and his misplaced understanding that he should wait for the doctor, his escalation of care was
to call the doctor back. It is unclear due to the lack of good record keeping whether RN Bryon told Dr
Corbett about the GCS 11, but one would expect that he did. There is an inference available from the
evidence of RN Bryon that the GCS was the reason for the call to Dr Corbett, and that information was
provided to the doctor. Mr Rees is critical that Dr Corbett did not advise the medical unit on the
whiteboard that he was going to be in Sydney.

| don’t think Dr Corbett knew that he was going to be in Sydney and there is no evidence that he did not
convey to RN Bryon his whereabouts. It would have been ideal Dr Corbett had indicated to RN Bryon
that he was unable to attend Danny until some hours after RN Bryon called shortly after 9 am. In
addition to referring Dr Corbett to the Medical Council, Mr Rees submits that RNs Marsters, Wall and
Bryon should be reviewed. | do not intend to do so but that does not prevent either of Danny’s parents
to pursue such a course. Mr Rees submits that there be a recommendation that Justice Health
undertake a review of the staffing levels, training and competency of health staff at Junee Correctional
Centre. | decline to do so given the passage of 6 years and the changes made at the Centre since
Danny’s death.

Changes made at Junee Correctional Centre

Following Danny’s death GEO Health addressed the issue of recognition and management of clinically
deteriorating patients by introducing in-service training around the use of SAGO charts and “between
the flags” principles. Ms Te Maru thought medical and existing staff could benefit from refresher
courses. The OUCM is now redundant, and in any event if it ever had been in use, it was not by the
nurses who gave evidence in the inquest. RN Bryon’s evidence was that in 2015 a nurse was unable to
call an ambulance without the doctor’s approval. RN Duddy said that such authorisation can be given
over the telephone if the doctor is not in the clinic. As to the policy in 2015 for calling an ambulance, Ms
Te Maru’s attention was drawn to a policy that existed in 2015 called the Transfer Protocol for Wagga
Wagga Base Hospital (the 2015 protocol) relating to the circumstances in which a patient might be
transferred to the base hospital.
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Ms Te Maru, said that she disagreed with RN Bryon’s evidence that there was a general policy that a
nurse in his position was unable to call for an ambulance without permission from a doctor, and
thought RN Bryon misunderstood the policy. Ms Te Maru said the relevant policy allowed for a nurse to
call an ambulance and then inform the correctional group without contacting first the health services
manager or a person of higher rank than the registered nurse on duty. Given the time that Danny
ingested the paracetamol and his noted deterioration on the morning of 7 November 2015, had RN
Bryon called an ambulance at 9.00 am, it is unlikely that there would have been a better outcome for
Danny as the damage had been done and he was in multi-organ failure. However, the evidence
warrants a finding that an ambulance should have been called at least by 10.30am.

The 2015 protocol was part of the Junee CC Primary Health Care Manual — Emergency Clinical Guidelines
and was applicable in November 2015. The policy was referred to in oral evidence and later provided to
those assisting the Coroner on 2 August 2021 and entered into evidence.

The protocol indicates the procedure following the nurse’s completion of several urgent information-
gathering and resuscitation steps (underliningadded):

a. [6] If the condition of the inmate warrants transfer to the base hospital, phone ambulance
control on 000 or 131233 to arrange a transfer.

b. [7] Only the Doctor or General Manager can authorise the removal of a patient from the Centre
and must be notified as soon as possible of all Patients transported out.

c. [8] Inform Central Control. Central Control is able to inform shift manager (Correctional
Manager Operations), Front Gate Officer

d. [9] Complete Section 24 (Removal of Prisoner from Centre). Delegate this task if necessary.

e. [10] Complete Consultation Emergency Room Referral if time permits. Hand enveloped original
to ambulance officers.

f.  [11] Notify Wagga Base Hospital A&E Department of impending arrival of inmate through
switchboard.

g. [12] Inform Doctor of action taken.

h. [13] Inform Health Services Manager of action taken

i. [14] Complete Incident/Assault Report [15] Update Medical Record
The Nurse is then required to inform the Nurse Manager and Justice Health of the action taken. The
protocol was apparently approved by the Centre Medical Officer, although there is no signature on the
foot of the document confirming suchapproval.

The current policy dealing with the transfer of patients from Junee Correctional Centre to hospital was
published on 21 January 2021 and is called the Emergency Hospital Transfer and Daily Status Update
(the 2021 policy). Relevantly the policy provides:

j. “The decision to transfer a Custodial Patient to hospital is made by either medical and/or
nursing staff based on clinical assessment and the determination that the acuity of the Custodial Patient

warrants further assessment and/or treatment at an external hospital.”
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The 2021 policy provides that nursing staff are to make every effort to advise the Shift Manager or Code
Co-Ordinator to what kind of escort is required and are required to complete forms to be kept on JHeHS
system. In the case of the transfer of prisoners for serious incidents involving life and death situations,
the Health Services Manager (HSM) must be immediately advised of the transfer or if after hours within
four hours of its occurrence.

Health Related Emergency Response and Emergency Clinical Guidelines (the Guidelines) accompany the
2021 policy and provide that custodial patients are required to be given 24-hour access to emergency
health care at Junee Correctional Centre, including access to nursing staff and telephone advice or
personal attendance by a medical officer 7 days a week. Nursing staff are responsible for leading the
coordination and management of a health-related emergency. According to the Guidelines, one
registered nurse will assume the role of Health Coordinator and act as liaison with the Shift Manager or
Code Coordinator regarding the attendance of an ambulance, the medical officer and advising of the
patient’s transfer. The guidelines reiterate that the decision to move the patient from the incident
location to an external hospital will be made by the nurse or GP. The guidelines expect that all Junee
Correctional Centre correctional and health staff are trained and orientated in relation to their
respective responsibilities in a health- related emergency, with the HSM responsible for ensuring health
staff are adequately trained and adhere to reporting requirements.

Counsel Assisting submits that the 2015 protocol was ambiguous as to whether a nurse could transfer a
prisoner without the doctor’s authorisation which may have given rise to different understandings and
approaches by nursing staff. The 2021 policy now makes it clear that a nurse does not require a
doctor’s authorisation to transfer a patient. However, counsel assisting noted that at the time the
nurses gave evidence in February 2021 they were likely not trained about the then recent policy and
guidelines and suggests a recommendation that the GEO ensure that training occurs so that all health
staff are aware that nurses can call an ambulance to transfer a prisoner without a doctor’s
authorisation.

Counsel Assisting also referred to a change in the use of the cells in the medical unit. The evidence is
that the medical unit has undergone significant renovation so that rather than two accommodation
cells there are now eight. However, unwell prisoners are no longer accommodated in the medical unit
except those who require observation in CCTV monitored observation cells “for the sole purpose of
monitoring patients with deteriorating mental health. Counsel Assisting noted that the 2021 policy
indicates that a prisoner who is returned the correctional centre from the hospital may be placed in an
observation cell or a treatment room. That policy seems to require clarification that it applies to only
mental health patients as the observation cells are, according to the Junee Corrections Centre
Operating Manual not for any other use.

Counsel Assisting pointed out that GEO Health were in August 2021 reviewing the local policy regarding
the observation cells within the health centre and suggests a recommendation that the policy
accurately reflects the importance of regular monitoring and notation, recognition of signs of
deterioration inpatients and clear procedures for escalation for the particular facilities and
circumstances that exist at the Junee Correctional Centre health clinic.
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| have not seen the policy and would presume though that considering the purpose of the policy it
would address those matters. Junee Correctional Centre health staff need to be aware of the relevant
Justice Health and NSW Health policies. Whilst Justice Health staff have the benefit of training and
education on the Health Education and Training Institute (“HETI”) platform, GEO health staff do not.
GEO Group suggest a recommendation that “Justice Health advocate on its behalf to the Ministry of
Health for GEO health staff at Junee CC to have access to training on the HETI system”.

However, | decline to make such a recommendation due to Mr Lynch’s submission on behalf of Justice
Health that provides compelling reasons why such a recommendation would not be made:

The Health Education and Training Institute (HETI) provides training and education to clinical and non-
clinical staff, trainers, managers across the NSW Health system. HETI is a statutory health corporation
established pursuant to the Health Services Act 1997 (NSW). It is therefore a distinct legal entity to Justice
Health and has its own Chief Executive and Board who report to the NSW Health Secretary and NSW
Health Minister. Justice Health has no involvement or authority in respect of the day- to-day business of
HETI, including the determination of which agencies or parties have access to HETI training systems.
Justice Health is not in a position to advocate on behalf of any private company, including GEO with
respect to access to HETI. Although Justice Health does not oppose GEO having access to the HETI
system, this is a commercial decision which must be made by HETI, the NSW Ministry of Health and the
GEOGroup.

Paracetamol

The evidence in the inquest demonstrated that prisoners have ready access to paracetamol and
that some, probably a lot, stockpile it. The ready access is due to the policy that a prisoner can attend
the pill dispensing counter and receive up to six tablets for a 24-hour period on a nurse-initiated
administration. After three days if the prisoner continued to request same, he would be assessed by the
nurse. The protocol required the prisoner to ingest two of the tablets at the counter and take four
away. Dr Corbett was shown Danny’s medication chart and confirmed that from 2-9 October 2015
Danny obtained paracetamol tablets every day over the course of the 8 days. According to the records
this amounted to 46 tablets. This was in the addition of Danny’s daily Naprosyn which he had been
prescribed on 17 August 2015. On the basis that Danny had to ingest 2 tablets each of the 9 days before
leaving with the remainder he could have stockpiled up to 28tablets.

The hoarding of medications was well known at Junee Correctional Centre and Dr Corbett tried to
initiate the reduction of the dispensing of paracetamol as an attempt to combat this. However, he said
this proved unsuccessful due to the ongoing need for pain relief in prisoners with dental and other pain-
inducing issues. Dr Corbett also knew that correctional officers would sometimes find a bag of
medication and dispensing staff were asked to identify which inmate the medication corresponded to.
Mr E said that prisoners would stockpile paracetamol and exchange it for “buy-ups” or other items.

Mr E described paracetamol as the “wonder drug of the Corrective Services” because it is given out so

frequently — this made stockpiling easier. In Mr E’s experience, there was no education whatsoever
given to prisoners about the risk of liver failure from excessive paracetamol.
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He agreed that many prisoners believed that taking paracetamol in large doses would get them ‘stoned’
because they did not understand it was the codeine ingredient that had the ‘stoning’ effect. Since 2015
there had been a policy change to reduce the amount of daily paracetamol. Since 2014, training in
“Identifying Inmates under the Influence” has been delivered to correctional staff at Junee CC. The
training notes that “paracetamol is the most common cause of intentional self-harm and acute liver
failure.” The training does not, however, provide guidance on recognising the signs of paracetamol
toxicity and how it should be treated. Counsel Assisting suggests that there are opportunities for better
education to both prisoners and those working in correctional centres about the dangers of paracetamol
toxicity and the recognition and treatment ofit.

Professor Gunja gave evidence that acetylcysteine, ideally administered within eight hours of a
paracetamol overdose, is an effective antidote. Though he agreed that it may have had benefit for
Danny on 6 November 2015, given that Danny had not presented to the medical clinic until over 36
hours after he had ingested it, even if the acetylcysteine had been administered then, its effectiveness
is seriouslydiminished.

Counsel Assisting put forward recommendations dealing with paracetamol toxicity as follows:
That Justice Health, in partnership with CSNSW (including privately operated correctional centres):

e promote better education amongst the inmate population throughout NSW of the dangers of
paracetamol overdose.

e Provide training to correctional staff and health staff at correctional centres throughout NSW
on recognising and treating paracetamol overdose; and,

e Ensure that correctional centres are stocked with antidote acetylcysteine and medical staff are
trained in the correct administration of the antidote

e That the GEO Group Health Services make available in the health clinic at Junee CC the
paracetamol toxicity antidote acetylcysteine”

Mr Pickering on behalf of CSNSW opposes the recommendations and nominates that Justice Health is the
appropriate organisation to address those recommendations. Ms Berberian on behalf of GEO also
opposes the recommendations and adopts Mr Lynch’s submissions on behalf of Justice Health. Mr
Lynch on behalf of Justice Health says that paracetamol overdose is uncommon within the prison
cohort despite its ready availability. Justice Health supports the education of prisoners in terms of the
general advice readily available in the community which is “do not take more paracetamol you are
prescribed”. Mr Lynch says that the Justice Health Consumer Medicines Information (CMI) for
paracetamol attached to the Adult Nurse Initiated Medication Protocol advises “Prolonged use of
paracetamol without medical supervision may be harmful. Contact the medical officer immediately if you
have taken too much paracetamol”.
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Justice Health would support a recommendation that it review the wording of the paracetamol CMI.
The CMI should be reviewed to include in its warning the issue of misuse or overdose and set out the
risk of harm and the range of possible symptoms at which a person should seek medical attention.
Justice Health does not support the suggested recommendation relating to training correctional and
health staff to recognise and treat paracetamol overdose. Mr Lynch points out that it is extremely
difficult to diagnose paracetamol overdose based on physical signs or symptoms and that a patients
reported clinical history and pathology, including testing for serum paracetamol concentration in blood
isrequired.

Mr Lynch says that there is more benefit in providing education to corrective services and medical staff
which identifies and raises awareness that paracetamol overdose can occur as a result of excessive
consumption of paracetamol. An information sheet prompting staff to inquire with an inmate as to the
qguantity of paracetamol ingested when they present would be useful. Such information would assist in
determining the appropriate clinical management of a patient, particularly in circumstances where
paramedics, clinical staff and/or after-hours doctors (ROAMS) become involved. Counsel Assisting’s
recommendation regarding acetylcysteine is also opposed by Justice Health. Aside from pointing out
that there was no evidence led in the inquest about this, Mr Lynch explained in his submissions the
complexities of acetylcysteine and why a paracetamol overdose requires review by an Emergency
Department team to determine the appropriate treatment, and patients who are suspected of suffering
from paracetamol overdoses ought be transferred directly to a hospital for immediate management.

For those reasons | decline to make recommendations as advanced by Counsel Assisting. It is necessary
however to make the recommendations suggested by Mr Lynch which helpfully meet those put forward

by counsel assisting.

GEO Intelligence Urinalysis

An issue that was not identified during the coronial investigation but came to light in the inquest was
the apparent relationship between GEO Intelligence and GEO Health staff in two particular respects. The
first was the provision of lists of prisoners and their medication to GEO corrections so that when a
prisoner was required by GEO Intelligence officers to undergo a random urinalysis sample, the tester
would know what drugs should or should not be in the sample. Without inquiring into the policy
arrangements of that relationship the inquest heard evidence that Danny’s medical attention was
delayed on 5 November 2015 because RN Marsters was under instruction that the list was required on a
prioritised basis that morning.

Though RN Marsters said that he did not understand that it was urgently required, CO Withers was
under the impression it was as she had to clear the area to allow RN Marsters to undertake the task and
she thought that the direction to RN Marsters “hindered him having to complete his own tasks and also
seeing the other inmates that were there for sick parade as well. Mr. Doherty gave evidence that his
understanding that such lists were prepared by the nurse over the night shift and were generally not
urgent but there may have been some imperative attached to it that day.
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Ms. Te Maru expectation is that it was not a priority for a nurse to provide a list upon request to Intel for
urinalysis when a patient requires care. It would appear that RN Marsters prioritised the provision of the
list to GEO corrections over his duties to provide medical care to prisoners. That he was able to rely on
CO Withers to observe Danny and report to him those observations is not an adequate practice. One
remark in regard to the practice generally, GEO should ensure that in adopting such a practice it is not
imposing upon its medical and clinical staff a risk of breaching patient confidentiality and placing at risk
prisoner patienthealth.

The second aspect relates to RN Marsters sending to Mr Doherty an email at 3.09 pm on 5 November
2015 which said:

k. Hi Wayne

I. Danny Whitton presented to the clinic this morning c/o nausea and vomiting. He denies any
drug use, but his observations seem to indicate otherwise.

m. Requesting a drug urine screen please. Regards

n. Alf Marsters RN

The email was copied to Ms Te Maru. Mr Doherty sent a response email at 3.10 pm requesting an officer
to add Danny to the list for 6 November 2015. Ms Te Maru was again copied into that email chain.
Justice Health CSNSW and GEO Group collecting ‘personal information’ or ‘health information’ from an
individual, to ensure that the information is safeguarded from unauthorised disclosure and that any
dissemination of the information is in accordance with legislation and policy which governs such
disclosure.

Additionally, cl.288(2) of the Crimes (Administration of Sentences) Regulation 2014 (CAS Regs) requires
that correctional centre prisoner medical records are not to be divulged to any person outside Justice
Health except in accordance with guidelines established by the Chief executive of Justice Health. There
were applicable “Guidelines on the Use and Disclosure of Inmate/Patient Medical Records and Other
Health Information”. Though Danny signed a consent for Justice Health to disclose health information
“that was reasonably necessary for the functions of CSNSW...under Justice Health’s duty of care” to
Corrective Services NSW he did not provide such consent in relation to GEO.

Mr Doherty also said the email request made by RN Marsters was not common practice, although he
could not recall whether this was the first time it had happened. He said that a report from any staff
member in the health centre that would warrant that the inmate be targeted for a urinalysis test may
arise because “that's the action they're trained to make sure happens”. However, despite the policy
requiring a written report from a medical officer that was not the practice in 2015 or currently. He said
expectation of making a report was more relevant to custodial staff and there was no expectation that
nursing staff report such observations to the Intelligence Group, although he understands the policy to
mean requests for urinalysis tests could come from medical or correctional staff.
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Mr Doherty states that there is no specific policy setting out when medical staff might request Intel to
conduct urinalysis on aninmate.

RN Marsters was unable to say why he sent this email other than that he may have been confused as to
the task he had engaged in earlier that day providing to Intel the list of other prisoners’ medications. He
accepted that neither task was for a therapeutic purpose. Despite this evidence he and Mr Doherty
said it was not common practice and Ms Te Maru said that despite being copied into the email was
unfamiliar with such. Counsel Assisting suggested that | might consider a censure in these findings
rather than a referral of RN Marsters under s151A (2) of the Health Practitioner Regulation National
Law (NSW). Alternatively Counsel Assisting suggested that | could find that “...Given that RN Marsters
mistakenly thought that his duties as an employee of GEO Group required such notification to the Intel
group, it may be that rather than a referral that the Coroner recommend to GEO that such a practice not
be repeated andto ensure that their health service providers are not requested to engage in correctional
matters”.

Ms Haider supports such a course and points out that if RN Marsters breached the Regulations so did
Mr Doherty and probably Ms Te Maru. However, | do not accept her submission that RN Marsters
thought that his email was “a misguided but honest attempt to assist the patient”. Counsel assisting
also suggests a recommendation that GEO provide clear guidance and training to health service and
correctional staff about the permissible collection, use and disclosure of health information. Ms Haider
correctly submits that all nurses including the health service manager were aware of the practice of
GEO Intel asking nursing staff to assist in the detection of offences by providing names of inmates and
their medication. Ms Haider says that the information is provided without the consent of each patient
and it appears to have no therapeutic purpose but that there was a possible overlap between security,
patient safety and therapeutic carefunctions.

On behalf of GEO Ms Berberian says in her submissions “GEO considers the email request by RN
Marsters to Mr Doherty on 5 November 2015 was an anomaly and one which was entirely inconsistent
with the confidential nature of the therapeutic relationship. GEO accepts that such a disclosure is likely
to perpetuate a general reluctance in inmates being forthcoming about their presenting histories and
hence prohibitive to provision of appropriate health services. Whilst GEO considers that it is not
necessary to educate the health staff about such fundamental matters as preservation of health
information confidentiality, GEO would be more than willing to provide training to health staff about
the permissible collection, use and disclosure of health information.” GEO considers that the extension
of that training to correctional staff as recommended by Counsel Assisting is not appropriate given this
is an issue which relates specifically to health staff”.

There is no evidence from GEO that they have carried out an audit and confirm that RN Marsters’ email
was an anomaly. Though one would hope it was the language of the email and the unquestioning
response from Mr Doherty would suggest otherwise. | do not accept that the training should be
restricted to health staff as the evidence in this inquest demonstrates that GEO correctional staff are
engaged in health matters more than what one would expect and given that GEO employs both sectors
it is important that the separation of their functions is implicitly and explicitly understood.
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Further, Mr Doherty did not question the email nor did the officers who he directed to carry out the
task — even though Danny was in the medical unit. The evidence in this inquest demonstrates that a
prisoner might not seek medical care for fear of a punitive rather than a therapeutic response and it needs
to be addressed at Junee Correctional Centre. Ms Berberian takes issue with the term “punitive” but in her
submissions she overlooks the fact that a prisoner’s refusal to provide a sample and the outcome of a
“dirty urine” can be met by charge and penalty and placing a prisoner in segregation for the good order
of the prison. | am of the view that the recommendation put forward by counsel assisting is necessary
as the evidence demonstrates that both corrections and medical staff have, even unwittingly, involved in
inappropriate disclosure and use of health information and tasking.

Sufficiency of information provided to police investigating Danny’s death-Incident Package

An issue that arose during the inquest included the information contained in the Briefing Package
provided by GEO to the police officer Detective James who was tasked with preparing a brief for the
coroner. Counsel assisting submits that GEO Group should have ensured that all incident reports, log
books, briefing notes and other relevant material were provided to investigating police and/or those
assisting the Coroner in a timely way and not 5 % years after they were written. Mr Scott Brideoake,
General Manager of Junee Correctional Centre at the time of Danny’s death, said that the “practice was
to collate the incident reports of staff who had relevant interactions with an inmate and for a briefing
note to be prepared” and provide this to the Corrective Services Investigation Unit (CSIU) of NSW Police
Force as part of the ‘Incident Package’. He said Mr Doherty was tasked with preparing the Incident
Package and briefing note. Mr Doherty gave evidence that he, at that time, had not previously engaged
in such a task and sought advice from other managers about what to include in the package.

Later, it was apparent that it was Mr Brideoake who settled and provided the package to the Detective
James. As part of the original internal investigation by GEO Group, Mr Doherty interviewed Mr C on 9
November 2015 and made a briefing note containing that conversation. However, the briefing note that
was included in the Incident Package to Detective James had been amended from the original version
thereby removing any reference to the interview with Mr C. The longer, fuller briefing note was
produced for the first time to the inquest as WD-1, attached Mr Doherty’s statement dated 12 May
2021.

In oral evidence, Mr Doherty had no explanation for why the briefing note he wrote on 9 November
2015 had been edited and that there were two versions. He said a number of senior staff had access to
the electronic document. After giving his evidence Mr Doherty provided an explanation in a further
statement that he had excised reference to Mr C’s interview as he was advised to do so by other
officers. | note that Detective James also interviewed Mr C on 9 November 2015, and it may be due to
that fact that the version provided to Mr Doherty was considered unnecessary. If that was the case, that
is unfortunate as the contents of the interviews taken together would have assisted the investigation and
the inquest. More important was the list of witnesses and their incident reports. On 11 November 2015
CO Withers made an incident report relevant to 5 November 2015. Her name and copy of her report
was not included in the Package.
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The identity of Mr E as being a cellmate when Danny deteriorated was not known until the inquest was
well on foot. In his second statement Mr Brideoake conceded that a number of correctional officers’
incident reports obtained by GEO should have been included in the report but were not. He did not
offer an explanation as to why they were not. The investigation also experienced the all too common
problem of not having access to the names of the clinical and medical providers who dealt with Danny.
Statements were not taken until over 3 years later. Given the paucity of note making in the clinic,
reliance on memories affected the reliability of evidence.

Ms Berberian submits that Detective James’ investigation was on a very different trajectory than that
which was the focus of the inquest. Detective James determined that Danny’s continued use of illicit
drugs, specifically (an overdose of methadone and buprenorphine) coupled with the fact his liver was in
poor condition contributed to his multi-organ failure. He found that “no policy or procedures were
breached” in relation to his death in custody. He determined that there should be no recommendations
as there were no issues with any care and treatment at the clinic and that Danny was sent to hospital as
soon as it became apparent his condition was deteriorating. Further he commended Junee Correctional
Centre’s attempts to stop prisoners from diverting methadone and buprenorphine and stated that it
should be best practice used in all prisons. Ms Berberian correctly identifies that the police investigation
did not focus on the medical treatment at the unit and it was not until the reports of Associate
Professor Holdgate and Professor Gunja in 2019 that it became an issue. The problem of determining
what issues should be investigated and what evidence should be obtained in this case highlights the
need for better supervision from the outset which may now be improved given the commencement on
24 September 2021 of Coronial Practice Note 3 of 2021 relating to Deaths in Custody which will also be
accompanied by the First Nations People Draft Protocol.

However, the determination of what “incident” is relevant to be included in the package could have been
identified by Mr Doherty as being the incident referred to by Mr C when he said that bags of
regurgitated methadone are passed under the doorway to a prisoner and for Danny this occurred on
buy up day. Mr C and other prisoners also told Detective James about Danny’s movements until he
went to the clinic. CCTV in relation to Danny from buy-up day until he left the prison on 7 November
2015 could have been kept — he was in a video recorded observation cell for about 48 hours. Its utility is
particularly relevant for this case given the poor record keeping and observations and work practices
inside the medical unit. This could have been identified by GEO as operators of both the correctional
and health services. Detective James did not seek it, nor did GEO provide it. Danny’s death was not
understood to be anything other than a self-inflicted accidental drug overdose and this inquest shows
that such a bias is a disservice to not only t h e coronial investigation but more importantly to Danny and
his family who need answers as to what happened to him.

Keeping the CCTV Footage for Coronial Investigation

Mr Doherty gave evidence that CCTV footage is available for six weeks. CCTV footage was available for
the entire time Danny was at the clinic, but the only footage secured and provided to the investigation
was the “incident” of Danny being admitted into the clinic the afternoon of 5 November 2015 and the
“incident” when he exited the clinic in the afternoon of 7 November2015.
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Mr Doherty’s determination of what footage to copy and keep was guided by advice from either the
Deputy Operations Manager or the Operations Manager that only these parts were “recordable
incidents “and relevant to the investigation. This was despite not knowing the cause of Danny’s death,
there being reports of Danny vomiting, showering for long periods in the day or other movements
made by Danny during this time in the clinic. Mr Doherty said he was new to the role and had not dealt
with a similar matter previously so relied on advice. Though the policy relating to CCTV footage states
that “all recordings of evidentiary value must be downloaded from the CCTV system”, there is no
guidance as to what is considered of evidentiary value. As Ms Berberian submissions addressed it may
well be dependent on what the focus of the investigation is.

Though the responsibility for managing the CCTV footage fell to the Correctional Manager, Intelligence,
which at the time was, ironically Mr Doherty himself, he did not hand it to the investigating police. Mr
Doherty said that he understood that the process was that the police would arrive at the centre and
would view it to see if it was relevant. Mr Brideoake said that Junee CC was guided by any further
requests for information and assistance from the CSIU. Though the provision of information appears to
be as good as the request made for it, these issues could not be progressed at the inquest as Detective
James was not available. Ms Ainslie Wood, former Contracts Compliance Manager GEO Group, could
not explain why CCTV might be available from 5 and 7 November 2015 and missing from 6 November
2015, as it has been “standard practice for a long time that CCTV footage is captured in relation to the
death in custody”. Ms Wood said that since Danny’s death, efforts are made to capture relevant CCTV
from at least 24 hours before a person’s death in custody. The evidence in the inquest demonstrates that 24
hours would be the bare minimum and each case should be carefully assessed, any error should fall on the side of
caution. Counsel Assisting suggests a recommendation that all CCTV footage for up to 7 days be kept until the
coronerinvestigatingthe death ordersotherwise.

Mr Pickering on behalf of CSNSW submits that selecting and keeping 7 days of footage would involve
the need for correctional officers to look at multiple CCTV cameras throughout the correctional centre
and taken Statewide that would amount to thousands of hours of time. He submits that the
recommendation therefore is impracticable. Ms Berberian for GEO adopts this submission. It is unclear
how “thousands of hours of time” are calculated. Most prisoners are locked in their cells or their pods
for up to 16 hours a day, their movements such as going to the clinic, the yard, being in the common
area, going to education or welfare or the phones are or should be generally known. In Danny’s case,
his whereabouts were known from the moment he left the pod and went to the clinic. He spent two
days in an observation cell which unlike most cells has CCTV recording 24/7. Further, there is thankfully,
not the large number of deaths in custody in NSW which would make such a task impracticable. The
hours spent in copying and keeping the footage would likely save the more hours which are involved in
a coronial investigation and inquest to determine what had happened. The identification and securing of
relevant evidence in a correctional centre should be better achieved by the commencement of the
Coronial Services PN 3 0f2021.

Buvidal Depot Program
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The UNLOC-T Clinical Trial of the Depot Buprenorphine (Depot) in the correctional system began in
November 2018. NSW Health sponsored the program and by January 2020 the Buvidal Depot program
was rolled out across the correctional centres of NSW. The Depot is used in place of the
methadone and involves a weekly or monthly intramuscular injection of a slow-dissolving gel. It is
therefore incapable of being diverted. All inmates requiring OST are now started on the Depot as
opposed to methadone. Fewer resources are required, and the old triage system is not necessary.

The Depot program is apparently very successful in preventing diversion of prescribed opioid medication.
As at 18 May 2021, in Junee CC, of the 161 inmates on the OTP (formerly OST) Program, 120 were on
the Depot. In Mr E’s opinion, as an inmate with many years’ experience in custodial settings, the
introduction of the Buvidal injection program was “the best thing they could have done in the gaol
system”, as it prevents diversion and ‘stand- overs’. RN Bryon said that prisoners will trade anything,
and it still goes on. Mr A was in custody when he gave evidence and was asked about the difference
between the OST program in 2015 and the recently released depot program. In his experience the
depot program is much easier to access compared to the methadone and buprenorphine programs
saying: “Methadone they just straight out refuse you and back then there was Bupe but they would
straight out refuse you for that too. There’s no way. Now, with the injection, it’s only been around for
maybe a year, year and a half, it’s pretty easy to get onto.”

| agree with Mr Rees’ submission that had Danny been able to access the OST program he wouldn’t
have used illicit and dangerous drugs whilst in prison. Mr Rees submits that there is still a delay in
prisoners accessing the program and that as at May 2021 there were at least 41 prisoners receiving
liquid methadone at Junee Correctional Centre. He puts forward a recommendation that all Opiate
Agonist Treatment (OAT) should be intra muscular injection, and staffing levels at Junee Correctional
Centre be reviewed to ensure a reduction in the waiting time for eligible custodial patients to
commence OAT. | decline to make this recommendation.

It was an issue completely outside the scope of this inquest. There is no evidence to suggest that the wait
time has anything to do with staffing levels. Rather, applications for OST are submitted to Justice Health
and then determined by the Pharmaceutical Regulatory Unit of NSW Health. When Danny was
transferred to the Royal Prince Alfred Hospital in Sydney, CSNSW communicated with Danny’s parents
so they could attend hospital. Danny was on life-support and his parents were understandably
extremely stressed and upset.

Despite being on life support Danny was under guard as he was in lawful custody. Ms Knight found the
experience traumatising and was upset with how she was treated by the officer in charge and corrective
services custodial officers. The inquest heard evidence from two of those officers.

The officers were required to comply with policy but Ms Cooper points out in her submissions that
CSNSW policy that applied in November 2015, 13.2 Deaths in Custody, Corrective Services NSW
Operations Manual does not address any procedure around hospital admission under guard and how
staff should communicate with family members in the event an inmate is in a serious condition in
hospital.
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One of the incidents involved when Danny’s life support was turned off and his mother wanted to
physically touch him to be with him but was told that she was unable to as it was a crime scene. CO
Moisan denied using that terminology but rather said “Please ma’am, you cannot touch the body”, and
“I'm sorry, it’s the procedure”.

The police officer in charge then told Ms Knight that she could be with Danny. The Corrective Officers
had received no training about dealing with family in such situations and were open to the opportunity
should it be provided. Ms Cooper suggests that a recommendation be made to CSNSW that they
develop best practice guidelines for communications with families, in particular for First Nations deaths
in custody cases. Mr Pickering on behalf of CSNSW submits that “the Corrective Services Officers in
attendance at the hospital acted in compliance with their operational guidelines and in a professional
and appropriate manner in what were difficult and emotional circumstances”. He does not address the
suggestion of a recommendation. | accept that submission and | think the evidence was insufficient for
me to conclude that specific training in relation to this is required. It is hoped that the Coronial
Direction PN 3 of 2021 together with the First Nations Protocol will go some way in improving
relationships between families and their loved one.

Conclusion

Identity: Danny Keith Whitton

Date of Death: 9 November 2015

Place of Death: Royal Prince Alfred Hospital, Camperdown, Sydney NSW

Manner of Death: Danny died after ingesting an overdose of paracetamol at Junee Correctional Centre
operated by GEO Group Australia Pty Ltd. Danny’s condition was not appropriately investigated as
blood tests were not actioned and Danny’s condition was not appropriately monitored, his
deterioration was not appropriately actioned in a timely manner due to overall suboptimal care and a
significant misunderstanding of the transfer procedure of a patient from the health clinic at Junee
Correctional Centre to the Wagga Wagga Base Hospital. Danny’s condition was irrecoverable despite
appropriate intervention at that hospital and then his transfer to the Royal Prince Alfred Hospital.
Danny died whilst he was in the custody of Corrective Services NSW.

The Recommendations

To GEO Group Australia Pty Ltd

e Ensure that training occurs so that all health staff is aware that nurses can call an ambulance to

transfer a prisoner without a doctor’sauthorisation.

e Ensure that GEO Health Service policy accurately reflects the importance of regular monitoring
and notation, recognition of signs of deteriorationinpatients and clear procedures for
escalation for the particular facilities that exist at the Junee Correctional Centre health clinic.
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e Provide training to health staff and corrections staff about the permissible collection, use and
disclosure of healthinformation.

To Justice Health and Mental Health Forensic Network

* Provide training to staff which identifies and raises awareness that paracetamol overdose can
occur as a result of excessive consumption of paracetamol.

e Develop an information sheet for health and correctional staff which will prompt staff to
inquire with an inmate as to the quantity of paracetamol ingested when they present and
provide pathways for staff to take regarding any paracetamol overdose.

* Conduct a review of the Paracetamol Consumer Medicines Information to ensure it includes a
warning about the misuse or overdose of paracetamol, the risk of harm and the range of
possible symptoms and an indication as to when a person should seek medical attention.

Corrective Services NSW (and on behalf of privately operated correctional centres in NSW including
GEO Group Australia Pty Ltd)

* Provide training to staff which identifies and raises awareness that paracetamol overdose can
occur as a result of excessive consumption of paracetamol.

e Provide information to inmates which identifies and raises awareness that paracetamol
overdose can occur as a result of excessive consumption of paracetamol.

* Implement policy and practice to retain a copy of CCTV footage capturing the last 7 days of
movements of a person who has died in custody and only release such footage upon an
indication by a senior coroner that such footage is no longer required for the coronial
investigation andinquest.
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2. 24535 of 2016

Inquest into the death of YW. Inquest findings delivered by Deputy

State Coroner Lee at Lidcombe on the 9" December 2021.

Introduction

On the morning of 23 January 2016 YW was found suspended from a ligature, with no signs of life,
inside a cell at a correctional centre. YW was only 19 years old and had entered lawful custody some six
weeks earlier on 15 December 2015. Following a mental health assessment conducted on 24
December 2015, it was identified that YW required a review by a psychiatrist. However, due to an
administrative error this review, which should have occurred prior to 23 January 2016, did not take
place.

Why was an inquest held?

Under the Coroners Act 2009 (the Act) a Coroner has the responsibility to investigate all reportable
deaths. This investigation is conducted primarily so that a Coroner can answer questions that they are
required to answer pursuant to the Act, namely: the identity of the person who died when and where
they died, and what was the cause and the manner of that person’s death.

When a person is charged with an alleged criminal offence, or sentenced after being convicted of a
criminal offence, they can be detained in lawful custody. By depriving that person of their liberty, the
State assumes responsibility for the care of that person. Section 23 of the Act makes an inquest
mandatory in cases where a person dies whilst in lawful custody. In such cases the community has an
expectation that the death will be properly and independently investigated. A coronial investigation
and inquest seeks to examine the circumstances surrounding that person’s death in order to ensure,
via an independent and transparent inquiry, that the State discharges its responsibility appropriately
and adequately.

In this context it should be recognised at the outset that the operation of the Act and the coronial
process in general, represents an intrusion by the State into what is usually one of the most traumatic
events in the lives of family members who have lost a loved one. At such times, it is reasonably
expected that families will want to grieve and attempt to cope with their enormous loss in private. That
grieving and loss does not diminish significantly over time. Therefore, although an inquest into YW’s
death is mandatory, by virtue of him being in lawful custody at the time of his death, it should be
acknowledged that the coronial process and an inquest by their very nature unfortunately compels a
family like YW’s to re-live distressing memories several years after the trauma experienced as a result
of a death, and to do so in a public forum. This is an entirely uncommon, and usually foreign,
experience for families who have lost a loved one. It should also be recognised that for deaths which
result in an inquest being held, the coronial process is often a lengthy one. The impact that such a
process has on family members who have many unanswered questions regarding the circumstances in
which a loved one has died cannot be overstated.
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Inquests have a forward-thinking, preventative focus. At the end of many inquests Coroners often
exercise a power, provided for by section 82 of the Act, to make recommendations. These
recommendations are made to organisations and individuals in order to draw attention to systemic
issues that are identified during a coronial investigation and examined during the course of an inquest.
Recommendations in relation to any matter connected with a person’s death may be made if a Coroner
considers them to be necessary or desirable. Where an inquest is able to identify issues that may
potentially adversely impact upon the safety and well-being of the wider community,
recommendations are made in the hope that, if implemented after careful consideration, they will
reduce the likelihood of other adverse or life-threatening outcomes.

YW’s life

Inquests and the coronial process are as much about life as they are about death. A coronial system
exists because we, as a community, recognise the fragility of human life and value enormously the
preciousness of it. Recognising the impact that a death of a person has, and continues to have, on the
family and loved ones of that person can only serve to strengthen the resolve we share as a community
to strive to reduce the risk of preventable deaths in the future.

Understanding the impact that the death of a person has had on their family only comes from knowing
something of that person’s life and how the loss of that life has affected those who loved that person
the most. Therefore, it is extremely important to recognise and acknowledge YW’s life in a brief, but
hopefully meaningful, way. YW was born in Germany in 1996 and had three sisters, SG, MG and NG.
YW’s mother and sisters later moved to Australia whilst his father remained living in Germany. The
family lived in a number of different locations in the western suburbs of Sydney before eventually
settling in Pendle Hill.

As a young boy YW used to attend church on a regular basis. He was fond of many sports and activities
such as cricket, football, and dancing. YW was also a talented singer. After leaving school early, YW
worked in a variety of casual roles with his last job working for a transport company. YW enjoyed this
role, and both he and his family found the stability that the job brought to his life to be encouraging.
One of YW’s sisters describes him as being entirely selfless and someone who was always ready and
willing to help a friend, or someone, in need. He was a source of advice, support and wisdom for many
of his friends, and displayed a maturity beyond his years. One of YW’s best friends recalls a time when
she was faced with the prospect of having nowhere to live and turning to YW for help. He provided her
with some clothes and welcomed her into his home. More importantly, YW provided the emotional
support to his friend to ensure that she felt safe and secure. YW’s friend describes him as the kindest
soul she ever met.

Another one of YW’s friends fondly recalls him to have been such a humble and caring person. The care
that YW had for others was reciprocated by his family and many friends. The significance of YW’s loss
to them, and the impact that YW had on their lives, is evident from the fact that over 600 people
attended YW's funeral. All of them no doubt were touched in some way by YW’s infectious energy and
zest for life, his compassion for others, and his cheeky attitude to life and warm smile.
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YW was, and still is, deeply loved by his family and greatly missed. YW’s family lovingly supported him
through the challenges that he faced in his life. It is most upsetting to know that YW has been taken
from them at such a young age.

YW’s previous custodial and medical history

YW first became involved with the criminal justice system in 2013. He was dealt with in the Children’s
Court jurisdiction for a number of dishonesty and anti-social offences, with some resulting in periods of
detention. In December 2014 YW had his first experience of being dealt with in the Local Court
jurisdiction. He was later convicted and sentenced to a custodial sentence with a non-parole period
between March and May 2015. According to available medical records YW reported experiencing
psychotic symptoms, auditory hallucinations and paranoia in 2013. It was thought at the time that this
may have been related to YW’s use of cannabis and other illicit drugs. It appears that as a result of
YW’s contact with the criminal justice system in 2014 he was referred to Headspace in September
2014, a national youth mental health foundation providing early intervention mental health services
for young adolescents and young adults.

According to Headspace records, by at least December 2014 YW had been diagnosed with a first
episode of psychosis. This resulted in YW’s involvement in Headspace’s Youth Early Psychosis Program
(YEPP). However, in early 2015 YW unfortunately failed to engage with Headspace by not
attending appointments. This led to YW’s referral being closed in April 2015. Further, YW continued to
use illicit drugs and engage in criminal activity, ultimately leading to him being convicted and
incarcerated, as noted above.

The period of custody leading up to, and at the time of, YW’s death

On 15 December 2015 YW was arrested and charged in relation to an alleged offence of interpersonal
violence involving the use of a weapon. He was subsequently refused bail and remanded into the
custody of Corrective Services NSW (CSNSW).

YW was initially received at the Metropolitan Remand and Reception Centre (MRRC) in Silverwater. As
part of the reception assessment process, a Health Problem Notification Form (HPNF) was created
which noted that YW had a history of self-harm, depression and alcohol abuse. Accordingly, he was
placed on a Risk Intervention Team (RIT) protocol. Instructions were given for YW to be placed in a
camera assessment cell with 30-minute observations, and that he was to have nil sharps and minimal
possessions until he had been cleared by a RIT review, and by a drug and alcohol nurse. A Mandatory
Notification Form (MNF) for offenders at risk of suicide or self-harm was also completed.

On 18 December 2015 YW was reviewed by a RIT. Notes taken during the review record that YW had
no “previous or current thoughts of self-harm and suicidal ideations”. A further MNF was completed
noting that YW’s level of risk diminished because he had guaranteed his own safety. Accordingly, a RIT
Management Plan was completed which noted that YW was suitable for two-out cell placement
(sharing a cell with another inmate) but was to remain in the MRRC reception pod until he had been
cleared, following review by a drug and alcohol nurse, to be transferred elsewhere.
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On 20 December 2015 YW was reviewed by a drug and alcohol nurse and he was noted to be alert and
indicating that he was feeling better. He was subsequently cleared from detox and remained in shared
cell placement until he had been cleared by a mental health review. On 23 December 2015 a mental
health assessment was completed for YW. A risk assessment noted that YW had no recent thoughts,
plans, symptoms or behaviour indicating or suggesting risk. Further, the assessment noted that YW’s
level of risk did not appear to be highly changeable, that he was a low risk of suicide, and that a more
detailed assessment of suicide risk was not required.

Psychiatric review

YW was subsequently reviewed by a psychiatrist, Dr Gordon Elliott, on 24 December 2015.
The progress notes from that review record that reported that being in custody was “a bit stressful”
and that he felt “pretty drained emotionally”. YW also reported that his physical health generally was
“pretty good” but that his appetite had been poor. On assessment no evidence of affective or cognitive
deficits were found and it was noted that YW displayed no current psychotic symptoms. It was also
noted that YW denied any thoughts of self-harm or suicide. According to the progress notes, the
impression formed by Dr Elliott was that YW had a history of drug-induced psychosis and that YW’s
complaints of paranoia were more consistent with anxiety.

Dr Elliott also cleared YW from the Darcy Unit to a normal cell placement in the main population. Dr
Elliott noted: This would allow him to move to a relatively quiet and generally more predictable pod
environment than Darcy, and one in which he would find it easier to get his needs met, such as access
to the phone and more regular exercise. Relevantly, Dr Elliott also indicated that YW would require a
formal psychiatric review in four weeks. As to the rationale for this, Dr Elliott explained:

I did not consider [YW] represented a significant risk of self-harm although, given his history of
psychosis, | did believe he warranted a further psychiatric assessment to review his treatment with
risperidone, including a check for side effects, and his mental state more generally.

One-out cell placement

On 25 December 2015 YW was cited for fighting with other inmates. He was reprimanded and
cautioned and confined to his cell for two days. The following day, 26 December 2015, YW was placed
alone in a one-out cell as he had threatened violence against his cellmates. Following this, an alert was
placed on YW's CSNSW Offender Integrated Management System record which stated:

Inmate must be placed 1-out until reviewed by Mental Health. His cell mates have reported that he
constantly threatens violence towards them and makes comments like, ‘I'd like to know what it's like to
stab someone and kill them’. While it is impossible to verify these statements, the same comment has
been made by enough inmates to make me concerned that he will engage in some kind of violent act
against others.
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A HPNF completed on 29 December 2015 noted that YW had been cleared by a psychiatrist and,
following a mental health assessment, that he was suitable for normal cell placement. This
categorisation meant that YW could be placed in either a one-out cell or in a shared cell.

Review on 3 January 2016

At around 4:00pm on 3 January 2016 YW was reviewed by Registered Nurse (RN) Patricia Guilfoyle.
This was not a pre-booked appointment, but rather a new mental health assessment. Available records
indicate that this review was related to a “recent assault”’. Case reports kept by CSNSW indicate that
YW was involved in a verbal argument with another inmate on the same day, with the potential for
physical interaction. As a result of the incident, YW was removed from the area and placed in different
accommodation.

Transfer to Metropolitan Special Programs Centre

On 19 January 2016 YW was transferred to the Metropolitan Special Programs Centre (MSPC) at Long
Bay Correctional Complex. He was moved there as a remand bed placement. This is a strategy used by
CSNSW to optimise bed space and is used for inmates who have been given a future court attendance
date. In YW’s case he was next due to appear at court on 11 May 2016. A progress note entry recorded
at 4:00pm on 19 January 2016 noted that YW denied having any medical issues and guaranteed his
safety.

YW also took part in an interview with a CSNSW Service and Programs Officer on 20 January 2016.
Records note that at the time YW did not have any current thoughts of self-harm and that he did not
have any immediate concerns or issues. It was also noted that YW remained suitable for normal cell
placement.

What happened between 20 and 22 January 2016?

Upon his arrival in the MSPC YW was housed in 9 Wing. This is an accommodation unit that houses
remand bed placements and inmates in transit to regional correctional centres. At the time of YW’s
arrival, one of his friends, Jake Milojevic, was also housed in 9 Wing in the MSPC. Mr Milojevic occupied
cell 67 with another inmate, George Tzanis, who had never previously met YW. Both Mr Milojevic and
Mr Tzanis had been in custody since November 2015. Mr Tzanis described YW and Mr Milojevic as
being “excited” when they first saw each other. He also said that he saw YW and Mr Milojevic “in the
yard a bit mucking around and talking”.

YW was placed in cell 66, adjacent to the cell occupied by Mr Milojevic and Mr Tzanis. Initially, YW
shared his cell with another inmate. Mr Milojevic spoke to YW’s cellmate to ask how YW was and was
told that “he was alright”. Later, Mr Milojevic had a chance to have a “good talk” with YW and that “he
seemed normal”. YW'’s cellmate was later moved from the cell on Wednesday 20 January 2016. On
Wednesday, 20 January 2016 Mr Milojevic described YW as being “very quiet and cut off from
everyone”. Mr Milojevic asked YW why he was keeping to himself.
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When his friend asked about him YW told his friend that he was “just kicking back”. YW's friend
believed that nothing was amiss as he understood that “sometimes you just need to relax by yourself in
gaol”. Mr Milojevic describes YW to be the same on Thursday, 21 January 2016. He said that YW was
“very quiet” and that he did not see him talking to anyone and said that “he just stayed by himself and
kicked back”. Mr Milojevic described YW as being the same on Friday, 22 January 2016. Mr Tzanis also
saw YW on Friday, 22 January 2016. He said that YW “looked to me to be depressed because he had his
head down to the ground and he was looking up every time | walked up to him and then he would put
his head down again”.

Mr Tzanis said that he formed the view that YW “seemed like a very depressed guy when | met him” but
did not know if this was how YW usually appeared. At some stage between 20 and 22 January 2016 it
appears that Mr Tzanis mentioned this observation to Mr Milojevic who told him that YW “was the
kind of guy you have to look out for because he’s a quiet guy, but he can just snap”.

What happened on 22 and 23 January 2016?

YW was locked in his cell at about 2:30pm on 22 January 2016. At around 7:00pm an inmate in a
neighbouring cell to YW’s heard what he described as “the door banging two [sic] or three kicks of
punches”. At just before 8:30pm the inmate heard what he described as “a couple more bangs or kicks
on the door”. The sounds did not cause the inmate to believe that anything was amiss.

At about 7:20am on 23 January 2016 CSNSW officers began conducting a head check in the wing where
YW was housed. YW’s cell door was opened at about 7:25am and he was found suspended from his
CSNSW jumper which had been tied around his neck and fastened to the bars of his cell window.

The CSNSW officers immediately lowered YW to the ground and commenced cardiopulmonary
resuscitation whilst also calling for assistance from Justice Health & Forensic Mental Health Network
(Justice Health) staff and emergency services. Justice Health staff arrived on scene at about 7:27am
with a defibrillator and oxygen tank and mask. Resuscitation attempts continued until the arrival of
paramedics from NSW Ambulance, but YW remained unresponsive with no signs of life. YW was later
pronounced life extinct at 7:42am.

Investigating police later attended the scene at around 9:30am. They found three notes written by YW
in his cell. All three notes were addressed to members of YW’s family. In the notes YW expressed his
inability to continue with life and bade farewell to his family, expressing his love for them.

What was the cause and manner of YW’s death?

YW was later taken to the Department of Forensic Medicine where a post-mortem examination was
performed by Dr Istvan Szentmariay on 28 January 2016. A faint, broad-based red ligature mark with
occasional fine, horizontal abrasions present around the neck was identified. In the autopsy report
dated 24 January 2017, Dr Szentmariay opined that the cause of death is hanging.

Three matters are relevant to the manner of YW’s death:
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e The observations made of YW by Mr. Milojevic and Mr. Tzanis between 20 and 22 January
2016, when it appeared that YW was showing signs of low mood.

e The circumstances in which YW was found on the morning of 23 January 2016; and

¢ The notes written by YW which contained content consistent with an intention to self-harm.

Having regard to the above, there is sufficiently clear and cogent evidence to allow for a conclusion to
be reached that YW died as a result of actions taken by him with an intention of ending his life.
Therefore, YW’s death was intentionally self-inflicted.

What issues did the inquest examine?

Prior to the commencement of the inquest a list of issues was circulated amongst the sufficiently
interested parties, identifying the scope of the inquest and the issues to be considered. That list
identified the following issues:

¢ Did Justice Health comply with its policies and procedures in relation to the care and treatment
of YW during his time in custody?

¢ What measures have Corrective Services NSW put in place to safeguard and minimise actual or
potential ligature points within the Metropolitan Special Programs Centre since 23 January
20167

e Isit necessary or desirable to make recommendations in relation to any matter connected with
YW’s death?

Compliance by Justice Health with relevant policies

Follow-up appointments

As at December 2015 there was both an electronic and paper-based administration system used by
Justice Health relevant to the management of inmate patients.

First, Justice Health utilised the Patient Administration System (PAS), a centralised patient booking
system used to record referrals and medical appointments for patients, and to ensure that scheduled
appointments are easily identified. Relevantly, Justice Health staff within Darcy Unit used PAS to make
initial and follow-up appointments for a patient with a psychiatrist.

Second, Justice Health staff also utilised the following paper-based processes:
As at December 2015, a Daily Appointment Sheet (Daily Sheet), which would be printed from PAS by a
clinical support officer, and which provides a list of all patients booked into a clinic on a particular day.

The Daily Sheet contains a number of tick boxes to identify whether a patient has attended the clinic,
and whether a review or follow-up appointment is required.
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If such a review or follow-up appointment is required, the date of the relevant appointment is also
recorded. The relevant clinician (for example, a nurse or psychiatrist) is responsible for completing the
Daily Sheet. Once completed, the Daily Sheet is provided to administrative staff so that information can
be entered onto PAS.

At some time after December 2015, a Darcy Unit diary (the Diary) was kept in the psychiatrist’s office
and updated by a psychiatrist following each patient review. The Diary is used by psychiatrists to
record follow-up appointments, together with essential notes regarding each patient has been seen. At
the end of each day, the Diary is photocopied and sent to administrative staff so that PAS can be
updated accordingly. Nursing staff use information contained within the Diary to initiate any follow-up
action that is required, and also review the Diary the day after a patient is seen to ensure that nothing
is missed.

The 24 December 2015 Daily Sheet

The Daily Sheet for 24 December 2015 lists a number of inmates, including YW, with appointments to
see Dr Elliott on that day. Whilst the tick boxes for a number of inmates are ticked, and there are
handwritten notations indicating the date by which a follow-up appointment is to be made, there are
no similar notations regarding the entry for YW.

Dr Elliott explained the function and purpose of the Daily Sheet in this way:

[It] was used, in combination with the diary, to handover in a succinct format the essential
recommendations for each patient seen on the day [...] The [Daily Sheet] was used to indicate whether
a patient had actually been seen and provide a recommended psychiatric follow-up time.

Despite the above, Dr Elliott did not complete the relevant entry for YW in the 24 December 2015 Daily
Sheet. Instead, Dr Elliott recorded an entry in the progress/clinical notes for that day noting that YW
was for psychiatric review in four weeks’ time (using the abbreviation “¥ rv 4 weeks”). However, Dr
Elliott acknowledged that typically this progress notes entry “would only be seen by nursing and
medical staff subsequently assessing [YW], and not by administrative staff so that an appointment for
the review could be booked in PAS.

Dr Elliott recognised that he should have instead both noted that YW had been reviewed and provided
a follow-up appointment time on the Daily Sheet, so that a follow-up appointment could then be
booked in PAS. As to these omissions, Dr Elliott explained: This was an error, and one | cannot explain,
as | do not have a clear recollection of the assessment. | do not understand why | neglected to
complete the boxes for [YW]. In evidence, Dr Elliott could not explain with any precision why he did not
complete the relevant section of the Daily Sheet regarding the need for YW to be reviewed by a
psychiatrist in four weeks’ time, despite documenting the same in the progress notes. Whilst such
documentation is of clinical importance to provide other clinicians with an understanding of a patient’s
clinical course, and the severity of a patient’s condition at a particular point in time, it serves no
administrative function in ensuring that the requisite booking for a follow-up appointment is made on
PAS.
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Instead, Dr Elliott could only surmise that he did not complete the relevant Daily Sheet entry for YW
because his attention may have been diverted by an ad hoc enquiry. Dr Elliott explained that as he was
reviewing patients alone on 24 December 2015, there were a number of persons eager to gain his
attention throughout the course of the day, and that in the course of this daily practice he may have
become distracted from completing the Daily Sheet entry for YW.

Changes since December 2015

Between January 2016 and October 2020, a number of changes have been made regarding processes
within the Darcy Unit:

Further education has been provided to staff at the MRRC in relation to the use of PAS, and the
particular the PAS waitlist and appointment booking function.

If, following review, a psychiatrist recommends that a patient be followed up by another clinician, this
recommendation must be documented in the Diary, as well as on the electronic medical record system.

Up until October 2020, the relevant entry from the Diary is scanned and faxed to the Custodial Mental
Health Administration team (the CMHA team) at the conclusion of each shift.

An entry is created by the CMHA team in PAS in relation to any requested follow-up appointment.

Weekly audits are provided by the PAS Quality Coordinator on overdue PAS waitlist appointments,
which are provided to Unit Managers for action.

In October 2020 a further change was made by Justice Health with the introduction of the Darcy Daily
Clinic Tracker Sheet (the Tracker Sheet). This is used to assist with the handover of both clinical
information and information about the recommended timing for mental health nursing and
psychiatrist reviews. The Tracker Sheet, which is to be completed by psychiatrists working within Darcy

Unit at the time of patient review, has a number of relevant features:

It contains a number of prompts as to whether follow-up appointments are required with either
mental health nurses and/or psychiatrists.

It provides for a timeframe (in weeks) in which a follow-up appointment is required, if at all.
It provides for notes to be made in respect of handover, together with comments for PAS.
It includes a number of yes/no responses as to whether a patient requires:

e referral to the Mental Health Screening Unit or other accommodation.

e s clear to return to the main prison populati