Inquest:

Hearing dates:
Date of findings:
Place of findings:
Findings of:

Catchwords:

File number:

Representation:

Findings:

N
7 Lo

e g o
LT et % MIEES
: £ I:.J’a? GUR puRt

STATE CORONERS COURT
OF NEW SOUTH WALES

Inquest into the death &{J

28, 29 July 2015

11 August 2015

Coroners Court, Glebe, NSW

Magistrate C. Forbes, Deputy State Coroner

CORONIAL LAW-Cause and manner of death-death irtaahs
recommendations-inmates referred for mental heaitiew-

inmates who fail to attend for antipsychotic metiaa
2013/153360

Mr S Kelly, Advocate Assisting
Mr S Griffiths representing Corrective Services NSW

Mr S. Woods representing Justice Health and therisic Mental
Health Network

| find that AJ died on 17 May 2013 at Prince of ¥&Hospital,
NSW. | am satisfie the cause of his death was hanging. The

manner of his death was intentionally self-inflatte



Recommendations:

To the Minister for Health:

| recommend that Justice Health review practices
and procedures in relation to the transfer of irmmat
between correctional centres for the purpose of
ensuring that any outstanding mental health rev
or existing appointments to see the Justice Health
Mental Health Team be rescheduled at the new

Correctional Centre.

| recommend that the Drugs and Therapeutic
Committee of Justice Health and Forensic Mental
Health Network be provided with a copy of these

findings and consider:

(b) Reviewing the current procedures as set out in
6.6.10f the Medication Guidelines.

(b) Training Justice Health staff in relation te th
requirements of 6.6.1 and 7.7.3 of the Medication
Guidelines.

NOTE: PURSUANT TO S 75 OF THE CORONERS ACT 2009 | DRECT THAT THERE

BE NO PUBLICATION OF ANY MATERIAL THAT IDENTIFIEST HE DECEASED

PERSON OR HIS FAMILY




IN THE STATE CORONER’S COURT
GLEBE
SECTION 81 CORONERS ACT 2009

REASONS FOR DECISION
INTRODUCTION

1. This inquest concerns the sad death of AJ. He vi#s\year old man who was an inmate at
Long Bay Correctional Centre. He is a much loved and brother and his family have

asked for him to be referred to by his first name.
2. The role of a Coroner as set out in s.81 ofGbeoner’s Act 2009s to make findings as to:
(@) the identity of the deceased,;
(b) the date and place of the person’s death;
(c) the physical or medical cause of death; and

(d)  the manner of death, in other words, the circunt&susurrounding the death.

Section 82 of thé\ctalso permits a Coroner to make recommendatiorisatbaconsidered
necessary or desirable in relation to any matteneoted with a death that relates to issues

of public health and safety.

3. AJ’'s death was reported because it occurred whéde was in custody. In these
circumstances an inquest is mandatory pursuatietcambined operation of ss. 27 and 23
of the Coroners Act 2009.

“The purposes of a s.23 Inquest are to fully examihe circumstances of a
death...in order that the public, the relatives ahd televant agency can become
aware of the circumstances. In the majority ofesathere will be no grounds for

criticism, but in all cases the conduct of involvefficers and/or the relevant



department will be thoroughly reviewed, includirng tquality of the post-death
investigation. If appropriate and warranted in arpcular case, the State or

Deputy State Coroner will make recommendationsyamsto s.82.*

4. Pursuant to s.37 of tHeoroner's Act 2009 summary of the details of this case will be

reported to Parliament.

Al

5. AJ was born in 1993 and had an older sistawknas M, and step siblings known as T, N, J
andR .His natural father passed away in April 2014.

6.

As a child AJ and M grew up in Currabubla. éwbng to M, the children pretty much looked

after themselves.

5.

8.

In 2002 an application was filed by the Departnmefr@ommunity Services for parental
responsibility for AJ and his siblings to be trasséd to the Minister. This application was
based on a number of reports to the Departmensuling mental health issues associated

AJ’'s mother who had been diagnosed with schizoparemanic depression and anxiéty.

The children were placed in foster care in QueaslaAfter approximately 2-3 years they
returned to live with their father in Boronia Heiglwith weekly supervision from Life
Without Barriers and the children remained undergarental responsibility of the Minister.

In 2008 the Department became aware that AJ haghidegexhibit out of control behaviours,
acting out, fighting at school and had disclosedb&keand emotional abuse occurring at the
home by his father. This information was also aoméd by one of his siblings who stated that
after returning home, AJ began to miss school.nExadly he was expelled from the local
school for assaulting another student and attetittee different High Schools before

completing year 10.

In 2007 AJ and M left their father’s and moved twtRViacquarie to live with their mother.

! Waller’s Coronial Law & Practice in New South Walég Edition, page 106
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9. In February 2013 he was sentenced for a numbeifeiaes and on 13 Feb 2013 when he
arrived at the Mid North Coast Correctional Ceffiteewvas assessed by Justice Health Nurse
Anthony McMahon.

10.During his reception screening he informed Mr McMalthat he had been diagnosed with
schizophrenia requiring Seroquel medication, 10@mtge morning and 200mg at night. AJ
completed a “Kessler 10”. This tool is used to mieashe current level (last four weeks) of
stress, anxiety and depression. AJ received & sfdrO / 50 which indicated that he may not
be experiencing any significant levels of distrasthe time he completed the t&sAJ also
denied any previous attempts of suicide or selfrhar

11.Mr McMahon said that at the end of the screeningdmpleted a summary of his findings and
found that AJ was a young offender with previousl gxperience that he presented as calm
and relaxed that he had a possible diagnosis afgaifrenia treated with Seroquel and he
contacted Justice Health Medical Records to ols@iipts. He also said he created a referral

on Patient Alert System to the Mental Health Ndasdollow up and management.

12.AJ was placed on an appointment list at the MidtN@Qoast Correctional Complex for review
for 9 March, 26 March, 29 March and 1 April 2013u@ver he did not attend those
appointments as he was moved to the Grafton CaredtCentre on 18 Feb 2013. He was

not placed on the waiting list for the Mental Haalieam at Grafton after he was transferred.

13.0n 4" April 2013 AJ was transferred to Long Bay Correstil Centre. Once again he was not
placed on the waiting list for a Mental Health &l up.

14.0n 7" April AJ was assigned Bakery duties. AJ’s dutiedtided 6.30am weekday starts

working in the flour mixing area.

15.0n the § May 2013 AJ was interviewed by Senior Correctiddfficer Craig Creighton and
Correctional Officer Clarke in relation to a propdDNA test to be obtained from him. This
procedure was planned in accordance with the Crifoesnsic Procedure Act NSW 2000.
During this meeting AJ was reported to be calmlzayapy. According to Mr Creighton, AJ
did not raise any problems or issues associatddthét taking of his DNA. He signed the pre

interview form willingly and was provided with anformation pamphlet.

SEx 1, Vol 2, Tab 51 para 7.
4Vol 1, Tab 10, para 7.



CIRCUMSTANCES OF DEATH

16. About 4.30am on 15 May 2013 AJ’s cellmate was ssddrom his cell by the night watch

officer so he could attend for Bakery duties.

17. About 6.00am Mr Mark Yates and Correctional OffiBeavat Dash attended AJ’s Wing to
collect a number of inmates, including AJ, for hakauties. AJ informed Correctional Officer
Dash that he was sick that morning and couldnaratt Correctional Officer Dash informed
AJ he would pass the information on and advisethatlif he required any medical attention
to let him know. AJ replied that he would attend thorning clinic. (Corrective Services
notes record that at around this time AJ had beewing a lack of interest in his bakery duties
and on the 2 May 2013 he was counselled and watrethe 18 May 2013 he was given one

more lifeline.)

18. At about 7.10am muster was called by Correctiorfat€’s lzard, Warren, Kaur and
Assistant Superintendent Michael Frawley. All inesatvere accounted for and checked

against the muster book and the cell card.

19.AJ was due to have his DNA obtained. At about &20Correctional Officer Debra Po’oi
asked for AJ who was the first name on the ligtage his DNA obtained.

20.0ne of the inmates, Mr Butler, approached AJ’'s aetl noticed the door was closed but not
locked. Mr Butler opened the door and observedétievas dark. He looked in and saw
someone who appeared to be standing on a chaitheeaindow. It took a few seconds for his
eyes to adjust before he could see. He then yelietb AJ but when he did not respond he
took three steps into the cell and noticed a ligati green cell sheeting around AJ’s neck
which was tied to the metal grill on the outer wvomdcavity. He could see AJ’s skin and his
lips were blue. He immediately exited the cell &mld another inmate to not let anyone into
the cell as it was now a crime scene. That innmrad to undo the knots that were around AJ’s

neck.

21.Correctional officer 1zzard entered the cell antltbe bed sheet with a 911 tool. AJ was
moved to a clear area where CPR was commencedl\saiter Correctional Officer Po’oi
attended and radioed for urgent assistance. Offlo&i lent down and checked for AJ’s radial
pulse and for a femoral pulse but was not abledate one. Senior Assistant Superintendent
Dino Krizman attended the scene and took chargleeo€PR duties and the management of

the scene. A time log was commenced at about 813%aCorrectional Officer Warren. At



this time Correctional Officer Po’oi was instructiedsearch the cell for any form of suicide

note which she did but none was found.

22.Justice Health personnel attended and took ovascéation duties. The medical team was led

by Dr Mica Apasojeviv until the arrival of paramesliat 8.46am.

23.At 9.08am AJ was removed from the cell was takeAilmpulance to Prince of Wales Hospital

in a critical condition.

24.He was admitted into the Intensive Care Unit whexevas continually monitored. A CT
examination revealed that he sustained global mahbrain injury. AJ deteriorated and with
family consultation the medical team made a decitiocease further medical treatment. AJ

passed away at about 2.30am ofi May 2013.
CAUSE OF DEATH

25.0n that same date a limited Post Mortem was coeduzy Dr Brouwer who determined that
the ligature mark present on his neck was in kegpith that caused by the torn strips of
material. Dr Brouwer recorded the cause of A&atd asin keeping with the consequences
of hanging.”

MANNER OF DEATH

26.There were seven occasions from the beginning of 2p13 up to an including 14 May 2013
when AJ did not attend the clinic to pick up hisdication®

27.AJ last attended to receive his medication on thiMay 2013.

28. Paragraph 6.6.1 of the Justice Health and Foréneital Health Network Medication

Guidelines states

“Any patient who has been prescribed antipsychotiantidepressant medication
and who does not attend must be followed up imrtedgialf the patient refuses to
take the medication once contact is made, the patneist be seen by the treating
psychiatrist at the earliest opportunity. Ther@shl be daily contact with the
patient until the psychiatrist sees them. This &hbe used as an opportunity to

educate the patient regarding the need for medicadind to gain an understanding

SEx1,Vol 1, Tab 46



of why the patient does not wish to continue theéication. This is particularly

important for patients prescribed antidepressand antipsychotic medication.”

29.This guideline was not complied with in relationAd’s non attendances for his medication.
He was not followed up after any of his non atter#s, he was not educated regarding the
need for his medication, there was no attempt nadederstand why he did not wish to
continue his medication and not only was he nat $gehis“treating psychiatrist but no
arrangements were made for that to occur. In faditin’t even have ‘dreating psychiatrist”
as he had never been seen by the Mental Health $ie@e he arrived in custody three months

earlier.

30.The evidence suggests that this guideline is noiptied with in the normal procedure at the
clinic. Evidence showed that the normal procedarevhen a patient does not attend to pick
up their medications would be to page them ovetdbhe speaker to attend the clinic to collect
their medication. If they did not attend, a ref¢mwas made on the Patient Administration
System (PAS) to refer them to Mental Health Nursdéing list.

31.In AJ’s case this was not done supposedly becariseah already on the PAS waiting list
system from February 2013 when he first enteretbdys

32.1t is striking that not only is the guideline igmak but that attempts are not made to locate the
patient with the assistance of Corrective Servaresfurthermore that Corrective Services are

not notified that an inmate is not taking his asyighotic medication.

33.In AJ’s case there is no evidence that his nomdg#rce to collect his medication caused or
contributed to his decision to take his own lifbefe is no evidence his mood, behaviour or

demeanour had changed.
34.There were no signs that AJ was contemplating tideal self-harm.

35.AJ’s cell mate was interviewed in relation to Adeath. He stated that he got along well with
AJ who was generally in a happy mood and seemgdttalong with everyone. He said AJ
did not mention any issues and talked about ameiion to Queensland when his sentence
had expired in NSW but was not worried about it.9d& he saw AJ when he was woken to
go to Bakery duties the morning of thé"May 2013 and he was still sleeping on the bottom
bunk. A second inmate was also spoken to androoed that AJ had not mentioned any
concerns or worries to him when he last spokerodr the 1% May 2013.



36. AJ’s father provided an audio statement to Ingestirs. He advised that AJ had never
spoken to him of any issues he was having in jadl lae believed AJ was looking forward to
getting out in the near future. He did not beliévat AJ was worried about returning to
Queensland to face any other outstanding mattegpsoerde his DNA. According to his

father, AJ had never previously discussed killinggelf or committing self-harm.

37. Aninvestigation was also conducted by Mr Farnadhi Corrective Services. He noted
that:

on 8 May 2013 AJ was interviewed regarding hig pelease plans by the Community
Offenders Services and Programs Section who reddlde ‘The offender appeared
positive and was more than happy to discuss hisrplEsase accommodation plans and

goals’.

* on 9 May 2013 AJ was seen by Case Officer Widge stated that AJ appeared calm
and not depressed and expressed interest in lefergad to a Psychologist for an

appropriate course to addrelsis offending behaviour’'.

* on 10 May 2013 AJ was also interviewed by a Welfafiecer who stated that inmate
AJ presented dfuture orientated, made good eye contact and thieoissues were

raised’.

* on that same date AJ had been seen by a Servidddragrams Officer who discussed
his participation in an upcoming program calledti@gtSMART. The file note states
that he completed a pre-program interview and dtiageis willing to participate in all
12 sessions of the program.

38.The evidence does not allow me to make a findinigp aghy AJ took his own life but it is clear

that there were no suspicious circumstances andithdeath was intentionally self-inflicted.

39.1 accept Counsel Assisting’s submissions that Ctisre Services responded appropriately on

the day AJ was found hanging and that the subsédguesstigation was appropriate.



CONCLUSION

40.AJ’s death highlighted shortcomings in relatiorcéonpliance with Justice Health’'s own
guidelines and policies. Firstly, despite beinfgmeed by Justice Health Nurse McMahon in
February 2013, when AJ entered custody, to bewadeoy a mental health clinician this
never occurred during the whole time he was inadst Although he was initially given
appointments and on a waiting list in February 2atlthe Mid North Coast Correctional
Centre, once he was transferred he did not havappgintments scheduled and he was never
seen by the Mental Health Team. The medicationdmsdge he was receiving was as a result

of his own request and he was never assessedtagafpropriateness.

41.Secondly, the only people that knew he had nohdée for his medication on the seven
occasions in April and May 2013 at Long Bay Coriewl Centre were the nurses that were
dispensing the medication. This was not only irabheof the concerns set out in the guidelines
but also highlights the lack of communication w@brrective Services who would have been
able to assist in locating AJ and also could haenton high alert for any change in his

demeanour.

42.1 note that Justice Health and Forensic Mental tHddétwork and Corrective Services
acknowledge the importance of these shortcomindsaamwilling to implement changes that
will ensure this situation is not repeated. | mepto make recommendations that address

these issues.

FORMAL FINDINGS

| find that AJ died on 17 May 2013 at Prince of ¥&Hospital, NSW. | am satisfied the cause of

his death was hanging. The manner of his deathmestionally self-inflicted.

10



RECOMMENDATIONS

To the Minister for Health:

C.Forbes

| recommend that Justice Health review practicesmncedures in relation to the
transfer of inmates between correctional centreshi® purpose of ensuring that any
outstanding mental health reviews or existing apipoents to see the Justice Health
Mental Health Team be rescheduled at the new Caoret Centre.

| recommend that the Drugs and Therapeutic Comengfelustice Health and
Forensic Mental Health Network be provided withoay of these findings and

consider:

(a) reviewing the current procedures as set o@térilof the Medication Guidelines.

(b) training Justice Health staff in relation te ttequirements of 6.6.1 and 7.7.3 of

the Medication Guidelines.

(c) reviewing communication between Justice Heaittth Corrective Services on

iIssues relating to an inmate’s non-attendancerfopsychotic medication.

Deputy State Coroner
11 August 2015
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