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CORONIAL 
 COMMUNIQUÉ  

Clinical Liaison Service – Connecting Clinicians with Coroners 

 

State Coroner’s Office and Victorian Institute of Forensic Medicine (Monash University, Department of Forensic Medicine) 

What’s in this edition? 
Welcome to the fourth edition of the Coronial Communiqué! As you will see, 
there are a couple of new features including vignettes of recently closed 
cases and the ‘Blast From the Past’. 
 
The editing of cases was made possible by  the very generous time given by 
our guest authors. The first case was summarised by Professor Graham 
Burrows in which timely access to medical records is discussed. Dr David 
Dammery examined the second case and discusses the pitfalls of 
fragmented medical records. Ms Carmel Young highlighted handover and 
supervision risks following the post-operative death of a young female. 
Communication failures, whether written or verbal, is a recurrent theme in 
cases reviewed by the coronial system. These cases are representative. 
 

The staff of the Clinical Liaison Service wish to congratulate Ms Stacey 
Emmett on her secondment to the Office of the Commissioner for 
Emergency Services. Stacey’s presence has been crucial during the 
establishment of the Clinical Liaison Service. She has coordinated many of 
our activities, including  the publication of the Coronial Communiqué. Her 
return is eagerly anticipated. 
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DISCLAMER 
All cases that are discussed in the Coronial Communiqué are public documents. A document becomes public once the coronial 
investigation process has been completed and the case is closed. We have made every attempt to ensure that individual 
clinicians and hospitals are de-identified. However, if you would like to examine the case in greater detail, we have also pro-
vided the coronial case number. 
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Free Subscription 
The Clinical Liaison Service will publish 
the Coronial Communiqué on a quarterly 
basis. Subscription is free of charge and is 
sent electronically to your preferred email 
address. If you would like to subscribe to 
the Coronial Communiqué, please email 
Megan at: meganb@vifm.org 

A Message from the Coroner... 
Following Tanberg on ‘Coroners' Recommendations’: "We don't 
need to always bury them!" (Coroner) 
The Coronial Communiqué has re-
ceived enormous support from a range 
of health professionals who work on 
the outside of the coronial system and 
we are extremely grateful for that sup-
port.   
Coroners in Victoria hope that those 
working within the health sector find the 
Coronial Communiqué of benefit.  It is 
important that the lessons from the inci-
dents we investigate are widely distrib-
uted and the Coroners' findings are of 
some assistance towards improving the 
safety of all patients who are managed 
by the health care system.  We would 
be grateful for feedback on the Cor-
onial Communiqué and would like to know about any systems improvements 
that you have introduced following coronial investigations.    
Graeme Johnstone  
State Coroner 
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A 41 year old female, with a past medical 
history of alcohol abuse and Major 
Depressive Disorder, which was treated 
with SSRI’s and anti-anxiety medication, 
was admitted to a major public hospital 
psychiatric ward six months before her 
death and had continued to attend 
psychiatric outpatient’s clinic weekly. 
On a Sunday evening she telephoned a 
psychiatric liaison nurse at the same major 
public hospital. The nurse had no prior 
knowledge of her. It was noted by the nurse 
that she seemed to be intoxicated, had 
slurred speech, and was feeling suicidal 
and out of control. The nurse advised her to 
go to the Emergency Department (ED) as 
the CAT Team would not assess 
intoxicated people. The patient told the 
nurse that she would be safe. 
As it was the weekend, the nurse was 
unable to obtain the medical records. Only 
the CAT Team had access to them after 
hours. When the nurse telephoned the 
patient back, the patient informed the nurse 
that she had telephoned her sister who had 
subsequently arranged for a brother to 
travel from the country to collect her and 
take her to the ED. Her sister thought that 
she had calmed down after the telephone 
call. When the brother arrived early the 
following afternoon, he discovered that his 
sister was dead.  

Toxicology results showed high blood 
alcohol and benzodiazepine concentrations 
as well as traces of an antipsychotic and an 
antidepressant. 
The nurse’s decision not to call the CAT 
Team was seriously flawed. The nurse 
thought there was a policy stipulating that 
intoxicated patients were not to be 
psychiatrically assessed until they were 

sober. It was found that this practice had 
developed on an unknown basis over a 
number of years, with no such instructions 
being given by the Chief Psychiatrist. The 
failure to send the CAT Team may have 
diminished the chances of a successful 
outcome. 
The issue of not psychiatrically assessing 
intoxicated patients appeared to have 
developed from a misinterpretation of a 
1995 coronial finding during which the 
coroner commented about the inappropriate 
use of a Police Station for the purpose of a 
Preliminary Breath Test for alcohol, and 
that an accurate psychiatric assessment 
should be deferred to a time when a person 
is clinically sober. 

1. The Department of Human Services 
should clarify the issue related to the 
CAT Team’s attendance when a patient 
is at risk of suicide and is affected by 
alcohol and / or drugs. The risk 
assessment and management decisions 
should be made only after direct 
observation (this may occur outside the 
hospital environment). Furthermore, 
early observation, wherever practical, is 
essential; 

2. Hospitals develop mechanisms to 
ensure that when after-hours 
assessments are required, rapid access 
to medical records is provided; 

3. The development of a standardised 
documented `risk assessment' guide to 
assist in the gathering of information 
and decision making on patients 
potentially at risk of suicide; 

4. The Department of Human Services 
should consider the development of a 
broad protocol that assists clinicians in 
the management of patients at risk of 
suicide. 

5. The Department of Human Services 
should review the types of information 
that are available to and would assist 
families in helping manage patients at 
risk of suicide. 

The hospital developed a ‘Psychiatric 
Referral Record’ for the documentation of 
risk assessments and management. 

There are large numbers of patients who 
call hospitals or help-lines that are 
intoxicated. The resources required to carry 
out assessments would need to be 
increased significantly, particularly over 
weekends. 
The Coroner ’s recommendat ions 
concerning medical records are reasonable, 
but because there are multiple clinics and 
outpatient facilities, obtaining medical 
records after-hours would remain 
problematic. It is anticipated that the 
development of an electronic database (for 
example, the RAPID system) will avert this 
problem. 
It is noteworthy that Australian adult suicide 
rates have remained virtually unchanged 
over the past 100 years. However, suicidal 
behaviour is predictably unpredictable and 
feelings of hopelessness should be an alert 
to potentially high suicide risk. Always take 
suicidal behaviour seriously and act on the 
side of caution. 

Previous coronial cases have highlighted: 

• The need for computerised medical 
records in mental health (see 1904/01): 
and 

• The need to err on the side of caution 
when assessing the risk of suicide (see 
3707/03). 

Caution Needed When Assessing Risk of Suicide 
Case Number: 1452/98 
Case Précis Author: Professor Graham Burrows, Psychiatrist, Austin Health 

Clinical Summary 

Coronial Investigation 

The Victorian Auditor-General’s Office meets with the Clinical Liaison Service about Patient Safety 
The Victorian Auditor-General’s Office, which reports to Parliament on the performance of the Victorian public sector, is conducting a 
performance audit into hospital management of patient safety. 
The audit focuses on the following key questions: 
•Are adverse events systematically and comprehensively identified?  
•Are adverse events and their causes investigated and analysed?  
•Are hospitals responding to adverse events in a way that improves patient safety? 
During the course of this performance audit, the team from the Auditor-General’s Office will use three different methods to gather 
information. These methods include, (i) visiting four or five representative hospitals and (ii) completing a short survey of all the 
hospitals in Victoria to establish a snapshot overview of the progress hospitals are making in this important  area of patient care and, 
(iii) the audit team  will meet with key stakeholders, including the Clinical Liaison Service at the Victorian State Coroner’s Office. 
The performance audit focuses on the respective roles of hospitals and the Department of Human Services in the management of 
patient safety. It will reinforce the accountability of public hospitals for the quality of the care they provide, and the importance of 
transparency in how hospitals discharge their duty of care. 
This audit will also address the risk management framework governing the identification, analysis and response to adverse events. 
The audit builds on the work undertaken by hospitals to date in developing a ‘no-blame’ systems-approach to patient safety, and will 
focus on systems and processes, not on individual practitioners or specific cases. 
The audit report will be tabled in Parliament in spring 2004.  

Recommendations 

Comments by Author 

Hospital Response 

Footnote 
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Fragmented Records 
Case Number: 1364/01 
Case Précis Author: Dr David Dammery, RACGP 

A 48-year-old woman of Aboriginal 
descent died in May 2001 at a major 
metropolitan hospital after transfer 
from a provincial city hospital. The 
cause of death was Toxic Epidermal 
Necrolysis as the result of an Allergic 
Reaction to Carbamazepine. 
The woman had a past history of 
epilepsy and attended many different 
doctors at a variety of medical centres 
including the local Aboriginal Health 
Clinic. She was also known by different 
names. In the past, she had suffered 
from Stevens-Johnson syndrome due 
to carbamazepine (Tegretol).  
In March 2001, her epilepsy worsened 
and she sought medical advice from 
one clinic where the records did not 
reveal her previous reaction to 
carbamazepine. She was referred to a 
neurologist in Melbourne who 
questioned her about previous use of 
carbamazepine.  As she said that she 
had not previously used the drug, it 
was then prescribed for her.  
Later, she realised that carbamazepine 
may have been the drug to which she 
was allergic and, about a week later, 
attended another GP at the local 
Aboriginal Health Clinic. That doctor 
accessed only the computerised 
records that did not indicate allergy to 
carbamazepine. He did not access the 
paper records under either of her two 
names. In any case, only one of these 
recorded her allergy to carbamazepine. 
She was also prescribed doxycycline 
(to which she was also allergic) for a 
respiratory infection and advised to 
begin taking carbamazepine. 
She became unwell a few days later 
and developed a rash. She saw 
another GP at a different clinic where 
there was no record of her allergy to 
carbamazepine. The rash was thought 
to be due to doxycycline. Both drugs 
were ceased. When seen by yet 
another GP the following day, she was 
referred to the local hospital with 
suspected pneumonia. Her condition 
deteriorated and she was transferred 
to an Intensive Care Unit in Melbourne.  
Despite treatment, she died ten days 
later. 

This case clearly illustrates the 

problem of attending different doctors 
when multiple medical records are held 
in different formats at different sites.  
The Coroner highlighted two major 
issues of concern. One was the 
fragmented nature of the records 
available to the various doctors who 
attended the deceased. The other was 
the failure to consistently record the 
details of allergies, including a life-
threatening drug reaction. 
The Coroner found that even though 
the rural community in question was 
small, there was no close monitoring or 
sharing of data for ‘at risk’ patients. In 
particular, the care of the local 
Aboriginal community was fragmented. 
The Coroner also recommended that 
consideration be given to establishing 
a central register for potentially life-
threatening allergies that could be 
accessed when taking a patient 
history. 

Whilst there are issues of patient 
confidentiality with regards to medical 
records, there are also overriding 
needs to be able to access patient data 
quickly and accurately. Many practices, 
my own included, have stopped using 
card files or other paper-based records 
and have begun using computerised 
records. Many established practices 
therefore have records in different 
formats. It is crucial that all essential 
d a t a  b e  t r a n s f e r r e d  t o  t h e 
computerised records to avoid just 
such an outcome as this. In addition, 
where no drug allergy is recorded, it is 
recommended that a new history of 
drug allergy be taken as well as 
checking previous records.  
Fragmented records inevitably lead to 
fragmented patient care. 

A Coroner’s Case (3326/94) that was 
completed in 1996 prompted Ballarat 
Hospital to integrate their medical 
records. While on unrelated business, 
the State Coroner sighted a poster 
outlining the process of achieving this 
goal. It was pleasing to know that 
changes had been initiated as a result 
of coronial recommendations. The 
poster is duplicated on page 5 of this 
issue. 

Clinical Summary 

Recently Closed Cases 
3375/03 - A young female with a 
past history of schizophrenia 
committed suicide soon after leaving 
an Emergency Department before 
being medically assessed. The 
hospital’s response to perceived 
systems failures were discussed, 
including gaining access to the 
psychiatric database, RAPID, from 
the ED. The development of a 
Mental Health Review Panel to 
address multi-centre system failures 
in a timely fashion was also 
discussed. 
3125/00 - An elderly involuntary 
patient (Mental Health Act) was 
found to have died of natural 
causes. A mandatory inquest was 
held, due to his involuntary status, 
and addressed several family 
concerns. 
1985/02 - A young male was re-
commenced on methadone 40mg 
daily and died four days later due to 
methadone toxicity. It was found that 
the prescribing doctor acted 
reasonably. Recommendations 
included that DHS consider 
convening ‘Methadone Forums’ and 
decreasing the starting dose of 
methadone to 20-30mg daily in the 
’Guidelines for Doctors’. 
1052/00 - A middle aged male 
presented to ED with atypical chest 
pain and epigastric tenderness. After 
initial cardiac investigations were 
inconclusive, abdominal causes 
were considered. The patient died a 
few hours later of an acute 
myocardial infarction. The case is 
interesting as three expert opinions 
drew different conclusions, but 
communication failures in the ED 
were agreed on. 
2 6 9 4 / 0 3  -  A n  i n v o l u n t a r y 
schizophrenic male was discharged 
from a psychiatric ward only days 
before his suicide. Despite finding 
that his suicide was almost 
i m p o s s i b l e  t o  p r e d i c t , 
recommendations were made. 
These included the RANZCP 
developing a transitional process 
f rom hospi ta l  d ischarge to 
community treatment without loss of 
management strategies, and 
formalising a process where key 
players, including families, were 
involved in developing Management 
Plans. 

Issues and Conclusions 

Footnote 

Comments by Author 
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Handovers - Risky Business 
Case Number: 739/02 
Case Précis Author: Ms Carmel Young RN, Clinical Liaison Service 

A young mother underwent a subtotal thyroidectomy at a 
suburban hospital. The surgery was uncomplicated, with the 
postoperative orders being documented and verbal 
communication of these to the recovery nurse. Two hours later, 
when on the ward, she developed stridor. The resident medical 
officer noted that the stridor resolved when she sat up, so decided 
to wait and review later. An hour later the review revealed that the 
stridor had recurred and was persistent, so the surgeon was 
contacted. In the meantime, the patient was monitored regularly 
with a ‘Dynamap’ monitor with no increase in heart rate or 
decrease in oxygen saturations being recorded. However, the 
patient's condition soon worsened and despite attempted 
intubation and tracheostomy insertion, she sustained significant 
cerebral hypoxia and died a few days later. 

An autopsy found that her cause of death was from hypoxic brain 
injury and upper airway obstruction caused from haemorrhage 
post elective thyroidectomy. 
It was found that the postoperative anaesthetic instructions were 
not written in the allocated space on the ‘Operation Report’ sheet 
as the anaesthetist was unfamiliar with the particular forms used 
at the hospital. The instructions that were written were difficult to 
find, but had advised to call the anaesthetist in the event of 
stridor. 
The doctor, the primary nurse or the nurse in charge should have 
contacted the surgeon or anaesthetist once they were aware of 
the stridor. A contributing factor for this appeared to be 
inadequate handover and communication. The primary nurse did 
not communicate the anaesthetist’s specific orders to the resident 
medical officer and assumed that the nurse in charge had 

contacted the anaesthetist. 
The resident medical staff were inexperienced with performing 
tracheostomies, which resulted in delays in securing the airway. 

• The Colleges of Surgeons and Anaesthetists consider 
producing universal ‘Operation Report’ and ‘Post Anaesthetic 
Order’ forms to promote consistency and familiarity for 
clinicians working at multiple hospitals. 

• Improvements need to occur in the method and number of 
patient handovers to prevent any failure, omission or 
miscommunication of important patient information.  

• Junior medical staff need to be properly supported. 
• Medical and nursing staff should be reminded of the 

importance of familiarising themselves with the patient file in 
the care and management of a patient. 

The hospital made several proactive changes to their systems, 
including the establishment of a Medical Emergency Team (MET) 
to support junior medical staff with critically ill patients. 

The Australian and New Zealand College of Anaesthetists has 
since informed the Coroner that it has previously made 
recommendations on the recording of anaesthetic care, but 
because “hospitals are at liberty to produce their own medical 
records [there is] doubt whether an approach to the hospitals 
across the country attempting to influence this would be 
productive”. 
Coroner: Perhaps hospital administrators should accept this 
challenge, which appears to be not unreasonable? 

Hospital Response 

Recommendations 

Coronial investigation 

Clinical summary 

A Blast From the Past! 
Case Number: 508/88 
Case Precis Author: JE Ibrahim 
Is it safe to send this patient home? 
A 35 year old female who had a long history of mild asthma requiring only one admission to hospital was managed with a salbutamol inhaler 
and oral theophylline. Late one evening she called a locum medical officer for increasing shortness of breath. Her vital signs included a heart 
rate of 100 bpm and a blood pressure of 130/80 mmHg, while auscultation of her chest revealed widespread inspiratory and expiratory 
wheezes. The locum initiated treatment with terbutaline and organised her transfer to a metropolitan Emergency Department (ED). 
She arrived in the ED at 02:00 hours with her initial assessment being similar to that of the locum. She had a peak expiratory flow rate 
(PEFR) of 150 L/minute, with an accompanying note suggesting the patient had a poor technique in using the flow metre. 
The patient appeared to respond to nebulised salbutamol with a reduction in her respiratory rate to 22 bpm, although her PEFR had not 
changed. She stated that she felt excellent. The junior medical officer recommended an overnight admission that was declined by the patient. 
The patient left hospital and died approximately two hours later. 
An inquest was held and found that the following factors contributed to her death: 
• The lack of improvement in her PEFR was assumed to be due to poor technique; 
• There was a failure to recognise that an improvement of her asthma may be short term only; 
• There was a failure to ascertain whether the patient had previously used a peak flow metre; 
• A long history of ‘mild’ asthma may have led the patient to not understand the significance of her decision to go home against medical 

advice; and 
• The absence of a protocol for the management of asthmatic patients and the assistance of junior medical officers in knowing when to seek 

advice from senior medical staff. 
The Coroner’s findings and recommendations included: 
• The development of an adequate protocol for the management of asthmatic patients to assist in deciding ‘if it is safe to send this asthmatic 

patient home’; 
• Consideration should be given to requiring all junior medical officers to seek advice from senior medical staff in deciding whether patients 

are admitted or discharged from ED’s; and 
• All but the mildest of cases of asthma should have blood gases, a chest x-ray and a PEFR recorded. 
The findings in this case, although more than a decade old, remain pertinent to today’s clinical practice, with guidelines and supervision 
continuing to be major issues in coronial investigations and critical issues in patient safety. 

College Response 
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COMBINED MEDICAL AND NURSING NOTES 
Poster created by the Ballarat Hospital in response to a Coronial Finding in 1996 (3326/94), referred 
to on page 3 of this edition of the Coronial Communiqué. 


