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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 final issue of the Coronial Communiqué for 2004.  
In this edition we have some ‘hot off the press’ information regarding the 
reporting of deaths associated with asbestos. 
The production of this edition is made possible by the very generous time 
given by our guest authors. The first case (summarised by Ms A Medhurst) 
discusses communication between junior and senior clinicians. This issue 
was explored in a previous case summarised in the Coronial Communiqué 
(Vol 1, Issue 1; Dec 2003 available on our website)—you may recall that 
the hospital in that case generated a comprehensive list of clinical 
parameters when a consultant must be called.  
Ms A Charles examined the second case and discusses the important 
issues of documentation and teamwork. The final case examines the 
problems associated with documenting and communicating key pieces of 
information between clinicians and radiologists. 
The Clinical Liaison Service has been the subject of an evaluation process 
looking at its future funding and configuration. We are therefore waiting for 
the final decision and will report back to you in the New Year.  
Finally, the staff at CLS would like to thank the CC’s readership for its 
support during 2004. It has exceeded our expectations and it is hoped, 
with continued support from health care professionals, it will continue to 
focus our attention on patient safety. We wish you a safe and happy 
Christmas. 

November 2004: Volume 2, Issue 4 
Contents 

Editor-in-Chief: 

Consultant Editor: 

Managing Editor: 

Address: 

 

 

Telephone: 

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. Copies are 
also accessible on the web at: 
http://www.vifm.org/inclnewsletter1.html 

Clarifying the Communiqué’s message  
A review of the article ‘Caution Needed When Assessing Risk of Suicide’ 
in the previous Coronial Communiqué prompted the need for clarification. 
In the fifth paragraph, the ‘seriously flawed’ phrase was intended to refer 
to the system in which the Psychiatric Nurse practiced and NOT to the 
individual decision making of the Psychiatric Nurse. The Psychiatric Nurse 
involved in this case has had discussions with the State Coroner’s Office 
following the article and wished to express gratitude for the open forum 
that the Coronial Communiqué created. 

Next Edition:  

Clozipine Alert! 
There are a number of coronial cases that are currently being inves-
tigated involving the antipsychotic medication Clozapine. Prelimi-
nary inquiries suggest that the deaths were associated with myocar-
ditis—a recognised complication of Clozapine treatment. Although 
final conclusions have not been reached it seems timely to empha-
sise the importance of adhering to the recommended monitoring 
procedures involving serial blood tests and electrocardiographs. February 2005 
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An infant girl was born prematurely at 25 
weeks gestation and weighed 690gms. 
The infant was cared for in a Neonatal 
Intensive Care Unit (NICU) where her 
progress was relatively uncomplicated until 
day seven. She was on minimal ventilation 
via an endotracheal tube (ETT) and 
receiving intravenous antibiotics. Although 
it was not thought to be clinically 
haemodynamically significant at the time, 
an echocardiogram confirmed a clinical 
diagnosis of patent ductus arteriosus 
(PDA). 
On day 7, prior to 03:30 hours, there were 
episodes of oxygen desaturation. The 
ventilator pressures were increased on a 
number of occasions, from 12/6 (PIP/
PEEP) to a peak of 20/6 cmH2O. Despite 
these actions, oxygen desaturation 
continued. At 03:30 hours the Fellow and 
Registrar decided to electively change the 
ETT to exclude the possibility of it being 
blocked. Subsequently oxygen saturation 
improved back into the mid to high 90% 
and air entry was good. When a further 
instance of desaturation occurred shortly 
after 03:40 hours the doctor checked the 
placement of the ETT with a laryngoscope 
and found it properly positioned. 
Sometime between 03:30 and 04:00 the 
Fellow and Registrar considered whether 
to contact the on-call consultant 
neonatologist, but concluded it was not 
warranted. 
At 04:10 hours the infant suffered a 
prolonged cardio-respiratory arrest. The 
on-call consultant neonatologist arrived at 

04:30 hours and took over treatment. 
Shortly prior to 04:50 hours the on-call 
consultant neonatologist concluded that 
the ETT was not in the trachea, but the 
oesophagus. The infant was re-intubated 
and the ventilator pressure was increased 
to 34 cmH2O. 
Although circulation was restored the 
infant sustained severe, irreversible 
hypoxic brain injury. By day 28 aggressive 
intensive care management was no longer 
considered appropriate in view of the 
extremely poor long-term neurological 
prognosis. On day 30, after consultation 
with her parents, the infant’s ventilatory 
support was withdrawn and the infant 
passed away.  

A letter from the infant’s parents to the 
State Coroner raised a number of 
concerns relating to perceived deficiencies 
in medical management of their infant at 
the NICU. The State Coroner took the 
matter as a reportable death. A coronial 
investigation and then a formal public 
inquest was initiated. The inquest focused 
on the possible cause or causes of the 
sudden significant deterioration in the 
infant’s condition and arrest in the early 
hours of day 7. 

The Coroner accepted that the severe 
hypoxic brain injury which ultimately led to 
the withdrawal of life support and death 
pr imar i l y  occurred dur ing  the 
cardiorespiratory arrest and prior to the 
"successful" resuscitation of the infant. 

The Coroner acknowledged that no one 
was able to categorically state what the 
reason or reasons for the arrest were. The 
Coroner summarised that the arrest was 
due to "a cascade of events". Further to 
this, the Coroner found that a significant 
factor amongst the "cascade of events” 
was the developing PDA. The Coroner 
concluded that the infant succumbed to 
complications directly related to her 
extreme prematurity. 

The NICU had guidelines for when to call 
(in) a consultant. An expert witness 
pointed out that the guidelines were "open 
to subjectivity". As such the Coroner 
recommended to the NICU that a further 
review of the relevant guideline for when to 
call (in) a consultant was warranted. 
The Coroner noted that for reasons 
warranted or not, the infant’s parents did 
not take the opportunity when invited to do 
so, to meet with the consultant 
neonatologist who had been involved in 
the treatment of their infant on day 7. The 
Coroner endorsed the concept of open 
and frank discussions at an early stage to 
enable all parties involved in a tragic event 
such as this, to address and understand 
the relevant issues. However the Coroner 
commented that as the reasons for the 
communication breakdown were not clear, 
to endeavor to formulate a precise 
recommendation concerning postmortem 
consultation and communication in this 
particular matter, was not appropriate. 

Informing Your Senior 
Case Number: 1670/02 
Case Précis Author: Ms AM Medhurst RN RM NeonatalCritCare BN MN 

Clinical Summary 

Coronial Investigation 

Recommendations 

Coronial Findings 

The National Coroners Information System 
The National Coroners Information System (NCIS) contains data about every death reported to a coroner around Australia since 1 
July 2000 (1 July 2001 for Queensland). Direct access to the NCIS is available to third party agencies with a bona fide interest in 
death and injury prevention, or de-identified statistical information can be provided upon request. Relevant fees apply. 
NCIS can be a useful resource for clinicians who are interested in investigating the frequency and/or circumstances surrounding 
certain types of deaths, for example work related deaths and suicide. The range of information available about each case includes: 

• Demographic information 
• Time, location of death and incident 
• Medical cause of death 
• Manner of death 
• Key text documents where available (police report, autopsy and toxicology reports, coronial finding) 

In the past twelve months NCIS has provided information on a range patient safety issues: 
• Administration of medication in nursing homes. 
• Fatalities associated with pregnancy. 
• Deaths associated with insertion of naso-gastric tubes. 

Should you wish to obtain further information about the NCIS, please visit the website at www.ncis.org.au, or contact the NCIS on 03 
9684 4414 or ncis@vifm.org. 
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Teamwork in Clinical Practice 
Case Number: 429/03 
Case Précis Author: Ms A Charles RN & Dr AJ O’Brien  

A 2½ year old boy was found suspended by 
the strap of his bicycle helmet that was 
jammed between the wall and the top bunk of 
his bed. His family cleared his airway and 
commenced mouth to mouth prior to arrival of 
ambulance officers within four minutes who 
confirmed a full cardiorespiratory arrest. They 
initiated cardiac monitoring immediately 
followed by three unsuccessful defibrillations, 
external cardiac compressions and positive 
pressure ventilation with a bag and mask. 
This continued until they arrived at the 
emergency department (ED) of a small rural 
hospital, only interrupted by three further 
defibrillations. The on-call medical officer and 
MICA (Mobile Intensive Care Ambulance) 
paramedic arrived at the ED soon afterwards. 
With the consent of the medical officer, the 
paramedic achieved successful endotracheal 
intubation, inserted an intraosseous needle, 
administered adrenaline and arranged for 
transfer to a tertiary hospital. While waiting 
for the retrieval service, the child regained 
cardiovascular stability but did not breathe. At 
the tertiary hospital treatment was withdrawn 
later that evening following consultation with 
the family. 

The cause of death following an autopsy was 
given as compression of the neck following 
accidental hanging. 
There was investigation into the level and 
standard of the documentation within the 
hospital notes, the clinical management by 
the ambulance service, and the responsibility 
for the child’s care after arrival in the ED. 

Documentation: An independent expert 
criticised a number of entries in the medical 
records. In particular, unacceptable dose 
recording errors were found in the drug chart 
and it was noted that there were no signed 
orders for the drugs administered. 
Treatment: The response times and initial 
assessment of the deceased by the 
ambulance officers were excellent. However, 
the interpretation of the initial cardiac rhythm 
on the ECG monitor was incorrect and the 
defibrillation shocks were not indicated. 
Additionally, there was conflict between the 
ambulance officers, resulting in a loss of 

confidence of clinical skills. It was revealed 
that the conflict had been brought to the 
attention of the ambulance service on a 
number of occasions. However, an expert 
considered that the original neck 
compression had resulted in a non-survivable 
condition prior to the protocol breaches. 
Nonetheless, the ambulance officers were 
retrained in Advanced Cardiac Life Support 
procedures.  
Responsibility: The apparent ‘surrendering of 
control’ to the MICA paramedic by the 
medical officer in the ED was investigated. 
The doctor stated that the ED was staffed by 
general practitioners (GP’s) and that the local 
ambulance service played a leadership role 
in the management of resuscitation and that 
this had happened on a number of previous 
occasions. 

The coroner found that the patient care, 
leadership and responsibility rested with the 
medical practitioner appointed by the 
hospital. In this instance the medical 
practitioner had adequate qualifications and 
experience to do so. The independent expert 
commented that although paramedics are 
highly trained and skilled in the delivery of 
pre-hospital emergency care, they have a 
limited range of advanced life support 
treatments and that it was "suboptimal for in-
hospital resuscitation to be limited by the 
scope of practise of MICA paramedics in the 
presence of a specifically tasked medical 
practitioner." 

The Monash University Accident Research 
Centre and Monash University Faculty of 
Engineering undertake a feasibility study and 
testing of a bicycle chin strap release 
mechanism that would operate in 
circumstances where the wearer is at risk of 
sustaining life threatening neck compression. 
The rural hospital ensures medical and 
nursing staff comply with the legislative 
requirements for drug administration and that 
the hospital records are accurately 
maintained. 
The ambulance services review their roster 
systems to ensure, as far as practical, an 
appropriate working relationship exists 
between rostered ambulance paramedics. 

Clinical Summary 

Recently Closed Cases 
3197/00: A patient was seen twice by 
his GP during the week of his death with 
abdominal pain. On the third occasion 
he was referred to an ED where he 
waited 4½ hours before arresting in the 
waiting room. He had an undiagnosed 
femoral hernia with gangrenous bowel. 
Despite metabolic derangements he 
had surgery and died on the operating 
table. The coroner found the GP 
contributed to his death by not 
considering alternative diagnoses with 
consequent delays. The ED triage 
category of 4 was appropriate, but the 
long waiting time may have contributed 
to his death. 
392/02: An elderly female had a hip 
replacement in a private hospital during 
which there was a short period of 
hypotension.  Immediately post-
operatively her BP dropped more 
significantly despite transfusion of blood 
and no evidence of cardiac ischaemia. 
The patient’s physician transferred her 
to an ICU where an ultrasound revealed 
a pelvic mass thought to be a large 
haematoma. After reversing her 
coagulopathy a vascular surgeon 
operated during which a tear to the 
external iliac vein was identified and 
repaired, but she died on the operating 
table. Despite an initial concern 
regarding poor continuity of care this 
was not agreed with by the coroner. The 
care offered by the various doctors was 
maximized by detailed handovers at 
each step. There was however criticism 
of the pathology service regarding slow 
del ivery of blood products for 
transfusion. 
765/02: A female with a past history of 
schizophrenia, suicide attempts and 
substance abuse, killed herself by lying 
across a train line. After two months of 
being an inpatient she was on a 
graduated day / night leave plan during 
which there were positive telephone 
conversations with her. During the 
inquest there appeared to be 
inconsistencies in responsibility for 
decision making and suicide risk 
a s s e s s m e n t s .  T h e  c o r o n e r 
recommended that families’ concerns 
are seriously considered in decisions. 
2545/02: A 28 week, severely growth 
restricted, neonate required intensive 
medica l  management  fo l lowing 
abdominal surgery and cardiovascular 
instability. She died aged six days. An 
autopsy identified right atrial perforation 
from a central venous catheter and 
pericardial tamponade as a likely cause 
of death. Subsequent changes in 
practice included ensuring the tips of 
central catheters lie outside the right 
atrium, and regular meetings occur 
between neonatal and radiology staff. 
The coroner commented on poor 
communication with the family during 
her final deterioration. 

The Inquest 

Recommendations 

Comments 

Coronial Investigation 
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The Hazards of False Negatives 
Case Number: 1294/03 
Case Précis Author: Dr AJ O’Brien 

An 85 year old male was involved in a motor car accident on a country 
highway when colliding with an embankment. An ambulance took him to the 
emergency department (ED) of a large regional hospital where he was 
found to have injuries that included lacerations to his head, nose, and left 
shoulder, and neck soreness. Radiographs and CT scans of his head and 
neck revealed no abnormalities. His scalp laceration was stapled and he 
was discharged later that day to be driven home to Melbourne. 
During a consultation with his general practitioner (GP) the following day the 
doctor was contacted by the hospital stating they had found an unstable 
cervical spine fracture during routine reporting. The GP arranged for the 
deceased’s transfer to hospital. While an inpatient he developed several 
complications including cardiac arrhythmias and pneumonia. Despite 
aggressive medical management he died sixteen days after his accident. 

The cause of death following an autopsy was “bronchopneumonia in a man 
with severe ischaemic heart disease who had recently fractured his second 
cervical vertebra”. The fracture of the second cervical vertebra appeared 
unstable and was associated with haemorrhage around the cord. 
Furthermore, the pathologist commented that “individuals with cervical cord 
fractures and immobility are at increased risk of developing respiratory 
problems, including pneumonia". 

The medical officer who saw the deceased in the ED noted no loss of 
consciousness and normal vital signs. Because of ongoing neck pain he 
had plain radiographs and a CT scan of his cervical spine which were 
verbally reported as being normal by the on-call radiologist. At the time of 
the inquest, the first radiologist had no recollection of the case. The CT 
scans were routinely reported the following day when a second radiologist 
reported a potentially unstable fracture of the second cervical vertebra. 
The inquest heard that the initial verbal, or interim, report was not 
documented by the first radiologist and was therefore not available for other 

clinicians to read.  
An expert opinion from a radiologist suggested that the appropriate 
investigations were instituted to assess the deceased's injuries. The 
process of radiological reporting and communication with the emergency 
department was considered the major discussion point. 

The cervical spine clearance process: The Department of Human Services 
(DHS) was recommended to undertake preliminary research in relation to 
the extent of the problem (that is, cases where there has been failure to 
identify cervical spine fractures following injury). In the event that the 
problem is identified as being a significant systems issue, DHS consider 
auspicing a review of hospital procedures in the area of cervical spine 
fractures in order to identify best practice and to develop an appropriate 
minimum standard. 
Communication between radiology and emergency departments: This case 
highlighted communication failures between clinicians and radiologists. The 
detail of the clinical information transferred from the clinicians to the 
radiologists was not clear, and the interim report on the imaging was not 
documented. It is important that a formal process of report transfer and 
follow-up be established between radiology and emergency departments in 
every hospital. This issue is more problematic in rural hospitals. However, 
the transfer of images via information technology may be a means of 
assisting these hospitals by offering radiological opinion from a centralised 
location close to 24 hours a day. This problem is recognised as being 
complex and will need to be considered by a broad ranging multi-
disciplinary group. 

The Victorian State Coroner’s Office has investigated a number of deaths 
where transfer of information between radiologists and clinicians has been 
implicated. The Clinical Liaison Service has initiated a forum to consider 
methods of improving the coronial investigation into this area. The results of 
this forum will be described in a forthcoming issue of the Coronial 
Communiqué. 

Comments and Recommendations 

The Inquest 

Pathology 

Clinical summary 

Reporting of Deaths Related to Asbestos 
The State Coroner has responsibility under the Coroners Act (Victoria) 1985 to investigate unnatural death or death that has been caused 
directly or indirectly from accident or injury. Asbestos related death falls into these categories and is therefore required to be reported to the 
State Coroner. An "asbestos related death" includes asbestos related lung cancer, asbestosis or mesothelioma. If the attending medical 
practitioner is of the view that an asbestos related condition was a contributing factor (along with others) in the death, then the death is 
reportable to the Coroner. The reporting of asbestos related death to the Coroner is designed to ensure that an investigation into these 
deaths is undertaken and, where appropriate, potential preventive measures are identified. 
When a death occurs, the attending medical practitioner should, on assessing that the death was caused by asbestos-related disease, 
telephone the Coronial Services Centre (0396844368 or 1800136852 [for regional Victoria only] 24 hours a day) to report the death. The 
attending medical practitioner will be asked to provide the following initial information: 
(1) The attending medical practitioner's assessment as to the cause of death; 
(2) A brief deposition relating the deceased's identity, the cause of death and where the deceased's medical records are located. If the 

medical practitioner is able to provide details as to the history of exposure in this document or provide other documentary material on 
exposure, this is also requested; and 

(3) Existing clinical material upon which the attending medical practitioner's diagnosis is based, for example, biopsy, radiology or histology 
reports. If this is unavailable, the medical practitioner will need to provide a source for these documents and the body's release will 
depend on their becoming available to the State Coroner. 

When this information has been supplied to the Coronial Services Centre and assessed the body will not usually need to be taken to the 
coroner's mortuary. If the death occurs in the home, then the deceased may be taken to the Funeral Parlour and will be released for burial or 
cremation when the Coroner gives the authorisation. This initial investigation process does not require the attendance of police. 
However, where there are circumstances which mean that the death is reportable for other reasons (e.g. the death occurs during or as a 
result of an anaesthetic or during surgery) the body will be required to be taken to the coroner’s mortuary and an autopsy may be required. In 
this event, police may become involved. 
The family should be advised to contact the Coronial Services Centre if they wish to exercise their right to an autopsy. They should also be 
informed that investigation of the circumstances surrounding the death will continue after the body is released and they will be contacted with 
further information about this. On completion of the investigation, a Coroner will complete a Finding based on all the information available, 
and may also comment or make recommendations relating to public health and safety. 

Author’s Comment 


