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Policy Statement

To provide medical practitioners, nursing staff, managers and administrators with:
e Specific information about the Coroners Act (2009);
¢ Direction and guidance about reportable deaths to the NSW Coroner; and

¢ Direction and guidance about the Special Committee Investigating Deaths under
Anaesthesia and reporting requirements if a patient dies under or within 24 hours of an
anaesthetic.

Scope of Policy

This policy is aimed at all medical officers and nursing staff directly involved in the care of
patients and at managerial, administrative and executive staff involved in ensuring the
correct documentation and reporting of deaths to the Coroner and SCIDUA.

Definitions

Coroner

A person who investigates certain kinds of deaths in order to determine the identity of
the deceased and the date, place, circumstances and medical cause of death.

SCIDUA
Special Committee Investigating Deaths Under Anaesthesia

Child Death Review Team

The Child Death review team is a team established by the Community Services
(Complaints, Reviews and Monitoring) Act 1993 (NSW) whose functions include
analysing data to identify trends relating to child death

SCIDUA Form

Report of Death associated with Anaesthesia/Sedation Form (previously Form B)
MOOH/ADON

Manager, Out-of-Hours/ After Hours Director of Nursing
NUM

Nursing Unit Manager

Roles and Responsibilities
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Hospital managers and medical staff must be aware of legislative requirements for the
reporting of deaths to the Coroner and/or SCIDUA and other relevant review teams. Staff
must be aware of the appropriate documentation required and provide the Coroner with
original or copies of the medical records.

Hospital managers and medical staff must also be aware of the procedures involved in the
notification of a death (not reportable to the Coroner) and the issuing of a Cremation
Certificate.

The Mortality & Morbidity Sub-Committee is responsible for the screening of all deaths for
compliance with notification regulations and will initiate follow-up in cases where it may have
been missed.

The Director of Medical Services will be responsible for ensuring that notification does occur
in these cases.

Background

A number of key changes have been enacted in the Coroners Act 2009 which is relevant to
health care workers. These include changes to the categories of cases which must be
reported to the Coroner and changes to coronial autopsy procedures.

Current versions of the Coroners Act 2009 and the Coroners Regulations 2010 are
accessible at www.legislation.nsw.gov.au.

General Guidelines

1. Jurisdiction of the Coroner

The Coroner has the jurisdiction to hold an inquest concerning the death or suspected death
of a person if it appears to the Coroner that:

. The person’s death is (or there is reasonable cause to suspect that a person’s
death is) a reportable death, or

. A medical practitioner has not given (or there is reasonable cause to suspect that
a medical practitioner has not or will not give) a certificate as to the cause of
death

2. Circumstances in which a Medical Practitioner should NOT Issue a Certificate as
to the Cause of Death

2.1 A medical practitioner must not issue a certificate as to the Cause of Death
under the Births, Deaths and Marriages Registration Act 1995 if the death is a
REPORTABLE death (s6 Coroners Act 2009) i.e.:

e The person died a violent or unnatural death
e The person died a sudden death, the cause of which is unknown,

e The person died under suspicious or unusual circumstances
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OR

OR

2.2

The person died in circumstances where they had not been attended by a
medical practitioner within 6 months prior to the patient’s death,

The person died in circumstances where the death was not a reasonably

expected outcome of a health related procedure (see below)

If the person died while in or temporarily absent from a declared mental health
facility if the patient was a resident at the facility for the purpose of receiving
care.

If the death is a death under s23 Coroners Act 2009 i.e.: a death in custody

If the death is a death under s24 Coroners Act i.e.:
1)  The death of a child who was:
a. Achildin care

b. A child or the sibling of a child of whom a report was made under
Part 2 of Chapter 3of the Children and Young Persons (Care and
Protection) Act 1998 within three (3) years preceding the death

c. A child whose death may be due to abuse or neglect or that occurs in
suspicious circumstances

2)  The death of a disabled person:

a. A person who at the time of death was living in, or was temporarily
absent from, residential care, or

b. A person who is in a target group within the meaning of the Disability
Services Act 1993 who receives assistance (as prescribed by the
regulations) from a service provider to allow the person to live in the
community

Changes to categories of cases that were previously reportable to the Coroner
(Coroners Act 1980):

The Coroners Act 2009 does not specifically identify deaths occurring under or
within 24 hours of administration of an anaesthetic as reportable to the Coroner.
However From 1st September 2012, the NSW Public Health Act 2010 requires
the health practitioner who is responsible for the administration of the
anaesthetic or sedative drug, where the patient died while under, or as a result
of, or within 24 hours after the administration of an anaesthetic or sedative drug
for a medical, surgical or dental operation or procedure, to report the death to the
Director General via the SCIDUA

The limitation whereby a death need only be reported if it occurred within a year
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and a day of an accident has been removed

¢ A death is not reportable if it follows an accident related to old age if the person
is older than 72 years (65 years in previous legislation). This covers accidents
that occur in a nursing home, hospital or at home. The medical practitioner
MUST STATE on the certificate that it is given in pursuance of s38(2) of the
Coroners Act 20009. If a relative objects to this the death becomes a reportable
death

2.3 Definition of a Health-related Procedure and a ‘reasonably expected outcome’:

¢ A health-related procedure means a medical, surgical, dental or other health-
related procedure (including the administration of an anaesthetic, sedative or
other drug). Procedure is taken to mean health care provided to a patient. This
does not include procedures of a kind prescribed by the regulations as being
excluded procedures

e What is meant by reasonably expected outcome, The Coroners Act 2009
does not define ‘reasonably expected outcome’. Guidelines to assist a medical
practitioner decide if a case should be reported to the Coroner appear below

o Guidelines to help determine if a case is reportable to the coroner:
Consider:
«  Did the health-related procedure cause the death (see below), and

«  Was the death an unexpected outcome of this procedure? (See
below)

IF THE ANSWER TO BOTH THE ABOVE IS YES, THE DEATH IS REPORTABLE

o In determining whether the health related procedure caused the death
Consider:

« Was the health-related procedure necessary to improve the patient’s
medical condition, rather than an elective procedure, and

«  With regards to the death would your peers consider the health-
related procedures performed to be consistent with competent
professional practice?

IF THE ANSWER TO BOTH THESE QUESTIONS IS YES, THEN THE DEATH MAY NOT
BE REPORTABLE

o In determining whether the death was an unexpected outcome of a health
related procedure

Consider:

«  Whether the patient’s condition (including age and co-morbidities)
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was such that death was likely to occur had they not undergone the
procedure;

%  Was death recognised as being a significant risk of the procedure
given the patient’'s medical condition, but potential benefits of the
procedure were believed to outweigh the risks;

«  With regards to the death would your peers consider the health-
related procedure performed to be consistent with competent
professional practice?

IF THE ANSWER TO ALL THESE QUESTIONS IS YES, THEN THE DEATH MAY NOT BE
REPORTABLE

24

2.5

A flow chart and coronial checklist is attached for further direction as to whether a
death is reportable or not (see Appendix 1)

If a medical practitioner is unsure as to whether a death is reportable he/she
should contact the NSW State Coroner’s Office on 02 8584 7777.

3. Obligation to report deaths or suspected deaths that are examinable by the
Coroner

3.1

3.2

3.3

3.4

Under the Act, hospitals, medical practitioners or any other person, who has
reasonable grounds to believe that a death or suspected death would be
examined by the Coroner must report the death or suspected death to the police
(who will then report it to the Coroner) as soon as possible (ss35 and 38 of the
Act).

The Medical Officer or MOOH (ADON) involved in determining the death
reportable (in consultation with patient’s Admitting Medical Officer) should notify
the police of the reportable death. (North Sydney precinct 02 9956 3199).

All Reports by medical personnel and hospitals must be on the prescribed form
“Report of Death to of a Patient to the Coroner’ (formally Form A, See
appendix 2). This should be prepared in triplicate; the original and duplicate copy
should go with police (a copy for the police and a copy for the police to give to the
Coroner) the third copy must be retained in the medical record of the deceased
patient.

This form is available with the Coronial checklist in the ADONSs office and in ICU.

4. NSW Department of Heath Requirement to Report Other Kinds of Deaths

4.1

Anaesthetic Deaths

From 1st September 2012, the NSW Public Health Act 2010 requires the health
practitioner who is responsible for the administration of the anaesthetic or
sedative drug, where the patient died while under, or as a result of, or within 24
hours after the administration of an anaesthetic or sedative drug for a medical,
surgical or dental operation or procedure, to report the death to the Director
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General via the SCIDUA.

. Health practitioners can notify the death by: Completing the State form
SMRO010511: Report of Death Associated with Anaesthesia/Sedation form
and mailing it to:

Secretary, NSW Health

C/o Special Committee Investigating Deaths Under Anaesthesia
Clinical Excellence Commission

Locked Bag 8

Haymarket NSW 1240

° The completed form can also be scanned and emailed to: CEC-
SCIDUA@health.nsw.gov.au

. This form is available in ICU, the ADONSs office and the office of the NUM
in theatres.

. All deaths at the Mater will be screened monthly by the Mortality and
Morbidity Sub-Committee using the ‘End of life Screening Tool’. Should a
death meet the requirements for SCIDUA notification, the notes will be
checked for a copy of the SCIDUA form.

o If the SCIDUA form is not present the matter will be referred back to the
Head of Anaesthetics by the Director of Medical Services for follow up. The
SCIDUA form should then be submitted to the Director-General by the
medical officer responsible for the administration of the anaesthetic or
sedative drug with a copy being sent to medical records. The Director of
Medical Services should be informed that this has occurred.

Note that a death may require both notification to the Coroner and SCIDUA. The
form Report of a Death of a Patient to the Coroner should be completed as above
and the form Report of a Death Associated with Anaesthesia/Sedation should be
completed and sent to SCIDUA

4.2 Certain other Deaths

NSW Department of Health has reporting requirements for other deaths that may
not be covered by the Coroners Act such as reporting to:

° NSW Reportable Incident Review Committee

o NSW Maternal and Perinatal Committee

o Collaborating Hospitals Audit of Surgical Mortality (CHASM)
o Death of a child

o employees must provide the Child Death Review Team with full and
unrestricted access to records that are under their control

o employees must provide the Ombudsman with full and unrestricted
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access to any records they may require in the execution of their duties
5. Death in the Operating Theatres

A copy of this policy and all flow charts can be found in the folder labelled “CORONERS
PAPERWORK” in the Scrub/Scout NUMS OFFICE.

5.1 Where a patient has died in the operating theatres the ADON should be
contacted and Appendix 1 should be used to determine if the case is reportable
to the coroner

5.1.1 If the flowchart in Appendix 1 (Flowchart to determine whether a death is
reportable to Coroner and/or SCIDUA), determines the death is not
reportable to the coroner then disregard this policy and refer to the policy
END OF LIFE CARE - DEATH OF A PATIENT D/2010/14935 [V5].

5.1.2 If the flowchart in Appendix 1 (Flow Chart to determine whether a death is
reportable to Coroner and/or SCIDUA) determines the death is reportable
to the coroner than refer to Appendix 3 in this policy

5.2 The NUM and Theatre Staff must assist the ADON / VMO and Anaesthetist in
completing the following documentation and a copy of each must be kept in the
patients’ medical record:

e Death Register (ADON)

e Coronial checklist (see Appendix 2)

e Report of death of a patient to the Coroner (see 3.3)

e Report of death associated with Anaesthesia/Sedation (see 4.1)

5.3 A debriefing session for the personnel involved in the case is to be organized as
soon as possible.

6. Guidelines for Staff when Dealing with a Coroner’s Case
6.1 General Considerations:
¢ Nothing should be done to the body after death
e All devices, cannulae tubes and drains must be left insitu
¢ All attached drip bags, bottles and lines must accompany the body

¢ All sharps or items of equipment left in-situ should be taped in such a way as to
minimise risk of sharps injury of leakage

e The body must not be washed and should be placed only in a plastic body bag

e Limbs and jaws must not be tied and orifices must not be plugged
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¢ Any material aspirated from the stomach should be retained, placed in a screw
top container, appropriately labelled and be forwarded with the body

6.2 Infectious Diseases:

¢ |f the deceased may have been suffering one of the infectious diseases listed
under List A or List B in section 3 of the Public Health (Disposal of Bodies)
Regulation 2002, a label must be affixed to the body stating in indelible ink only
either ‘Infectious Disease List A-Handle with Care’ or ‘Infectious Disease List B-
Handle with Care’ The body should be placed in a plastic body bag. The body
should then be placed in a second plastic body bag with a second label with the
same information affixed outside. Neither label should specify the condition

List A

o Creutzfeldt-Jakob Disease (CJD)

o Hepatitis C

o Human Immunodeficiency Infection (HIV)
List B

o Diphtheria

o Plague

o Respiratory Anthrax
o Small Pox

o Tuberculosis (TB)

o Any Viral Haemorrhagic Fever including (Lassa, Marburg, Ebola and
Congo-Crimean Fevers).

The Public Health (Disposal of Bodies) Regulation 2012 Part 8 Division 3 Clause 53,
updated the prescribed infectious diseases to include the following:

o Avian Influenza in Humans
o Middle East Respiratory Syndrome Coronavirus (MERS)
o Severe Acute Respiratory Syndrome (SARS)

6.3 Identification of the Body:

¢ Access to the body for identification purposes must be authorised and supervised
by the police

¢ Two hospital identification bands are to be left on the wrist and ankle of the body
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6.4

6.5

6.6

A patient identification label is to be adhered to the exterior of the body bag at the
head

Access to the body for any reason other than identification should be authorised
by the Visiting Medical Officer, Nurse Manager or Manager, Out-of-Hours

Custody of the Body:

The hospital is responsible for the safe custody of the body until a Coroner’s
order for burial has been issued or until the body is removed by the Police (when
directed by the Coroner)

The body must be kept in the same condition as when death occurred

Relatives:

A senior Hospital Officer (Visiting Medical Officer, Nurse Manager or the
Manager, Out-of-Hours) should contact relatives as soon as possible after a
death has been determined as reportable to the Coroner. This officer should
meet with relatives to explain to them the formalities required by the Coroners
Act

The Coronial Information and Support Program (CISP) at the office of the NSW
State Coroner manage all objections to post-mortem throughout NSW. It has
staff trained to deal with acutely bereaved families and can speak to the senior
next-of-kin regarding objection to autopsy. Contact 02 8584 7777

Transfer of Medical Records to Forensic Pathologist for the Post Mortem:

Where a post mortem is to be conducted under direction of the Coroner a copy
of the medical records must be provided:

The release of records should be handled by the Medical Records staff and that
the movement of medical records is recorded in a specific register. After hours
this should be undertaken by the Nurse Manager or the Manager, Out-of-Hours

Medical records sent with the deceased should be collated and packaged prior to
dispatch. The records should be forwarded in a sealed envelope to the Coroner.
If original records are sent a copy must be kept by the hospital

A signed receipt should be obtained for all records from the Coroners Court

Records should be forwarded within 24 hours of the death and should be
transported by courier

Hospitals may be asked to provide a discharge type summary by the Coroner
(written request). It should outline treatment received by the deceased patient
and must answer any questions the Coroner has raised in the request

Staff must comply with a Coroner’s request for information (documents) or
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6.7

6.8

6.9

6.10

anything relating to a coronial investigation

The hospital must not obstruct or hinder a person executing a coronial
investigation scene order.

Persons involved in a coronial enquiry:

A person who appears to give evidence or produce any document in coronial
proceedings must not refuse to take the oath or affirmation, refuse to answer
questions once the oath is taken or refuse to produce any requested document or
thing

A person involved in a coronial enquiry must not release any information about
the process or the case being examined

Process involved in the notification and registration of a death reportable to
the coroner

The Visiting Medical Officer responsible for the deceased persons medical care
immediately prior to death, or who examines the body after death, must, within
48 hours of the death:

o Register the death and the cause of death by filling in a Death
certificate. The original should accompany the body and the copy
must stay in the patient’s medical record

o Ifthe Medical Officer is not able to give a cause of death within that
time they must notify that the death has occurred and indicate their
intention to provide a cause of death

A medical certificate must not be issued if the death has been reported to the
Coroner

A person must comply with any requests from the Registrar to provide
information, or answer questions relevant to an inquiry on a registrable death.
Failure to do so is an offence. (Births Deaths and Marriages Registration Act
1995 (NSW); Births, Deaths and Marriages Registration Regulation 2011 (NSW)

Process involved in the issuing of a cremation certificate:

The Visiting Medical Officer that issues the Death Certificate should issue a
Cremation certificate unless:

o The death of the patient is examinable under the Coroner’s Act
o The proposed cremation is against the written wishes of the person
o The medical officer has not examined the body

o The medical officer is not satisfied that the identity of the body has
been correctly disclosed on the Cremation certificate

A medical officer that provides a Cremation certificate must include in the
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certificate any written direction left by the deceased person about any particular
method of cremation that was or was not to be used

e The original Cremation certificate should be forwarded with the Death Certificate
to the Deputy Director of Nursing or the Manager, Out-of-Hours for collection by

the funeral directors

o Death Certificates and cremation certificates can be found in the Manager, Out-
of-Hours office, the Intensive Care Unit and McAuley Ward.

Evaluation

Compliance with correct notification procedure will be monitored through the admitted patient

death auditing processes.

National Safety & Quality Health Service (NSQHS) Standards

Standard 1 — Clinical Governance

References

NSW Health Policy Directive Coroners Cases and the Coroners Act 2009 (Document
Number PD2010_054) Publication date 01-Sep-2010 revised 2015.
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Births Deaths and Marriages Registration Act 1995 (NSW)

Births, Deaths and Marriages Registration Regulation 2011 (NSW)

Public Health (Disposal of Bodies) Regulation 2002
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Disability Services Act 1993
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Appendix 1:
Flow Chart to determine whether a death is reportable to Coroner and/or SCIDUA
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Complete the Report
of a death
Associated with
Anaesthesia
(Previously FORM BE)

L J

Under the Coroners Act 2009, a death is
reportable if:
it is violent or unnatural
itis sudden and the cause
unknown
It ocours in suspicious or unusual
crcumstances;
The person has not been attended
by a doctor in the 6 months
preceding the death;
It was not the reasonably expected
outcome of a health related
procedure
the person was in or temporarily
absent from a mental health facility
where they were receiving
involuntary treatment

Was the death following

a procedure?

YES

Was death due to
anaesthetic/sedation?

Was death during
anaesthetic/sedation?

Was death
within 24hrs of
anaesthetic/sedation?

Was death
a reasonably expected
outcome of the
procedure?

Complete the
“Report of a death
to the coroner
(FORM A)”

YES

Complete a Death
Certificate

e s W T oA AN
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Appendix 2:
Coronial Checklist- Example only. Please use hard copy available in Theatres, ICU or

L]
—
7]
L=
—
L=
o

BINDING MARGIN - NO WRITING

mmo

ADON’s office.
NSW@®HEALTH — =P
Facility: i ! e
ADDRERR

CORONIAL CHECKLIST

LCCATION
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

Deaths Reportable to the Coroner — check list

This checklist is ko b2 used o deiermine if 3 death should be reported 10 the coroner. 1t i o be completed by e officer dietenmining
extinclion of e for all patients (PD 2005_488). The form is filed in the front of e medical record.

This check list i to be used in conjunction with KSW Health Poicy Directive ‘Coraners Cases and the Cononers AT
hHpcwewhealh nsw.gov.au/poiciesipd2i0_054

Coronial Flags YES | MO

1.

Did the person die a violent or unnatural death?

Did the person die 3 sudden death, the cause of which is uninoen?

Did the person die under Suspicious of umusual crcumstances?

2
3
4

Did the person die in circumestances where Te persan HAD MOT been atiended by a medical praciitioner
«during the period of S months immediately before the person's death?

Did the person die in croumstances where death WAS NOT the reasonably expecisgd oultome o a health related
procedure camied oul in refation to hat persan? (See point 1 over page far fumher quitance)

Did the parson die while in or lempararily absent #om a dedared mental nealth faciity and while Te person was
a residen at the facility for the purpose of receiving care, eatment or asssance®fincudes admission o aoule
care facility whilst a patent of a Mental Health Facility)

Did the person die whilst in the custody of 3 police officer or in omier [SWful CUSIody? (See point 2 over page for
further guidance related o deaths in cusiody)

Did the person die whilst escaping or attempting 1o escape from the cistody of a police officer of other Lwful
Gusiody?

IDid the person die &5 a resull of, of in the course af police operatons?

. Did the person die whilst temporarily absent #om 3t lisstiltion o place where he person 'was an inmate?

. 'Was the person @ child in care, or a child whose death is or may be due 1o abuse or neglect or that ocoumed in

SUSQICIOUS CICUMSances? (5ee point 3 ovar pageitr defnibons and quidance reiated fo deadh of a chid)

. 'Was the parson jchild or adult) living incoiemporarily absem fom, residential care provided by @ SEnice provitder

and authorised or funded under Te Disability Senvices Act 1953 ora residential cenve for disabled persons? [see
[point 3 (&) over page for definifonsand quidance)

. Was me person disabled Within the meaning of the Disabiity Senice Act 1993 and receiving from a senice

prowider assistance bogEnabiefthem 1o live independently in Me community? (see over page paint 3 ) for
definitions and quidance)

If anzwers to ALLwef hequestions are MO, the death is NOT raguired to be refermed to the Coroner and a death cerfificats
MAY be isawed) Whene doub? exists as towhether 3 death should be reponsd,| felephone the Duty Pathalogist (Glebe: Business
Hours (028654 TE2T, After Howrs (02) 8584 TE21. Northem Forsnaic Hub, Newcastle: Business Hows (02) $922 5700, After

Hours (02 49290828 for clarifcation. The State Coroner's Court may also be contacted for advice on (02) 8584 7777,

If the answer is YES to ANY question the daath musat be refarmed to the Coronar using 3MR010.510 - Reporting of Death
of @ Patient fo the Coroner and a death certificats MUST MOT be issusd

The exceplion bo Tis nile is that under 538 (2) of the Act, medical practitioners can issue a deat certificale i ey are of the opinion
that the persan:

(a) was aged T2 years of Gider, and

(b} gied in circumstances cther than in any of the circumstances refermed 1 above, and

{ic] died after sustaining an injary fom an accident, being an accident that was atinbatable fo the age of e person, conlribuied
substantially to fe cause of death and was not caused by an act or amission by any other persen(iis applies 1o accidents at home
of in instilutizns)

However the medical pracitioner must state on the cerificate that it is given in pursuance of 538/2) of Me Comners A 2009. A
medical pracitioner cannot certify e cause of death in accordance with this section if before the cerificale is given a retative of the
deceased person indicates to the medical practitioner Mat she cojects 1o the giving of Me cerificate. If an objection by a relative
ocours the death must be reponed 1o a police officer who is then required 1o repor Te deat 1o @ comner of assistant conner as
500N 35 possible after the report i made.

Staff Mame: Signature: Designation: Date:

NO WRITING Page 1of2
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Appendix 3 Death in the Operating Theatre

Alert ADON to the death

Collect Coroners

Paperwork from NUMs
office

Was death under
anaesthesia/sedation?

YES

Y

Anaesthetist to complete
the SCIDUA form

e
-
YES -

to determine is death is

-
\“m /
h J H““x =

S

ADON notifies the Police

!

VMO to complete report
of death of a patient to
coroner - form A

!

Mursing staff to complete
theatre documentation

!

Check infectious status of
patient and proceed as
section 6.2 of this policy

|

Staff to prepare body for
the coroner as per section
6.1 - 6.7 of this policy

Refer to appendix 1 e,

H\_\rkepn:rrtabie to the corone T ~
-,

e
_>——NO—]

A 4
Refer to the End of Life
Care — Death of a patient
policy

1

VMO to complete death/
cremation certificates

Y

Nursing staff to complete
theatre documentation

'

Check infectious status of
patient and proceed as
section 6.2 of this policy

1

Transfer patient to the
ward or ICU as directed
by the ADON

Coronars Act 2008

Vi 07 X030
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Appendix 4:

Report of Death of a Patient to the Coroner. (Form A) Example only. Please use hard
copy available in Theatres, ICU or ADON’s office. One copy to be sent to Coroner, one
retained by police, one kept in patient notes.

NSWE@HEALTH - ———
; Facility: D.OE | Mo
==¢2| REPORT OF DEATH OF A
%g PATIENT TO THE CORONER | .ccemon
== (FORM A) COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HEFE
== pyrrars perans
T T HET——— Miale D Femake D Age: Warital Satus:

HEXT OF KIN DETANE
Maxt of Kin:

L

Telephone oontaot dedalls: W:

ETHOFSIE OF CLINICAL HOTES
Drate acdmttied: I =O__
Draie of deadn: I 120,

HISADMY (inchding redsvant pa hisiony s

e maao

Thmes of deatn (24 J

an [ cm o mny infarimn, cormurgtion of drugeor)
and PICOrBEE:

Opinlons 3c o sauce of death jncuds shetser pzo bl

et of restursl e or e tecon:

&ra thers any cpeoifio lccuss whioh m

BHDING MARGIN - ND WRITING

Hawe any antsmortsm cpecimens bean taksn andiar

Whiy hag the oacs besn rafemed to the Corsnars: I‘

at you are aware of 7 |1 sc, plesss oovids cetal |

[ETFF]

g at autopey?:

fha Faxt of Kin chiedt iz me

List recufic of any diGoussion IR (a5, wan e Pdwod of Kon informed B Shin i m Coronern casa” i B Rt of Kin i e w5 e basiment? Doss

-
Are the reculic of NQQW relevant tactc awalnd? If yec, pleacs cpeolfy:

Please print
Work AQdrece:

Addiftonal pom
| (perint name) 3 registEned Msdical Practtioner or a regisiened Nurse'
Midwiie" In e sabe of New South \Wakes hensby CErfy that at e (24 hour CIoCk) on

date {day, month and year], | examined the body of the above named patient and promounced Iife exfinct.
vour relationchip fo the Ssosaced = g. treating praotricnsr or nurcs untt AT of wWard:
CONTACT DETAILE OF CLINICIAN COMPLETIHG FORM

H3INOHOD IHLOL INIUYd ¥ 40 HLY3A 40 180439

Work P number:

Elignature:

Maobile telop!

number Pager namber:

Diate:, ! J20,

R - (R

OLSOLOHING

TO THE COROHER

+Oinly fo be oompleded by an KN In cireumsiansss oullined In POS00E_LEE Death - Extinodion of Lite and the Cerbfoation - Accecoment

by
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Appendix 4:
Report of Death Associated with Anaesthesia or sedation. (Previously form B).
Example only. Please download form using link (4.1 above) or use hard copy available in
Theatres, ICU or ADON'’s office. One copy to be sent to SCIDUA ( as above) One copy to
remain in patient notes

|

NSW | ealth :"E;“E Ouse O remae
ela] [T1=)

Facility: | e
ADDRE &S

REPORT OF DEATH ASSOCIATED
WITH ANAESTHESIA/SEDATION
{PREVIOUSLY FORM B)

LOCATHON
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE
LOCATION OF DEATH (=g, OR, ICU, HDU e4o) DATE OF DEATH | TIME OF DEATH WEIGHT

Pro-operative diagnosiz | condition

ASA olazsification (please sok)  []4 Oz Oz 0Os4 0Os Oe
Opsrabion(s) | procedura(z]

o Findings at oparation/procedura
t;’ Induction DATE OF INDUCTICN | TIME OF INDUCTION | TIME ANAESTHETIC CEASED
E
® - -
= | Anacsthetio /| Sedation
o | itk ol reimvmnt boxes) Claa [ Regianal [ Loca [ 5=dasion
Z | List of all drugs given & doses
?' [fnoluding premedioation § any)
o
[
o
=
o
£
| Brief dezoription of eventz
=
[::]

Liksly sauze{z) of death

HLIM Q3 LYID0SSY HLY3A 40 LH0 43

Anaesthelizt | Sedalionizt 1.
[Pleaze print name, bt and

(8 WHO4 A1SN0IATHA] NOILYOIS WISIHLSIVNY

qualifications) 2
Contact delails of Medical PRIVATE MAILING ADDRESS HCSPITAL ADDRESS
Oificer compleling thiz report
[For feedbaok)
2 | Hame of Medical Offioer SIGHNATURE DATE
& | oompleting thiz report:
] Pleaze send completed form bo: 2
= | Seorctary NSW Heakh, o/o Speoial Committes Investigating Deaths Under Araesthesia :
f Chnical Expell=noe Commission, Looked Bag B HAYMARKET H3W 1240 =
SPECIAL COMMITTEE INVESTIGATIMNG CEATHE UMDER ANAESTHESIA
M el Rnpont of Dot ARSOcin < with Ansthass Secason o - SMFDILST e | WADFONE R AT A
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