


I PHILLIP BYRNE, Coroner, having investigated the death of STACEY LOUISE YEAN

AND having held an inquest in relation to this death on 1 March 2017 and 2 March 2017

N at Southbank

find that the identity of the deceased was STACEY LOUISE YEAN

born on 25 December 1992
and the death occurred on 6 January 2016
at 489 Ross Creek-Haddon Road, Haddon, Victoria 3351

from:

I (z) UNASCERTAINED

in the following circumstances:

BROAD BRUSH CIRCUMSTANCES

L

Ms Stacey Louise Yean, 23 years of age at the time of Iher death, resided at 489 Ross Creek-
Haddon Road, Haddon with her father Mr James Yean, her brother Mr Matthew Yean and his
friend Ms Stacey Rae. Her mother Mrs Adrienne Yean resided in Ballarat North.

Ms Yean had no significant past medical history other than asthma, although she had seen a
general practitioner Dr Loba Haqui of the Eureka Medical Centre on 29 December 2015 due to
what was diagnosed as a cheé.t infection. Dr Haqui prescribed several medications, including
antibiotics. T have no basis to conclude Ms Yean’s condition deteriorated between 29 December
2015 and the morning of 5 January 2016, In fact, subsequent investigation established only one
(1) prescribed Amoxicillin antibiotic capsule had been taken by Ms Yean.

However, late in the morning of 5 January 2016 Ms Yean became quite vio1enﬂy ill, experiencing

stomach pain and vomiting profusely.

After Ms Yean’s vomiting continued for approximately 2 hours Ms Stacey Rae made a call to the
local hospital for advice on what options there were. She was transferred to the nurse on call.

The nurse advised that if vomiting persisted Ms Yean’s general practitioner should be contacted.

A call to the doctor’s practice was made but the family were advised the general practitioner was
not available. A locum service was suggested, A call to that service was made but the family

were advised the locum service did not cover the Haddon area for home visits.
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Later in this finding I will address in some detail the adequacy/efficacy of the observations taken

by Mr Hodges and the conclusions reached by the paramedics after their assessment of Ms Yean,

Further, later in this finding I will discuss at some length the bases upon which Ms Yean took the
decision to stay at home rather than accept the offer of transportation to hospital for further

assessment.

There is contention surtounding the issue of the non-provision of anti-emetic medication which I

will return to later in the findings.

After the AV paramedics departed it would appear Ms Yean remained in her room. Mrs
Adrienne Yean and Ms Stacey Rae continued to monitor Ms Yean and state she continued to
vomit although it abated to some extent. Mr James Yean returned to the family home at

épproxjmately 6:00p.m. and Mrs Adrienne Yean left the premises at approximately 7:00p.m.

At about 11:00p.m. Mr James Yean states his daughter joined him on the couch watching
television for some 20 minutes before returning to her bedroom. Mr Yean relates how he
checked his daughter at approximately 1:00a.m. on 6 January 2016 and concluding she was
asleep did not disturb her.

At about 11:00a.m. on the morning of 6 January 2016, Mrs Yean returned to the Haddon address
and on checking her daughter found her on the bed apparently deceased.' A call to the 000
emergency number resulted in the attendance of Victoria Police officers and AV paramedics, one

of whom formally pronounced Ms Yean deceased.

REPORT TO THE CORONER

19,

20.

The matter was reported to the coroner as an “unexpected death”. Having considered the
circumstances, having conferred with a forensic pathologist, and being advised the family raised

no objection to autopsy, I directed a full autopsy and ancillary tests.

An autopsy and ancillary tests, which can only be described as exhaustive, were undertaken at the
Victorian Institute of Forensic Medicine (VIFM) by Forensic Pathology Fellow Dr Victoria
Francis. Subsequently, Dr Francis provided a comprehensive 14-page Autopsy Report, together
with a number of reports in relation to the ancillary tests performed including toxicology,

biochemistry and microbiology.






culpability, Adopting the principal recommendation of Norris Report, Parliament expressly
prohibited any statement that a person is or 'may be guilty of an offence. The reasons for that
prohibition apply; with even greater force, to a finding of moral responsibility or some other
form of blame"? '

27. Seeking to articulate the dichotomy between laying or apportioning blame, fault, culpability

on one hand, and finding cause or contribution on the other is difficult. In Coroners Coutt v

Susan Newton and Fairfax New Zealand*, the following statement appears:

"Tt is no ‘part of the coroner's function fto apportion blame for the death, The coroner must

however be able to go beyond the mere cause of death ifthe coroners is to serve a usefil social
function, and must establish so far as is possible, the circumstances of the death. The implicit
attribution of blame may be unavoidable in order for the coroner to ascertain or explain how the

death occurred in the wider events that were the real cause." (my emphasis)

28. Lord Lane CJ held in R v South London Coroner: ex-parte Thompson®:

"Tt should not be forgotten that an inquest is a fact finding exercise and not a method of

‘apportioning blame”.

29, Hardie Boys J in Louw v Mclean® stated:

“In order to ascertain or explain how death occurred, in the wider sense of the events that were

the real cause, the implicit attribution of blame is unavoidable”. (my emphasis)

CAUSATION
30. Causation is a fundamental issue. In E and MH March v Stramare’ Chief Justice

Mason observed:
"What was the cause of a particular occurrence is a question of fact which must be

determined by applying common sense to the fucts of each particular case.™

31. In Chief Commissioner of Police v Hallenstein® Justice Hedigan stated that the fundamentals

of causation in the context of negligence are applicable to consideration of causation in the

context of coronial matters. Inmy view, for an act or omission to be a causal factor in .a death

3(1999) 1 VR 69, 76.
4 [2006] NZAR 312.

511982] 126 ST 625.
6 (1998) High Court of NZ (unreported 12 January 1988).

~7(1991) 171 CLR 506.
" (1991) 171 CLR 506, 17,
























65.
_interesting. Ms Handley states Ms Yean “refused” the offer of transportation. I would have
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I find the interpretation put on the issuc of transportation by both parties, AV and the family,

thought a more appropriate interpretation would be “declined” rather than “fefused”. The family

maintain Ms Yean was “talked out” of going to hospital; both interpretations are, in my view,

strained.

I do ot consider it unreasonable for a paramedic to advise a pationt there may well be a
significant delay in being seen at an Emergency Department, particularly if that paramedic has
observed ambulances “ramped” earlier in the day. The decision taken, while no doubt influenced
by the prospect of a significant delay, ultimately was taken by Ms Yean, I do not accept she was
refused transport to hospital.

The bottom line is, the offer of transportation was made, but declined. Of course no one could

have predicted the tragic event which unfolded sometime overnight, at a time I am unable to

determine.

Another matter of dispute relates to the non-provision of anti-emetic medication. The family
claim that Ms Handley told them that they normally carry anti-nausea medication but they did not
have any with them that day. The paramedics maintain that what they conveyed was that as they

were not transpofting Ms Yean to hospital they were precluded from providing the medication.

Due to cither a misunderstanding and/or miscommunication Mrs Yean and Ms Rae believe they

were told the paramedics did not have anti-emetic medication available. I do not accept that was
the message meant to be conveyed. While the protocols upon which the paramedics were
precluded from administering anti-emetic medication (at the time by way of injection) were in all
likelihood not cc;nveyed to the family, Ms Handley, appropriately follovﬁng clinical guidelines,

advised it would not be provided.

There are a number of issues which are at the periphery, background circumstances, not causal or
contributing factors in Ms Yean’s death, which are in dispute. I have found seeking to reach a
comfortableﬂegree of satisfaction as to which version to accept virtually impossible. There was
nothing in the manner of witnesses to these issues that would enable me to reject their evidence as
mistaken, false, or unreliable. Often these types of disputes are founded upon confusion,

misunderstanding, and/or miscommunication; that may well be the case here,

My view that these remaining areas of contention are not determinative is supported by the

position taken by Ms Hodgson, both in her examination of Professor Bernard and in her final






76. Professor Bemmard also confirmed that it would not have been appropriate under the clinical

guidelines operative as of 5 January 2016 to provide anti-emetic medication in the absence of

transportation to hospital.

71.Mr Pillay questioned Professor Bernard in relation to what relevance should be placed on
observations by family members of symptoms claimed to be displayed by a patient. Mr Pillay

asked:
“Is it simply that you do the vital signs assessment and disregard what the family’s

saying?

78. Professor Bernard responded: |

“—-Well, if you arrive, interview the patient, do a — your examination and at that time
there’s no evidence that the patient is struggling to breathe, then you would take that
as being the case um, it’s — I think whatever was said on the phone, I think would be
made more clear by actually taking a history, doing a physical examination and it’s
not uncommon — I can say it’s actually quite common for people, when asked on the
phone “Is the breathing normal” to say “no” and subsequently, paramedics arrive
‘and realise that that’s nd_t the case. Observations are normal, their oxygen levels are

normal, so that then doesn’t become a priority symptom.**?*

79. Not surprisingly, Professor Bernard did however concede it would be important to listen to a

patient.

80. Bearing in mind that the paramedics are the professionals, I suggest that in the final analysis their

assessment of the patient, following clinical guidelines, is the appropriate basis upon which a

decision is taken to transport, or not.

81. Having carefully reviewed the evidence, particularly that of Professor Bernard, I have concluded
that Ms Handley and Mr Hodges’ assessment of Ms Yean’s condition was in accordance with
AV’s clinical practice guidelines, their performance did not depart from a norm or standard, nor

did it fall short of a recognised duty. Consequently, in my considered view, I conclude the

3 Transoript of Proceedings, Inquest into the Death of Stacey Yean, Coroners Court of Victoria, COR 2016 93, Coroner
Phillip Byrne, 1-2 March 2017, 187, 24-25,

2 Transeript of Proceedings, Inquest into the Death of Stacey Yean, Coroners Court of Victoria, COR 2016 93, Coroner
Phillip Byrne, 1-2 March 2017, 187-188, 25-31; 1-6.
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Mrs Yean, in correspondence with the Court, alleged Mr Grant, at the second contact, in effect
admitted liability, conceding an ambulance should have been dispatched in response to the

3 15p.m. call and when an ambulance did attend it should have conveyed Ms Yean to hospital.

In response to my invitation to AV to respond to Mrs Yean’s allegation, the Acting Manager of
Professional Standards Mr Huw Colechin, in a letter to the Court dated 20 May 2016, denied Mr

Grant made any such concession.

More importantly, In oral evidence at the formal inquest hearing, Mr Grant denied he made any
such concession explaining that not only is it not his role to make such concessions, but in any
event he stated that the internal review, in which he played no part, had not been finalised so that

he was not in a position to make such a concession.

The Act contains an interesting provision in relation to this issue. Section 70(1) and (2) of the
Act provide that an apology means an expression of sorrow, regret and sympathy but does not
necessarily include an admission or an acknowledgement of fault, Over the years I have quite
often obsetved a mere apology or expression of sympathy construed as an acknowledgement of

fault/culpability when clearly it is not.

I do not accept the contention that Mr Grant, on behalf of AV, admitted a deficiency in
performance by AV staff. 1 believe any belief to the contrary is likely founded upon a

misunderstanding, miscommunication, misinterpretation or a combination of all three, of what Mr

Grant sought to convey.

COMMENT

ai.

92

I had made a request to AV to take statements from the attending paramedics to give them the
opportunity to put their version of events, and address the specific conceins raised by the family.
In his examination of Mr Grant, Mr Pillay canvassed the circumstances of Ms Handley and Mr
Hodges making formal statements in May 2016. ;

Mr Pillay’s examination demonstrated that there were a significant number of paragraphs in the
statements of Ms Handley and Mr Hodges which were not only similar, which is not particularly
surprising, but were word for word identical. Haying indicated this concerned me I invited Mr
Grant to elaborate on what process was undertaken by him and his colleague in the taking of
statements from Ms Handley and Mr Hodges. I must say the methodology adopted did not

inspire confidence in the veracity of what was contained in these statements.








