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Place of findings Wagga Wagga Local Court

Findings of Deputy State Coroner, Magistrate Hugh Dillon
FINDINGS

| find that Heidi Maree Clarke-Lewis died on 30 April 2009 at Wagga Wagga Base Hospital,
NSW as a result of a massive intra-abdominal haemorrhage caused by injuries to her right
common iliac artery and vein during laparoscopic salpingectomy for an ectopic pregnancy

RECOMMENDATIONS

1. To Minister for Health:

I recommend that NSW Health undertake a feasibility study of the costs and benefits
of introducing electronic recording of surgical procedures conducted in NSW Health
Hospitals.

2. To Director Medical Services Murrumbidgee Local Health Network:

0] | recommend that the service consider adopting or incorporating in its
protocol “communication with family / relatives in Ors” a checklist of the
type proposed by Ms Tracy Collins in this inquest (copy attached)

(ii) | also recommend to the Director that the Local Health Network review its
current on-call procedures for clinicians within its jurisdiction.
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