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INTRODUCTION.

The death of Amarni Dirani was reported to me in my capacity as the NSW Deputy State Coroner on the 18th December 2006, following her death on the 15th December 2006.  I was informed that the Amarni Dirani was an 8-year-old female child and that it appeared that she might have died as a result of drowning at about 1.00pm on the 15/12/2006 at a public swimming pool. The report of death to the Coroner outlined the brief facts, including that on the day of her death the school which she attended had organised a “celebration day” at the Glenbrook Public Swimming Pool.

I was aware from the Police report that Amarni and her family were of the Islamic faith and that an objection to a post mortem examination had been indicated to the reporting Police.  I formed the opinion that in view of the child’s age and the circumstances of her death it was desirable that a post mortem be conducted in order to determine the cause of death and also to possibly eliminate any other antecedent or contributory factors.  I understand from the file notes that the family of Amarni Dirani did not proceed to lodge a formal objection and accordingly I issued an order under Section 48 of the Coroners Act 1980 for a post mortem examination and that those findings be reported to me in writing.

I subsequently received a final post mortem report and toxicology tests, which indicated that the cause of death was consistent with drowning.

The Coroners role in every reported death is to determine the identity of the deceased, the date and place of death and the manner and cause of death.  The Coroner is required, after holding an inquest, to return formal findings as to above in accordance with Section 22 of the Coroners Act.  The Coroner also has the power under Section 22 to make recommendations.  In every death the Coroner also has an obligation to examine pursuant to Section 19 of the Coroners Act 1980, whether there is evidence capable of satisfying a jury that a known person or persons have committed an indictable offence.  In the context of Section 19 any indictable offence, must be one in which a known person or persons caused the death. It is clear from the brief of evidence and the submissions made to the Coroner that there is no basis for the Coroner to turn his mind to the provisions of Section 19 in this tragic case.

BACKGROUND.

Amarni Dirani was the 8-year-old child of Rajah and Dalal Dirani and resided with her parents at 11 Cobbity Avenue, Werrington Downs.  Armani is survived by her older brother Mohammed who was 11 years of age at the time of her death.  Armani, along with her brother and cousins, Suzanne 9 years of age and Ali, 11 years of age all attended the Cambridge Park Primary School.  Amarni was a student in year 2 and was considered by her teachers as being a bright, intelligent and healthy child.  There was no history provided by the family or found during the Police investigation that would suggest that Armani had any current or past health problems.

On Friday the 15/12/2006 Cambridge Gardens Primary School had booked and organised with the Glenbrook Public Swimming Pool to bring approximately 270 students to that aquatic facility.  It was the practice of the school to organise what has been referred to as a “celebration day” at the end of the last school term.  A similar event at the same venue had been held in the previous year.

On the day in question the weather was overcast and it had been raining slightly and whilst a decision had been made to continue with the excursion the number of anticipated students had dropped to a little over 200.  Amarni together with her brother and cousins had registered and paid the necessary fees for the excursion and had provided the school with written permission slips and attended accordingly.

The permission slip, which had been signed, by Amarni’s father and the circumstances in which it was presented and re-presented by Amarni will be dealt with in more detail during these findings.

The Glenbrook Public Swimming Pool is a facility owned and operated by the Blue Mountains City Council and accordingly the Blue Mountains City Council has the responsibility of maintaining the complex and equipment and the employment of personnel who would manage the day-to-day operations.  Such operations would include administrative matters, lifeguard duties and the provision of staffing for maintenance and canteen responsibilities.  The Glenbrook Pool complex contains three separate pools of differing lengths and depths.  There is a circular wading pool, which is usually used for very young children, such as toddlers, an intermediate pool, the size and depth unknown and what could be described as a standard Olympic pool.  The Olympic pool is understood to be 50 metres in length, consists of 8 swimming lanes and at the shallow end its depth is 1 metre which gradually increases to 1.8 metres after approximately 20 metres and then remains at 1.8 metres to its end where the starting blocks are located.

The organisation of the celebration day was handled by Mr Stuart Holstein, an Assistant Principal, who had been a teacher at Cambridge Park Primary School for 3 years.  His involvement related to organisational matters, which included the preparation of the permission notes and a memorandum to teachers, titled “Pool Day Friday 15th December”. It would seem that communications took place between Mr Jamie Neal and the Swimming Pool management to book the pool for the planned day and that this communication included the request for the use of the inflatable device.  It would also appear, as in the previous year, that the Swimming Pool would provide 3 lanes of the Olympic Pool for use by the School and the remaining 5 lanes, with lane dividers in place, would remain for use by other members of the public.  It would also appear that the School had requested that an inflatable device (which had also been used in the previous year) be set up for the children to use, however, do to some miscommunication, it would appear that the inflatable had not been set up when the students and teachers arrived at the Pool at about 10am.  It is also understood that the school had requested that flag markers be placed across 3 lanes of the Olympic Pool that would be used by the school.  These markers were intended to mark the boundary between the shallow end of the Olympic Pool and the area into which non-swimmers were not permitted to enter.

It had been planned by the School that when all the participating students had arrived at the Pool they would be divided into two groups.  Swimmers and non-swimmers.  It would appear that the manner in which students were assessed as being either swimmers or non swimmers was based on the information provided in the permission note which had provision to stipulate by circling either the words “My child can swim 20 metres” or “my child is a non-swimmer” – delete as applicable.

The students arrived at the Pool at around 10am.  The ratio of teachers to students was approximately 1 teacher for every 10 students, which is well above the minimum requirement of a ration of 1:20 as stipulated in the “Guidelines for Safe conduct of Sport and Activity” used by schools.  In addition, Cambridge Park Primary School had a number of students that were of special needs and as such these children were individually supervised on a one to one basis.  There were a total of 19 teachers at the pool on the 15/12/2006, but as stated, this figure did not include the teacher’s aids that were responsible specifically for their allocated special needs child.

After the students had been separated into the swimmers and non-swimmers, safety talks were given by Life Guards Justin Cottell and Richard Baldacchino.  The safety talks outlined the pool rules and included such matters as non-running areas, and restrictions on jumping, diving etc.

As for the supervision of the students, other than by teachers and teacher’s aids, the Royal Life Saving Society advocates that a ratio of 1 trained staff member is required for each 100 patrons at the swimming pool.  On the day in question the Glenbrook Swimming Pool provided 3 trained staff members with a requirement that 1 staff member was to be “on deck” at all times.

Shortly after the students had arrived, split into swimmers and non-swimmers and the safety talks completed, the teachers discussed with the Pool staff the fact that the inflatable device had not been erected as requested.  It would appear that the Pool management had no record of this request, although Mr Neal has stated that he had faxed through the booking form and the request for the inflatable.  In any event, it would appear that some negotiations took place during which a decision was made that the inflatable would be set up and that the Pool management would arrange for another Life Guard to attend to assist with supervision.

The inflatable device may best be described as a soft obstacle course, approximately 15 metres in length and 2 metres wide.  The device can be attached with ropes to the pool end or sides.  The device has an entry point, which on this occasion was located at the 1.8 metre depth of the pool and directly in front of the starting blocks.  Students were permitted to access the device with the assistance of a teacher and could then negotiate the obstacle course, and if so doing, could then enter the water at the end of the device by using the in built slide which would return them into the pool.  Only students who were classified as swimmers were permitted to use the device because if they fell off, or completed the course, they would enter the water at a depth of 1.8 metres.  Only two students at a time were permitted on the device.  The end of the device was only a short distance from a ladder that the students could use to exit the pool.  Photographs taken on the day and tendered in evidence (Exhibit 8) clearly shows how the device was set up and the fact that teachers trained water onto the inflatable to provide lubrication and no doubt a degree of excitement for the students while negotiating the device.

It is understood from the evidence that Life Guard, Mr Baldacchino commenced to set up the inflatable at around 10.45am and that he had been informed that the Centre Manager/Life Guard, Mr Karl Kreiss had been recalled to work at the Pool.  It is also understood that recess for the students had been planned between 11am and 11.30am and the Pool staff decided to use this period to inflate and set up the device.  The evidence would suggest that at about 11.35am the first of the students commenced to utilise the device and students were seen to be standing in line and accessing the device and pool.

From the available evidence it would appear that Amarni spent most of the morning pool activity in the company of her cousin Suzanna in both the smaller pool and in the designated shallow end of the Olympic Pool.  It would appear that Suzanna is the only identified person who last saw Amarni alive.  According to the transcript of Suzanna’s interview with Police and by deduction from the time period when she last saw her alive and saw her being resuscitated (10 minutes), it would appear that Amarni left Suzanna at about 12.00pm.  Suzanna has stated that Amarni said to her, “I am going to my bag” and she describes seeing her walk off in the direction of the deep end of the pool and the area in which she indicated her bag and Amarni’s bag was located.

At about 12.15pm teacher, Stuart Holstein was supervising around the Olympic Pool area.  He was positioned near the entry point of the inflatable device in the vicinity of the starting blocks.  He has stated that he had just thrown a soft beach ball at the children on the float and then walked along the pool edge towards the end of the float in order to retrieve the ball.  As Mr Holstein looked into the water he has stated that he observed a fleck of yellow and then noticed that a child was on the bottom of the pool and up against the wall of the pool.  At the same time Mr Holstein has stated that he observed Life Guard Karl Kreiss to be standing near him and a child (Vaughan Thistlewaite) swimming within a distance of some 2 metres from the child at the bottom of the pool.  Mr Holstein has stated that he observed that the child at the bottom of the pool was not swimming and he immediately jumped into the pool and retrieved the child from the water.  Mr Holstein observed that the child was wearing swimming goggles and it soon became apparent that the child was not breathing and had no sign of a pulse.  Both Mr Holstein and Mr Kreiss immediately commenced CPR and a request was made for ambulance to be called.  During resuscitation of Armani the evidence suggests that a faint heartbeat was detected, but only momentarily.  Amarni was conveyed by Ambulance to Nepean Hospital and on route attempts to revive her with the use of Adrenalin, Atropine, Sodium Bicarbonate and two defribulations failed.  Amarni arrived at Nepean Hospital at 12.50pm and further CPR, defribulation and adrenalin was provided but she remained unresponsive.  Dr Xavier pronounced life extinct at 1.10pm.

Dr Neil Langlois, Senior Forensic Pathologist at the Institute of Clinical Pathology and Medical Research, Westmead Hospital examined Amarni and completed a full post mortem examination.  He found no evidence of any injury and reported that there was no underlying natural disease and no evidence of trauma.  He formed the view that Amarni’s death was consistent with drowning.  I have noted the comments and observations of Amarni’s father that he felt a lump at the rear of Amarni’s head when he viewed her at the hospital, however, there was no evidence of any injury detected during the post mortem examination.

The Police investigation conducted on behalf of the Coroner by Detective Senior Constable Erhardt has been thorough and comprehensive.  Det Erhardt interviewed every teacher that was present on the day, all the lifeguards as well as a number of students.  She has attempted to identify any person or student that may have seen Amarni either in the water or on or near the inflatable device.  Apart from one child (8 year old CallenThistlethwaite who stated that Amarni was behind him in the line for the obstacle slide and saw her slide off the end and enter the water), no other witness could definitively recall a time or place, other than her cousin Suzanna, when Amarni was last seen alive.  There is considerable conjecture and the evidence is not reliable as to whether Amarni ever used the slide, however, if she did, it would not be surprising that she may have done so without being noticed.

During the investigation a number of theories and rumours circulated.  They included that Armani fell off the inflatable device and got stuck under the float, that she slipped by the edge of the pool, hitting her head and fell into the water and that Armani had attempted to swim under the float and drowned.  While any of the aforesaid theories are possible, they are more likely to be improbable as there was evidence that there was a high degree of supervision around the float area. It has been suggested that the float itself and its width may have impeded a clear line of sight of water and floor level below the float.  That said, however, the location of Amarni’s body, close to the pool edge is more indicative, being a non-swimmer that she drowned at the location at which she was found.

We will never know precisely how Amarni got to the area of the pool at which she was found, as there is no reliable witness account of seeing her at any stage in the 1.8 metre section of the Olympic Pool.   The suggestion that Amarni may have made her way to the deep end of the pool (as submitted by both Mr Shume and Mr Dixon) by creeping along the pool edge and using the ledge for support is probable, but cannot be proven definitively.  That submission is certainly compelling, particularly as we know that Amarni was very excited about going into the big pool and we know that she could not have swam from the shallow end to the point where she was found submerged.  Similarly, if by chance she had been on the float and fallen off; it is most unlikely that she would have had the ability to swim even a shorter distance under water to the point where she was found.  The suggestion that she may have slipped off the edge and into water above her height is highly probable and consistent with no teacher or lifeguard observing a child in distress.  It has been said that drowning can be a silent death, particularly with children who cannot swim.

IDENTIFIED ISSUES.

The tragic death of Amarni, the subsequent Police investigation and this Inquest has identified a number of issues and it should be said, many of those issues, have been identified with the benefit of hindsight.  Those issues include the following and I propose to comment on each of them in turn;

· The Permission Note (Exhibit 4).

· Identification of swimmers and non-swimmers.

· Level of supervision by Teachers.

· Level of supervision by Lifeguards.

· Risk Assessment when introducing other equipment (the inflatable device).

The Permission Note.

We know from the evidence that the Cambridge Gardens Primary School decided that students who wanted to attend the Celebration Day at the Pool were required to return a signed Permission Note.

The note is headed “Celebration Day” in bold and then goes on to say,

“I give permission for my child (name of child to be filled in) of class (class to be filled in) to attend the Celebration Day at Glenbrook Pool on Friday 15th December 2006.  I understand that travel will be by bus and the activity has the approval of the Principal. Enclosed is payment of $8.50.

My child can swim 20 metres/My child is a non-swimmer.   delete as applicable (in bold).

Signature of parent/caregiver………..     Date.

It would appear from the evidence that Amarni took the permission note home and as Exhibit 4 indicates and confirmed from the Statement of Armani’s father, he completed the note by inserting Amarni’s name, her Class and then signed and dated it 24.11.2006.  Amarni’s teacher Rosalind Todd in her record interview and her oral evidence states that when Amarni returned the note she observed that the section that had to be deleted, viz my child can swim 20 metres or my child is a non swimmer had not been marked.  She then instructed Amarni that she had to take the note home for it to be completed and has stated that she reminded her of the need to do that on at least one occasion.

The note was subsequently returned and while the note requires the signatory to “delete as applicable” it can be seen that the note has been circled in black pen around the words “my child can swim 20 metres”.  Mr Amarni has stated that he did not put the circle on the permission note and does not offer a view as to how it got there.  It is noted that the signature of Mr Amarni and other writing on the permission note is in blue biro, while the relevant circle has been marked in black biro.

We will never know who circled the words “my child can swim 20 metres” and it is pure speculation as to whether Amarni, another child or a family member made that notation.  What is of significance, however, is that this note and the circumstances in which it was detected that it had not been correctly completed was probably the catalyst to the tragic events of the 15th December 2006, by virtue of the fact that the note (however, or by whomever completed it), stipulated that Amarni could swim 20 metres.  The note therefore served as the only indicator and the only form of assessment that resulted in Amarni being grouped with the students that could swim.

What this Inquest has identified is that the permission note was the sole verification used by the School in planning the Celebration Day and in determining those students that could and could not swim.  It should also be said that had Amarni returned the note in its present form, in other words signed and circled, it most likely would have been accepted on its first return as it was accepted when eventually returned.  The danger with a note of such simplicity is that it leaves it open for a child to complete the note if the parent or caregiver has not done so.

With the benefit of hindsight, it may have been prudent to provide Amarni with a further blank note and with instructions that her the parent or caregiver is required to complete the entire form, or again, with the benefit of hindsight, a short note to the parent with a new form requesting that attention be given to the area requiring deletion.  With the benefit of hindsight, a simple phone call to Amarni’s parents may have avoided this tragedy.

It is extremely difficult to determine what should be the appropriate degree of oversight that would be expected of Teachers in regard to matters, as in this case that relates to swimming ability, or in other cases, information in regard to illnesses, allergies or other disabilities.  It is known that most schools operate on an information sheet provided by the parent or caregiver, which would stipulate those matters that the Teachers would need to know and that they are regularly updated.

A teacher would not be aware of the child’s food allergy, unless informed by the parent and perhaps there may be a need to re-evaluate the information required and how it may be verified when decisions are made to allow children to participate in activities in which there may be inherent dangers. 

Sight should not be lost of the fact that the Celebration Day was not a structured event such as a swimming carnival where students may be competing against each other and with only a small number in the swimming pool at a time.  The Celebration Day was unstructured and students could more easily move around the pool area and the only way that a teacher would have been able to identify if a non swimmer had entered an area designated for swimmers, would have been if that teacher was able to know the swimming ability of each child.

It is accepted that Teachers have a dual responsibility to educate their students and that they have a duty of care towards them.  The Celebration Day as planned was intended to be a fun day and in order to facilitate such activities, which I believe the community and parents in general would support, the question that arises, is to what extent, should the school be responsible in determining or assessing the swimming ability of any given child and do teachers have the skill and the resources to embark on such an assessment.  Perhaps the only way a school can protect itself from such a tragedy in the future is to insist on some form of certification that a student is able to swim.  Without that certification or some other form of formal notification from the parent or caregiver, the child should be deemed to be a non-swimmer.

The central issue in the tragic death of Amarni is that the school failed to have an appropriate form of assessment or verification as to her swimming ability and that the permission note was susceptible, as in Amarni’s case, to providing false and misleading information.

Identification of Swimmers & Non Swimmers.

In the case Amarni’s death, it was not the case that she had been identified as a non-swimmer and had through lack of appropriate supervision joined the “swimmers” group.  The fact is that Amarni was noted as being a “swimmer” by virtue of the permission note.

In this Inquest Mr Dixon, who represents the Blue Mountains City Council has outlined a number of suggested improvement and or recommendations that the Coroner may consider.  One of those suggestions is that Schools who attend Blue Mountains City Council swimming pools be required to have a form of visual identification that provides easy identification of swimmers and non-swimmers.  Brightly coloured writs bands have been suggested as well as the fact that the Council would make these available to schools to be worn by students before arriving at the Pool.

Certainly there is merit in this suggestion and in fact research suggests that this system (or similar) has been adopted by many schools in NSW and other States.

It should be remembered, that in Amarni’s death it was not the fact that she was not wearing a wrist band to identify her as a swimmer or non swimmer, the fact was that she was considered to have been a swimmer and even if she had been wearing a wrist band, it would have simply identified her as a swimmer on the material that the School was relying on.

While the question of Wrist bands, was not in my view relevant in Armani’s death, it was an issue identified at this Inquest and for the sake of consistency for all Schools and Swimming centres, there is merit in making a formal recommendation along those lines.

Level of Supervision by Teachers.

There is no doubt that the ratio of teachers to students on the day in question complied with the Department of Educations guidelines.

That said, however, it is also apparent that the supervision on the day was inadequate otherwise how could a child drown and not be observed on the bottom of a pool (for whatever period she was there) in the close proximity of some 19 teachers plus teachers aides.

It is also apparent that while there were anything up to 5 teachers in and around the pool edge who were supervising and or assisting children getting on and off the float, there is also no doubt that their attention was directed towards activities on the float.

The photographs, particularly 12 and 13 in Exhibit 8 perhaps, better than any spoken word, highlight that the attention of some of the teachers was directed towards hosing the inflatable and observing the activities on that device.  Under those circumstances the fact that the pool floor, directly adjacent to the pool wall, probably did not receive the degree of observation that sadly was required.

Level of Supervision by Lifeguards.

Applying the standard as set out by the Royal Life Saving Society of Australia, it would appear that the ratio of 1 lifeguard to 100 students was complied with.  I accept that it is highly unlikely that Amarni drowned during that short period that Lifeguard Mr Baldacchino was attending to Canteen Duties.  It is also clear that from approximately 11.35am Lifeguard Mr Kreiss was supervising the Pool Deck and it is more probable that Armani drowned some time around 12 midday and most likely during the 10 minute period from when she was last seen alive by her cousin Suzanna and being brought to the surface at around 12.18am.

It is also clear as submitted by Mr Black that the Glenbrook Swimming Pool did not comply with its own guidelines in regard to the staffing and supervision of the inflatable.  It is apparent that a decision had been made that teachers present were capable of supervising the children on the device and accordingly an additional Lifequard was not utilised for supervision around the inflatable.

Had this policy been complied with, it would have provided one extra lifeguard with experience and in close proximity to the inflatable to observe children in and around the device.  A lifeguard in those circumstances may have sighted Amarni as based on their observation routine; they are required to scan the entire pool area including the pool floor.

I note from the submissions by Mr Dixon on behalf of the Blue Mountains City Council that amongst other new initiatives, a policy has now been implemented that will require a Lifeguard ratio 1 to 50 students for fun days involving primary school students and that supervision of the inflatable by a lifequard has been re-enforced. 

I believe that the initiative by the Blue Mountains Council in regard to student ratio’s of 1.50 in the circumstances outlined is commendable, and consideration should be given by all Council and private swimming pool operators to implement such a policy. I propose to make a formal recommendation to the Royal Life Saving Society of Australia along those lines.

Risk Assessment when using Inflatable or similar device.

It is apparent from the evidence that the School did not conduct an independent assessment, or one in consultation with the Swimming Pool of the risks that may be involved in the use of the inflatable.

The evidence and photographs clearly illustrate that the device would have created a risk that required appropriate assessment.  Those risks are associated with the fact that a foreign object is being introduced onto the water surface and its placement and use no doubt created a distraction and most likely impeded the field of vision.  We have heard that lifeguards do what has been referred to as a circuit around the pool and in so doing check for children in difficulty as well as checking for children that may be below the water surface.  Common sense would suggest that an object which has some degree of height in places and is 2 metres wide would restrict a clear and uninterrupted view of the pool floor…particularly so, if the observations are being made from the opposite side of the pool.

SUMMARY.

Amarni Dirani’s death by drowning on a supervised school outing was a tragic but avoidable death.

The evidence at this inquest would suggest that the contributing factors to her death were;

· A failure by the Cambridge Park Primary School to identity that Amarni was a non-swimmer.

· A failure by the Cambridge Park Primary School to comply with their own guidelines as set out in the “Risk Management Form – Swimming Water Safety – Glenbrook Pool” and in particular to the requirement that states, and I quote, “adequate supervision depends on reasonable assessment of student swimming ability close to commencement of activity”

· A failure, perhaps due to a breakdown in communication, for an appropriate risk assessment being conducted in regard to the use and impact of the inflatable device.

· A failure by the Glenbrook Swimming Pool to comply with their own guidelines in regard to providing a lifeguard dedicated to supervising the use of the inflatable device.

RECOMMENDATIONS.

I do propose to make formal recommendations pursuant to Section 22A of the Coroners Act 1980 in regard to two specific issues. They being that a standardised system of identifying swimmers and non swimmers be introduced by the use of coloured wrist bands for students who are participating in fun days or unstructured pool activities.  The second recommendation is that the Royal Life Saving Society of Australia and the NSW Department of Education & Training should adopt the policy of the Blue Mountains City Council and ensure that a ratio of 1 lifeguard to 50 students is applied for all unstructured pool activities by primary school children.

I have considered a further recommendation as discussed during submissions.  That recommendation was along the lines of requiring the School to maintain some form of data base in which vital information that may impact on teachers responsibility to provide a duty of care be recorded.  I accept from the submissions made by Mr Shume that such a recommendation may create a number of administrative and resource issues and I am not prepared to make a formal recommendation as the Department of Education & Training may not have had the opportunity to consider and appropriately respond to that suggestion.  

I am prepared, however, to forward a copy of the brief of evidence and transcripts in this Inquest to the NSW Minister responsible for the Department of Education & Training.  In so doing I will suggest to the Minister that it would not be unreasonable in this day and age and with the technology available, the Schools to have an appropriate data base and software that can identity children with allergies, etc, and more importantly, as in this case, the ability to swim.  Such a database could record the child’s known swimming ability (from information or assessment provided by teachers) or record that the child has successfully completed a certain level of swimming ability or certification.  I accept this will cost time and money, but no money or time can be compared to the life of a young child.

FORMAL FINDINGS.

I find that Amarni Dirani died on the 15th December 2006 at the Glenbrook Swimming Pool, Glenbrook in the State of New South Wales from Drowning.

FORMAL RECOMMENDATIONS.

1. TO: THE MINISTER FOR EDUCATION (NSW).  That all primary school students participating in unstructured swimming activities or fun days, after being assessed as to whether they are deemed to be swimmers or non swimmers, be required to wear and appropriate coloured wrist band thereby identifying students who are either swimmers or non swimmers.  Such devices are to be obtained by the School and students should be required to wear them before arriving at the Pool.

2. TO; THE ROYAL LIFE SAVING SOCIETY OF AUSTRALIA.  That consideration be given to implementing the Policy, (currently operating at the Blue Mountains City Council) that the ratio of lifeguards to primary school students, during unstructured swimming activities be 1 lifeguard to 50 students.

Deputy State Coroner.

Magistrate Milovanovich.

24th October 2008.

