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The Hon Anoulack Chanthivong MP -\\“}v
Minister for Better Regulation and Fair Trading ‘._... _...'
Minister for Industry and Trade
Minister for Innovation, Science and Technology NSW

Minister for Building
Minister for Corrections

GOVERNMENT

Ref: D25/0455032

Her Honour Magistrate O’Sullivan
NSW State Coroner

By email: Lidcombe.coroners@justice.nsw.gov.au

Your Honour,

| am writing to update you on the work of Corrective Services NSW (CSNSW) to consider
and address recommendations in the matter of the death of Jasmynd Gibbs. Please find
enclosed the CSNSW response to the recommendations handed down by Deputy State
Coroner, Magistrate Harriet Grahame on 20 February 2024.

Any queries on these matters can be directed to Mr Jeremy Tucker, Director, Parliamentary
and Executive Services on 0436 650 240 or via email at
jeremy.tucker@correctiveservices.nsw.gov.au

Sincerely,

The Hon. Anoulack Chanthivong MP i
Minister for Better Regulation and Fair Trading

Minister for Industry and Trade

Minister for Innovation, Science and Technology

Minister for Building

Minister for Corrections
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Coronial Recommendations Register.xlsx

Supported/Partial |CSNSW
i . ly supported/Not |Status
Dat(-_z of Name to be PUbIIShed Coronial Findings Recommendations Recommendation supported/Under [December CSNSW Formal Response to Attorney General
finding on the website made to: X .
consideration 2023 - June
2024
20-Feb-24 |GIBBS, Jasmynd Identity: The person who died is Jasmynd Gibbs CSNSW 2. That the Commissioner of Corrective Services review Supported In Progress  Corrective Services NSW is consulting with stakeholders to update the Mental Health Awareness Course to
Date of death: Jasmynd Gibbs died on 7 May 2021 training on mental health and complex support needs to include complex scenarios that addresses LGBTQI+, Abotiginal and Torres Strait Islander and Culturally and
Place of death: Jasmynd Gibbs died at John Hunter Hospital, identify whether it meets the needs of Community Corrections Liguistically Diverse communities. The new program is expected to be complete by August 2024.
Newcastle Officers. The Certificate IV in Custodial Practice (Integrated Support Services) is being redesigned and now includes case
Cause of death: Jasmynd Gibbs died of complications of studies and scenarios involving Aboriginal and non-Aboriginal people presenting with complex mental health
methylamphetamine use issues combined with other factors. This package is expected to be finalised by August 2024.
Manner of death: His death occurred in circumstances of a drug The Certificate IV in Custodial Practice (Integrated Support Services) is being redesigned and the new training for
relapse whilst on supervised parole. Jazzy had complex needs and Community Corrections includes Parole Training as a mandatory pre-requisite which requires trainees to complete
required comprehensive “wrap-around” support which was not the Parole Case Management and Supervision workplace learning. The training includes activities examining
available. accommodation and emergency accommodatiion as well as complex scenarios. The package is expected to be
finalised by August 2024.
20-Feb-24 |GIBBS, Jasmynd Identity: The person who died is Jasmynd Gibbs CSNSW 4. That the Commissioner of Corrective Services consider the [Supported In Progress  |Corrective Services NSW (CSNSW) is currently developing the information sheet which will outline the role of
Date of death: Jasmynd Gibbs died on 7 May 2021 publication of an information sheet on the role of Corrective CSNSW, the aims of community-based supervision and the ways in which Non-government Organisations support
Place of death: Jasmynd Gibbs died at John Hunter Hospital, Services NSW, the aims of community based supervision and the supervision of people in the community. The information sheet is expected to be finalised by August 2024.
Newcastle the ways in which non-government organisations can support
Cause of death: Jasmynd Gibbs died of complications of the management of offenders in the community.
methylamphetamine use
Manner of death: His death occurred in circumstances of a drug
relapse whilst on supervised parole. Jazzy had complex needs and
required comprehensive “wrap-around” support which was not
available.
20-Feb-24 |GIBBS, Jasmynd Identity: The person who died is Jasmynd Gibbs CSNSW 1. That the Commissioner of Corrective Services advocate for [Supported Noted This recommendation has been noted.
Date of death: Jasmynd Gibbs died on 7 May 2021 an increase in both funding and the roll out of wrap-around
Place of death: Jasmynd Gibbs died at John Hunter Hospital, services for parolees with complex needs including case
Newcastle managers such as those provided by the Community
Cause of death: Jasmynd Gibbs died of complications of Restorative Centre consistent with the recommendations 99
methylamphetamine use and 102 of the special Inquiry into the drug ‘lce”.
Manner of death: His death occurred in circumstances of a drug
relapse whilst on supervised parole. Jazzy had complex needs and
required comprehensive “wrap-around” support which was not
available.
20-Feb-24 |GIBBS, Jasmynd Identity: The person who died is Jasmynd Gibbs CSNSW 3. That the Commissioner of Corrective Services review Supported In Progress  |Corrective Services NSW (CSNSW) Policy unit has commenced the background work for this recommendation. A

Date of death: Jasmynd Gibbs died on 7 May 2021

Place of death: Jasmynd Gibbs died at John Hunter Hospital,
Newcastle

Cause of death: Jasmynd Gibbs died of complications of
methylamphetamine use

Manner of death: His death occurred in circumstances of a drug
relapse whilst on supervised parole. Jazzy had complex needs and
required comprehensive “wrap-around” support which was not
available.

Community Corrections Policies and Practices to ensure
continuity of service to complex support needs parolees by
their designated Community Corrections Officer.

data set has been obtained from the Quality Assurance team that will allow review of a sample of transfers over
the last 12 months, available Quality Assurance Reports and some Critical Incident Reviews. None of the reports
directly addressed the issues of transfers between offices, but some did address related issues including risk
management and transfers between officers (i.e. not offices). the next step will be to contact the relevant internal
CSNSW stakeholders.
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