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Level 10, 22 Elizabeth Street Hobart in Tasmania 

Secretary, Department of Health 

1. This statement is made by me in response to RFS-TAS-075 ('RFS '), issued on 8 June 2022 by the 

President of the Commission of Inquiry into the Tasmanian Government's Responses to Child 
Sexual Abuse in Institutional Settings (the Commission), the Honourable Marcia Neave AO. 

This is the second statement I have made to the Commission, with the first sworn 24 May 2022. 

2. My name is Kathrine Louise Morgan-Wicks and I am the Secretary of the Department of Health 

and State Health Commander COVID-19. I was appointed to the position of Secretary on 

2 September 2019. 

3. In providing my statement, I firstly seek to acknowledge the victim-survivors who have come 
forward to the Department of Health and Commission of Inquiry and extend my deepest apology 
to all victim-survivors who have experienced abuse and harm as children and young people in the 
care of my Department. 

4. I consider it a privilege to be permitted to hear and share the lived experience of victim-survivors 
and I accept the Department has a key responsibility in preventing child sexual abuse and 
preventing any further harm to victims-survivors or their families through our actions and any 
health care provided to them. 

Background 

5. To provide context, in order to lead Tasmania's health response to the global COVID-19 
pandemic, on 25 March 2020 I stood up an experienced Secretary delegate - Mr Ross Smith, 
(former Deputy Secretary Policy, Purchasing, Performance and Reform) - to lead and manage all 
non-COVID aspects of the Department of Health, while I focussed on the pandemic in the role of 
State Health Commander. Mr Smith provided Secretary level non-COVID support for extended 
periods of intense COVID activity until his transfer to the Department of Justice on 
10 September 2021. 

A REQUEST FORA STATEMENT 

James Griffin 

QI. On 31 July 2019 Mr Griffin's regi,stration to workwith vulnerable people was suspended with immediate 
effect from 1 August 2019. In relation to this suspension, please detail the following: 

a) When and how were you informed of this revocation? 

b) What steps you took on being notified? 
c) Whether any steps that were taken were in compliance with relevant policies, procedures, codes or 

guidelines? If not, why not? 
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6. At the time of Mr James Griffin's suspension ofregistration to work with vulnerable people, I 
was the Secretary of the Department of Justice. I commenced in the role of Secretary, 
Department of Health on Monday, 2 September 2019. 

7. For the first 5 weeks following my appointment I received priority induction briefings on key 
operational areas of the Department, Tasmanian Health Service (THS) and Ambulance Tasmania. 
The Department at that time comprised over 15,000 employees working in over 300 locations 
across Tasmania, including 4 major hospitals: the Royal Hobart Hospital, Launceston General 
Hospital, Mersey Community Hospital and North-West Regional Hospital; 14 District Hospitals 
and Community Health Centres; approximately 51 Ambulance Stations and multiple other health 
services, including Statewide Mental Health, Oral Health and Child and Parenting Health 
services. Governance at that time was split between the Department of Health and the THS, with 
separate Executive teams responsible for the Department and THS respectively, reporting to the 
Secretary. 

8. In the changeover of Secretaries on 2 September 2019, I was tasked by the then Premier Will 
Hodgman MP and Minister for Health, Sarah Courtney MP, to focus on reforming and bringing 
together the governance of the Department and THS, addressing a significant projected operating 
deficit of approximately $150M (in an annual Budget of over $2B) and resetting the strategic 
direction for delivery of public health services to the Tasmanian community. 

9. I met with the departing Secretary, Michael Pervan for a handover session prior to 
2 September 2019. The discussion was high-level, covering a range of strategic issues and 
highlighting key personnel and governance arrangements. The circumstances of Mr Griffin, 
indi~dual employment or misconduct matters relevant to this matter, were not raised in this 
handover meeting. 

10. On 4 September 2019, I met with the members of the THS Executive, 
Operating Officer), (Acting Chief People and Culture Officer) and 
(Chief Financial Officer) to receive a briefing on the critical priority issues impacting the THS 
and each executive's areas ofresponsibility, including the budget deficit and operating pressures 
being experienced by the four major hospitals. The circumstances of Mr Griffin were not raised in 
this meeting. 

11. I recall being part of a lengthy teleconference with Departmental HR representatives on 
13 September 2019, the purpose of which was to brief me on the list of existing ED5 conduct 
matters across the Department, including the THS. I recall taking sheets of notes as there were 
numerous matters on foot, all at various stages of inquiry or investigation. The verbal briefing 
was provided so that I was prepared for various existing conduct matters to be escalated up to me 
for review and decision, which usually occur at a rate of several matters a week. I do not 
specifically recall the circumstances of Mr Griffin being raised in this meeting, but note that 
Mr Griffin had not been subject to an ED5 investigation, but rather an ED6 in_vestigation which 
had ceased prior to this meeting. 

12. On 16 September 2019, I met with the then CEO of the Integrity Commission, Richard Bingham 
and Michael Easton to discuss current matters of interest to the Integrity Commission relevant to 
the Department. I do not recall the circumstances of Mr Griffin being raised in this meeting. 

13. On 19 September 2019, I attended Launceston General Hospital for a site tour, including the new 
W omens and Childrens redevelopment, and meeting with the then Executive Director Operations 
LGH, Eric Daniels and key LGH staff throughout the tour. To the best of my recollection, the 
circumstances of Mr Griffin were not raised during the tour or in meetings that day. 
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14. On 9 October 2019, I commenced a period of pre-planned annual leave with my family overseas 
until 20 October 2019 (inclusive) and during my absence, Mr Smith held the delegation of Head 
of Agency. 

15. During this period, a Minute to the Secretary was provided by the THS to the then Acting 
Secretary on 14 October 2019. The purpose of this Minute was "To inform you of the current 
status of criminal charges relating to Mr James Griffin." The Acting Secretary approved the 
Minute on 14 October 2019-Annexure 01-Minute 

16. The Minute noted the prior suspension of Mr Griffm's Registration for Working with Vulnerable 
People, pending criminal charges and the former Secretary's decision to suspend Mr Griffin on 
5 August 2019, pending the commencement of an investigation under the provisions of 
Employment Direction No.6- Procedures for the Investigation and Determination of whether an 

employee is able to efficiently and effectively perform their duties (ED6). The Minute noted that 
ED6 was considered the most appropriate course of action for the THS based on Mr Griffin being 
unable to fulfill the essential requirements of his nursing role, following cancellation of his 
AHPRA nursing registration. The Minute went on to note that Mr Griffin had submitted his 
resignation on 8 August 2019, and as the ED6 had not commenced at that date, no further action 
was taken. 

17. The Minute further stated that the THS have cooperated with Tasmania Police enquiries regarding 
the matter and provided information as required; noting: "To date, there has been no notification 
that offences are linked to Mr Griffin's employment as a Paediatric Nurse with the THS''. 

18. The Minute also advised that "Local management of the matter will continue and where required, 

and appropriate, messaging is that: 

• Mr Griffin is no longer employed 

• it is a Tasmania Police matter, who will undertake their investigation and inform THS of any 

matters required for our attention and 

• access to support services for any concerns. 

Support services were extended to Mr Griffin, with his family informing of concerns for his health 

and well being at the time of the initial notification. 

This Minute is for your information only to inform you of this current matter and no action is 

required." 

19. On 21 October 2019 on my return from leave, I recall that Mr Smith briefed me on critical. issues 
of note that occurred during my period of leave, including the prolonged death following 
attempted suicide of a former employee, Mr Griffin, on 18 October and the earlier information 
that had been received on 14 October in relation to criminal charges against Mr Griffin. I recall 
asking questions to check if supports had been put in place for staff following the death, given Mr 
Griffin was a long-standing nursing colleague and known to many staff, and whether anything 
further needed to be_ done. I recall that no further action was recommended at that time, that the 
Tasmania Police investigation was ongoing and that there was no notification that Mr Griffin's 
alleged offending was linked to his employment as a Paediatric Nurse with the THS. 
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20. My recalled impression at that point was that the criminal allegations must have related to Mr 

Griffin's personal life outside of the Hospital as we would have been told if the complainant was 
a patient or that the conduct relating to the charges had occurred in the hospital, but I 

acknowledge that this was an assumption as I had not received a copy of the criminal charge 
sheets or information about the exact particulars of the alleged offending. I note that I had had 

previous experience dealing with employees that covertly offend outside of their employment, for 

example, domestic violence or possession/distribution of drugs which occurred outside the 
workplace, which is unknown to the workplace until criminal charges are laid, or a direct 
approach by a victim or witness is made. 

· 21. At this stage, I do not recall any concerns being raised with me about past complaints being made 

about Mr Griffin in the workplace. 

Q2. In paragraph 369 of your statement (TRFS. 0022. 0001. 0001-0044), you stated that the employment 

investigation of Mr Griffin did not proceed following his resignation. Do you think this was appropriate? If 
not, why not? 

22. Mr Griffin resigned from his employment on 8 August 2019. I understand that advice to the then 

Head of Agency dated 14 August 2019 was that "At the time of resignation an investigator had 
not been appointed as per clause 7.1 of ED6. Due to the immediate resignation, Mr Griffin is no 
longer an employee of the State Service and as such any Determination and Sanctions would not 

have effect and therefore commencement of the ED6 would be of no value." Annexure 02 -
Minute. 

23. As I was not the Head of Agency at the time of this decision being made, and not aware of all 
information that may have been considered by the former Head of Agency, it is not appropriate 

for me to comment on the appropriateness of this decision. I do acknowledge however that there 

is little point in continuing to pursue an ED6 inability to perform duties investigation when an 
employee has resigned and is not performing any duties. 

24. If an ED5 Procedures for the Investigation and Determination of whether an employee has 
breached the Code of Conduct investigation instead had been pursued it technically coµld have 

'existed' beyond the resignation of Mr Griffin, however, given the ongoing Tasmania Police 
investigation, in my view the ED5 inquiries would have been suspended pending the outcome of 

the Tasmania Police investigation so as not to prejudice an ongoing criminal investigation. 

Further, I am not aware of any ED5 investigations commencing or continuing past the death of an 
employee, so regardless of ED5 or ED6 being pursued, it would be unlikely either investigation 
would have continued past the death of Mr Griffin. 

25. In my personal view, the appropriate investigatory mechanism in relation to alleged criminal 
conduct by any individual employee, is a Police investigation, not an Employment Direction 

investigation, given the ability to utilise far-reaching search, arrest, evidentiary and interrogatory 
powers, the bringing of criminal charges and ultimately Court sentencing sanctions. An 
Employment Direction investigation, on the other hand, is an appropriate investigatory 

mechanism to consider the employment status of an employee should a breach of the Code of 
Conduct (including criminal conviction), or inability to perform duties be confirmed via the more 

limited inquiries able to be undertaken by the Secretary of a Department or delegate. 

Police Investigation 

Q3. In relation to the police investigation concerning Mr Griffin, please outline: 
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a) When and how the Head of Agency for the Department of Health was informed of the police 
investigation, and 

b) Any actions the Head of Agency for the Department of Health took in response to the police 
investigation including: 
i. Identifying staff who may have been complicit in, or had knowledge of, Mr Griffin's offending 

ii. Assisting in the identification of patients who may have been victims of Mr Griffin; and 
iii. Notification to other oversight bodies, including the Australian Health Practitioner Regulation 

Agency, about Mr Griffin and/or other staff of the Department of Health. 

26. I am unable to confirm if, when or how the former Head of Agency for the Department of Health 

was informed of the police investigation, nor the actions that the Head of Agency undertook in 
response to the police investigation. 

27. I can confirm that Tasmania Police did not inform me as Head of Agency, of the criminal 

investigation on foot regarding Mr Griffin. The first time I recall becoming aware of the fact of 
the investigation was through a briefing from Mr Smith on 21 October 2019, as noted above. 

28. It is my view, that when there is an active Police investigation on foot, it is not the role of a 
Departmental Secretary to identify staff who may have been complicit in or had knowledge of 
criminal offending of which a Departmental Secretary has no direct evidence - that is the role of 

Police, in particular to determine if another person has aided or abetted the commission of a 

crime. Of course, the Department is required to render all assistance requested by Tasmania 

Police to assist their investigation, which I am informed has occurred in this case, from the date I 
am informed the THS first became aware of the investigation on 31 July 2019. 

29. Typically, should it come to my attention that an employee has been or is about to be charged 
with a serious criminal offence, an ED4 suspension of the particular employee would be 

recommended and an ED5 Code of Conduct investigation commenced but suspended, pending 

the completion of the police investigation, or Court hearing relating to the employee. Given Mr 
Griffin had already resigned and died by the time I was aware of the police investigation and 

criminal charges being" laid, I did not reconsider the need for any further Employment Direction 

investigation relating to the employment of Mr Griffin. At this time in 2019, as I had not received 

any information to indicate that any staff may have been complicit in or had knowledge of 
Mr Griffin's offending, I did not consider taking any Employment Direction action against any 

other staff member. 

30. In this case, the Department was unaware, for example, whether the Police were continuing to 

investigate the potential for a child exploitation ring centred in Launceston, nationally or 

internationally. A Departmental Secretary is not privy to the physical evidence collected in a 
Police investigation, nor are they aware of the name of the victim or victims of the offending, the 

name of the target or targets of the investigation, the witnesses that have been interviewed or are 
about to be, unless actually told or shown the information by Police, the offender, a witness or a 

victim. 

31. I am aware from reviewing internal records collected in the Department's examination in late 
2020, that on 31 July 2019 the THS met with Tasmania Police following the receipt earlier that 

day of the Department of Justice notification of suspension of Mr Griffin's registration to work 

with vulnerable people. The THS were informed of the police investigation, that Mr Griffin was 
about to be charged with child exploitation a:s well as maintaining an inappropriate relationship 

with a minor, that further interviews were taking place that might lead to further charges, and that 
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photos had been fot1cnd on his phone in a folder titled "Ward 4K" which are assumed to be 

patients, although were stated to be 'not of a sexual nature'. Annexure 3 - Email 

32. In late 2019, I was unaware of the name of the victim that had come forward to Police, or that 

there was more than one victim, or that the victim(s) was(were) connected to Mr Griffin's 
employment as a paediatric nurse, or whether there was one or more targets of the investigation, 

until victims came forward to publicly share their stories in various forms of media reporting on 

and from 13 October 2020 with the publication of the first episode of The Nurse Podcast and 
related media reports. 

33. Typically, this type of information disclosure (victim names, the details of the criminal conduct
when, where, by whom, particulars of injury and evidence in support) will occur during the 

process of a committal and then criminal trial. However, this did not occur in the case of Mr 
Griffin, due to his death prior to the presentation of evidence or statements of victims being 
presented publicly in Court. 

34. It is my understanding that it is not the general practice of Tasmania Police to provide copies of 

charge sheets to third parties, including the Department of Health as Mr Griffin's employer, due 

to the potential to breach the law by disclosing the names of sexual assault victims. The 
Department of Health would be required to apply for a copy from the Court or make a formal 
request through the Commissioner of Police. 

35. From my review of internal records made available to me, there is no reference to the sharing of 

the exact charges laid by Tasmania Police with the Department of Health until a request was 
made by the Department of Health on 2 November 2020, upon which date Inspector 
confirmed: 

a. "On 3 September 2019, Mr Griffin was charged with (1) count of Sexual Intercourse with a 
Young Person Under 17 Years of Age. He was bailed to reappear in the Launceston 

Magistrates Court at 9.30am on 23 October 2019. This charge was later converted to (1) 
count of Maintain a Sexual Relationship with a Young Person. 

b. On 3 October 2019, Mr Griffin was further charged with additional offences, being: 

1. Distribute Child Exploitation Material (1 Count) 

ii. Produce Child Exploitation Material (1 Count) 

111. Possess Child Exploitation Material (1 Count) 

1v. Eight (8) counts of indecent assault relating to additional 4 complainants. 

On 3 October 2019, Mr Griffin was detained in custody and appeared in court on that date where 
he was eventually granted bail later that day." Annexure 04 - Email 

36. I assume that the exact charge information was not sought by the Department, due to the cessation 
of the Employment Direction investigation, resignation and death of Mr Griffin and the fact that 

the Department was of the view in 2019 that the criminal charges were not linked to Mr Griffin's 
role as a Paediatric Nurse. 

37. I observe that had the names of the complainants or more information been able to be legally 
shared by Tasmania Police with the Department, for example, if Tasmania Police had asked the 

Launceston General Hospital to cross-check the names of complainants to patient files, we would 
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have been able to determine if the complainants were patients, connecting the alleged sexual 
abuse to his role as a Paediatric Nurse which I believe would then have resulted in an entirely 
different response from the Department &kin to the steps we took in October 2020 which are 
further detailed below. 

38. I further note that the Department of Health is not routinely informed by Tasmania Police when 
an investigation into an employee is commenced, when an employee is charged with a serious 
criminal offence, or arrested and placed into custody. Disclosure usually occurs by an employee 
notifying their employer, or an employer may become aware through public reporting, or the 
notification of a suspension of a registration such as Working with Vulnerable People registration 
or professional registration, such as National Health Practitioner Registration. 

39. In relation to the identification of individual children in photographic evidence held by Tasmania 
Police, I am informed that Tasmania Police met formally with Dr Peter Renshaw on 29 October 
2019 to advise about the existence of photographs regarded as child exploitation material which 
were located on a phone device seized from Mr Griffin. At the meeting it was agreed that 
Tasmania Police would assess any available metadata relating to the photographs with a view to 
determining possible date, time and location taken so that this information could be used to cross
check with Department records. Annexure 5 - Email 

40. Subsequently, Dr Renshaw and several Ward 4K staff members assisted Tasmania Police on and 
from 5 December 2019 to identify whether images of children on Mr Griffin's mobile phone were 
Ward 4K patients with a view to inform parents of the affected patients once identified (via the 
Hospital's open disclosure process). I am informed that very few photos could clearly be used for 
identification as many images were blurred. It is my understanding that 1 of the 4 had already 
spoken with Tasmania Police and did not require further disclosure, leaving 3 patients and their 
families to coordinate with Tasmania Police a process for the disclosure and viewing of the 
limited identifiable photographic evidence. Annexure 6 - Email and Annexure 6a - Email 

41 . I am advised that Mr Ross Smith, Deputy Secretary Policy, Purchasing, Performance and Reform 
on behalf of the Secretary DoH wrote to Mr Darren Hine, Police Commissioner on the 
24 July 2020 seeking advice as to the Department of Police, Fire and Emergency Management's 
process regarding advising the Department of Health of the outcome of the police investigation 
and process for advising affected parties. Annexure 07 - Correspondence 

42. I am advised that Mr Ross Smith received a response from J C Higgins Assistant Commissioner 
Operations on 4 August 2020 advising that "the police investigation into all of Mr Griffin's 
alleged offending has concluded. The victims of Mr Griffin's alleged offending were notified of 
the investigation status shortly after Mr Griffin's death on 18 October 2019. These complainants 
were all adults and related to historical offending. " Annexure 08 - Correspondence 

43. On 16 October 2020, the Department of Health was advised by Tasmania Police that "as Griffin 
is now deceased Tasmania Police will not be conducting any further investigations into his 
alleged offending. This includes the taking of statements from patients or their 
parents/guardians." Annexure 09 - Correspondence 

44. On 19 October 2020, Dr Renshaw sent correspondence to Mr Jonathan Higgins, the Acting 
Deputy Commissioner seeking a representative from Tasmania Police to attend the open 
disclosure meetings that will be organised with families, to answer any questions the families 
may have that relate to the investigation by Tasmania Police. Annexure 10 - Correspondence 
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45. I am advised that Dr Renshaw conducted Open Disclosure meetings together with a Tasmania 
Police representative and support workers concluding in late October 2020. 

46. Additional information regarding the Department's interaction with Tasmania Police regarding 
Ms Sonja Leonard, one of the former Nurse Unit Managers - Ward4K, is contained in the 
response to question 9. 

4 7. I am informed that notification to the Australian Health Practitioner Regulation Agency was made 
by the Department of Health on 1 August 2019, upon being notified of the suspension of 
Mr Griffin's registration to work with vulnerable people on 31 July 2019. This action was 
undertaken prior to my commencement in the role of Head of Agency for the Department of 
Health. Annexure 11 - Document 

Supporting staff at Launceston General Hospital 

Q4. Describe any advice, including legal advice, you sought or received from stqff at the Department of 

Health and/or Launceston General Hospital, and any instructions you may have given, about how Mr 
Griffin's arrest and death should be communicated to staff in Ward 4K (including the provision of support 

offered to staff) 

48. I was not Head of Agency for the Department of Health at the time of Mr Griffin's arrest. 

49. Mr Griffin passed away on 18 October 2019, while I was on annual leave. Following Mr Griffin's 
death, I did not seek legal or any other advice on how Mr Griffin's arrest and death should be 

communicated to staff in Ward 4K. 

50. I am advised that on 21 October 2019, Ms Sonja Leonard emailed staff of Ward 4K at the 
Launceston General Hospital (LGH) advising that a former employee had recently passed away, 
acknowledged that this may cause some distress and offered support by way of the Department's 
Employee Assistance Provider. Annexure 12 - Email. 

51. With respect to communication and support for staff in Ward 4K, in the immediate time 
following Mr Griffin's death (October 2019 to March 2020): 

a. I am advised that as the LGH contact person for Tasmania Police in relation to the 
investigation, Dr Peter Renshaw held staff meetings to share information as permitted on the 
investigation process and provide an opportunity for staff to ask questions. These meetings 
were held over three days (30 October 2919, 1 November 2019 and 13 November 2019) to 
maximise attendance options for shift staff. 

b. I am advised there were two in-service training sessions for Ward 4K staff which were 
provided during November 2019 by Robyn McKinnon Consultancy & Counselling Services. 

c. I am advised there was a meeting attended by Launceston General Hospital Management 
and the Australian Nursing and Midwifery Federation (ANMF) (attendees were Eric 
Daniels, Helen Bryan, James Bellinger, Emily Shepherd, 

- on 6 November 2019 to discuss ANMF member concerns, in particular in relation 
to past complaints handling, Ward 4K staff being told not to discuss Mr Griffin and their 
request for a group counselling session. I understand that the agreed outcomes of that 
meeting were: Annexure 13 - Document 
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1. Safety Reporting Leaming System - the Department to contact employees who 
lodged SRLS complaints regarding Mr Griffin to provide feedback 

11. Mandatory Reporting - the Department to provide Ward 4K staff further 
information and training on mandatory reporting and national law and staffing 
structure for upline management. 

iii. With respect to discussing Mr Griffin - the Department clarified that 
privacy/confidentiality considerations only apply to criminal investigation and 
Mr Griffin's clinical care as a patient. 

1v. Group counselling- the Department advised group counselling is not clinically 
supported due to the risk of vicarious trauma. Individual counselling is provided and 
Dr Renshaw addressing the issue of how staff handle being approached by the 
public. 

d. I am advised, in early 2020, three education sessions are delivered by Aardvark Counselling 
and Consultancy to Ward 4K staff in relation to profiles of suspected perpetrators - tactics 
and strategies (training held on 27 February 2020, 28 February 2020 and 5 March 2020). 

e. I recall having a general awareness of direct discussions and correspondence that was 
occurring between the ANMF and the Chief Executive Eric Daniels in relation to Ward 4K 
staff concerns regarding past complaints handling and their desire for a group 
debrief/counselling session rather than individual counselling sessions in late 2019, but was 
assured that these matters were being investigated and managed appropriately at the local 
level. I was not aware of the true depth of anxiety being expressed by several Ward 4K staff 
at this time, because if I had been I would have directly engaged with the staff to hear their 
concerns and further test that local management action was appropriate. 

f. However, these same staff issues resurfaced again nearly a year later following the 
publication of The Nurse Podcast and associated media reporting of victim-survivor stories 
on and from 13 October 2020, which I describe in Question 5 below. 

g. I note that from early February 2020 until September 2020 I worked almost exclusively on 
managing Tasmania's health response to the COVID-19 pandemic, and Mr Ross Smith was 
delegated the authority to deal with all non-COVID matters requiring the attention of the 
Secretary. 

Q5. Describe any communications you had with Ward 4K staff regarding Mr Griffin after his arrest or death 

52. The first episode of The Nurse Podcast was released on 13 October 2020 and detailed media 
reports were also published on and from 14 October 2020, identifying one of the victim-survivors 
of Mr Griffin, Ms Keelie McMahon and telling her story, and referring to child sexual abuse 
perpetrated against other victims, as yet unnamed. This was the first time I recall becoming aware 
of the name of one of the victim complainants to Tasmania Police, and was distressed to read of the 
abuse of Ms McMahon and that her mother Annette was a long-term employee - a nurse on Ward 
4K and friend and colleague of Mr Griffin (also previously unknown to me). I was alarmed to read 
statements in the Podcast r.egarding Mr Griffin's behaviour with unnamed young female patients 
and that he had been previously questioned about these behaviours. 

53. I recall speaking at length with the then Minister for Health, Sarah Courtney MP on 
14 October 2020, to recommend an immediate examination of internal and external conduct 
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reporting mechanisms and the THS complaints handling process relating to unprofessional conduct 
and sexual misconduct. The then Minister confirmed her commitment in writing on 14 October, 
asking that I examine and provide advice to the Minister regarding past and current: · 

a. Internal reporting mechanisms and compliance with AHPRA and any mandatory reporting 
obligations under relevant Tasmanian legislation; 

b. The appropriateness and effectiveness ofTHS complaints handling processes relating to 
unprofessional conduct and sexual misconduct; 

c. The effectiveness of interaction between Working With Vulnerable People systems and the 
THS; 

d. The degree of compliance with the THS complaints handling processes; 

e. Appropriateness of our mechanisms to ascertain and act upon systemic behaviour of an 
employee; and 

f. Any further action the THS requires to improve on the culture, policies and processes 
relating to these issues. 

54. The then Minister also requested that I consider any complaints as well as processes followed in 
relation to Mr Griffin, including the provision and cancellation of his WWVP registration as well 
as any outcomes from the Coronial process, and consider whether any further action or review 
needs to be undertaken. The Minister further requested that I establish a centralised mechanism 
for current and former staff and patients to be able to come forward and provide information to 
assist with my examination of the above issues. Annexure 14 - Correspondence 

55. I directly responded to the Minister on 14 October 2020 to confirm that I would undertake the 
requested examination and that I had directed three senior staff in the South with legal, disclosure 
and complaint handling experience, to be immediately taken offline to support the examination 
Annexure 15 - Correspondence 

56. I emailed all staff (including Ward 4K staff) late on 14 October 2020 to inform them of the 
examination, the support mechanisms available through the Employee Assistance Program and 
provide information on how to make a disclosure to me through the Public Information 
Disclosure process. Annexure 16-Email 

57. On 15 October 2020, I travelled to Launceston General Hospital and visited Ward 4K staff and 
sat in on the end of a staff meeting being held with the ANMF. I confirmed my commitment to 
the examination and invited Ward 4K staff to provide information directly to my office. I recall 
feeling confronted by the depth of feeling and anxiety in the room and the sense of distrust that 
anything different was going to happen if information was reported. I explained the nature of a 
protected disclosure and that the review of the information would be entirely separate from the 
Ward and from LGH and conducted by an experienced and senior team in the South. 

58. I wrote again to all staff on 22 October 2020 to announce that an independent investigation would 
now occur and to again encourage staff to come forward and report any relevant information 
through to my office. Annexure 17 - Email 

59. In response to this email, I received an email from Clinical Nurse Consultant 
on 22 October 2020 saying that she worked with Mr Griffin for approximately. years and if 
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people should write what they know. I responded to this email on the same day thanking. 
- for her email and providing her with the public interest disclosure email address if she 
would like to share information. Annexure 18 - Email 

60. - emailed me on 25 October 2020 regarding her experiences at Ward 4Koverthe 
preceding twelve months. I responded and arranged a time the following day to speak to 
on the telephone. Annexure 19-Email. I had further email correspondence with - on 
12 November 2020. Annexure 20-Email 

61. On the 30 October 2020, I met with: 

a. former and current staff from Ward 4K at an offsite location to hear directly about their 
experiences and observations; 

b. Janette Tonks, Nursing and Midwifery Director - Women's and Children's Services to 
discuss the current status of Ward 4K, provide feedback from the meeting with former and 
current 4K staff and the next steps; and 

c. Dr Peter Renshaw, Executive Director of Medical Services. 

62. During the course of the above meetings and from information that was provided to my office, it 
became very apparent to me that sections of Ward 4K staff remained traumatised by the death and 
alleged criminal conduct of Mr Griffin of which they had no awareness, and felt that they had 
been 'silenced by Management', unable to grieve or openly discuss the matter and that the issue 
therefore had continued to fester for over a year, causing significant workplace disharmony. 
Several staff members had approached their union and sought representation to be made to me as 
Secretary regarding the work environment, the then Nurse Unit Manager, Sonja Leonard and 
LGH Management. One staff member also raised the fact of previous complaints that had been 
made regarding suspicious conduct of Mr Griffin to the NUM, which they felt had been not 
properly dealt with. 

63. The then Chief People Officer, and I met with Sonja Leonard on 12 
November 2020 to discuss the serious tensions reported in the 4K workplace by staff, that it was 
untenable for both her and the staff for her to continue in the role, and agreed that she would take 
immediate leave and transition to a new role outside of Ward 4K, with the potential of a project 
reform role discussed. 

64. and I then met Ward 4K staff on 12 and 17 November 2020 to conduct an open 
conversation with staff, including to apologise for the handling of the events after Mr Griffin's 
death 12 months prior and provide an update on the review, the open disclosure process, the 
Tasmania Police investigation, next steps pending completion of the independent investigation, 
mandatory reporting, and next steps for 4K. There was also discussion about arranging a 
Restorative Justice Session and an opportunity for staff to ask questions. These sessions were 
difficult but staff reported to me that they were very grateful that they had occurred, that their 
concerns had been openly acknowledged, and a large step towards healing 4K had been taken. 
Annexure 21 - Document 

65. On 10 November 2020 I emailed - following on from a conversation the day before 
about her workers compensation claim. Annexure 22 - Email 

66. On 26 February 2021, I arranged for an email to be sent to Ward 4K staff on my behalf. The 
communication advised about the release of the Tasmania Police Outcomes Report - Internal 
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review of Police Actions relating to James Geoffrey Griffin. The communication provided a link 
to the Report and supports available. I also noted that I would be in Launceston the following 
week and will come by the ward to talk to anyone that needs my support. Annexure 23 - Email 

67. Since this date, I have attended Ward 4K on many of my visits to the LGH, to check in on staff 
and the then new Acting Nurse Unit Manager, - The progressive completion of the 
redevelopment of Ward 4K and the new Womens and Childrens Tower has provided the team 
with a brand new, contemporary and safer layout and has helped to trigger significant staff 
conversations in relation to brand new models of safer care in their new environment. 

68. On 5 May 2022, I arranged for an email to be sent to Ward 4K staff on my behalf. The 
communication acknowledged it has been a challenging period for 4K and I wanted to thank them 
for their professionalism, commitment and ongoing care to children. The communication also 
provided the dates for the health hearing week, an update on the work in the Commission of 
Inquiry Response and Reform team and encouragement to support the Commission of Inquiry 
through providing information or evidence with no consequences for doing so. Annexure 24-
Email 

69. By way of summary, from the middle of October 2020, I sent various communications to all staff, 
including Ward 4K staff, advising of: 

a. The examination of THS' policies and processes relating to the allegations of criminal 
conduct, the supports available through the employee assistance program and information on 
how to make a public interest disclosure (email dated 14 October 2020). Annexure 16 -
Email 

b. The recommendation to Government that an independent investigation be commenced given 
the nature of information received. Also, confirming the supports available and the public 
interest disclosure ( email dated 22 October 2022). Annexure 17 - Email 

c. The announcement of the Terms of Reference for the Independent Investigation and advice 
that the Department of Justice will provide administrative support for the conduct of the 
Investigation. The communication also provided an update on the internal examination of 
the THS' systems, policies and procedures and making a public interest disclosure. Finally, 
the communication provided information on the employee assistance program (email dated 3 
November 2020). Annexure 25 - Email 

d. Further media and commentary regarding historical allegations of misconduct and supports 
available (email dated 17 February 2021). Annexure 26 - Email 

e. There was likely to be considerable media coverage and the supports available through the 
employee assistance program (email dated 26 February 2021). Annexure 27 - Email 

f. Of the establishment of the Department's Commission of Inquiry Response and Reform 
team to assist in coordinating the Department's response to the Commission of Inquiry and 
also implement reforms across the agency to help ensure the safety and wellbeing of 
children that access our services. Also providing action sheets for staff and managers on 
what supports are available in the workplace and externally and providing advice on 
mandatory reporting, including a fact sheet and a Records Retention Notice from the State 
Archivist (email dated 19 April 2021). Annexure 28- Email 
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g. Written submissions being invited by the Commission of Inquiry and a link to the website 
for information on how to make a submission. In addition, information on the employee 
assistance program (email dated 13 May 2021). Annexure 29-Email 

h. Extension to the time period to submit written submissions and information on the employee 
assistance program (email dated 14 July 2021). Annexure 30-Email 

i. Information from the Commission of Inquiry in relation to consultation sessions across 
Tasmania (email dated 29 July 2021). Annexure 31-Email 

j. The Department is committed to fully and actively supporting the Commission of Inquiry. 
Plus providing advice on indemnity and legal support, mandatory reporting and the 
employee assistance program (email dated 29 September 2021). Annexure 32-Email 

k. Updated mandatory reporting fact sheet and a link the Departmental resources, including the 
Commission of Inquiry Wellbeing Consultant for support with referrals (article published on 
21 December 2021). Annexure 33-Reach Article 

1. The Department's Child Safe Organisation project, reporting avenues (article published on 
18 March 2022). Annexure 34-Reach Article 

m. an update on the proceedings of the Commission of Inquiry, including the Hearings and 
advice to staff about options available to keep informed of the proceedings and support for 
their release from duties should they need to appear as a witness (article published on 27 
April 2022). Annexure 35 - Reach Article 

70. In addition, the Department of Health circulated information to staff from the Head of the State 
Service advising: 

a. the recommendation to the Governor that she establish a Commission of Inquiry under the 
Commission of Inquiry Act 1995 ( email dated 23 November 2020). Annexure 36 - Email 

b. about the work to establish the Commission of Inquiry, mandatory reporting and supports 
available (email dated 4 December 2020). Annexure 37 -Email 

c. the release of the draft Terms of Reference for the Commission oflnquiry and supports 
available (email dated 17 December 2020). Annexure 38-Email 

d. the Governor signing the Order to formally establish the Commission of Inquiry, support for 
state servants to report concerns and supports available (email dated 22 March 2021). 
Annexure 39 - Email 

e. Indemnity and legal support (email dated 30 April 2021). Annexure 40- Email 

f. Encouraging staff to speak up without fear of reprisal and options to raise concerns or report 
information, plus information on support services (email dated 2 May 2022). Annexure 41-
Email 

Q6. Describe any advice from/to or communications you had with the Minister for Health regarding Mr 
Griffin (including any related concerns raised by staff at the Launceston General Hospital) 

71. I do not recall discussing or communicating with the then Minister for Health, Sarah Courtney 
MP, regarding Mr Griffin prior to 14 October 2020. 
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72. As noted above, on 14 October 2020, I spoke to and received correspondence from the then 
Minister asking for an examination of Tasmanian Health Services' (THS') policies and processes 
relating to Mr Griffin (Annexure 14 - Email). I recall that this formal request was made 
following discussions between myself and the Minister and her office regarding the new and very 
concerning information published in Episode 1 of The Nurse Podcast on 13 October 2020 and 
associated media reporting, and that a formal examination was recommended. 

73. Upon receipt of this request, I immediately initiated the following actions to support this 
examination of THS' policies and processes including forming an experienced team, establishing 
dedicated email addresses, a phone line and communication to staff. Note, further information is 
outlined in response to question 8. 

74. On 14 October 2020, I responded to the then Minister for Health providing an unsigned version 
of correspondence and advising the signed version would be provided the following morning. I 
also advised that I had written to staff regarding the request and to again offer support to impacted 
staff members. Annexure 15a - Email 

75. On 15 October 2020, a signed copy of the correspondence was provided to the then Minister for 
Health. Annexure 15 - Correspondence 

76. On 21 October 2020, I provided an update to the then Minister for Health on the action being 
taken to support the examination of THS' policies and processes. The correspondence also 
advised that: 

a. Whilst my examination of this issue continues, I write to confirm that I have received 

information which raises serious allegations about the proper conduct, strength and 
adequacy of historical reporting processes relating to the subject of this matter, involving 
both the THS and other Government Agencies. 

b. Given my remit as the Department of Health Head of Agency, I do not hold the powers 
necessary to conduct an in depth cross-Agency systems review. Noting the serious nature of 

the concerns raised, I am writing to you to request that you consider instituting an 
independent investigation in relation to this matter so that this information can be 

independently assessed, examined and assessed. 

c. In the interim, I will continue to undertake my examination of the relevant THS and 
Department policies and procedures, as confirmed above. Annexure 42 -,Correspondence 

77. On 22 October 2020, the then Premier Peter Gutwein and the then Minister for Health Sarah 
Courtney announced an independent investigation into serious allegations regarding a former 
Launceston General Hospital staff member. Annexure 43 - Email 

78. On 23 October 2020, I emailed the then Minister for Health Sarah Courtney and the then Chief of 
Staf~ providing a suggested Terms· of Reference. Annexure 44 - Email 

79. On 25 October 2020, I emailed the then Minister for Health Sarah Courtney, with a copy to her 
then Chief of Staff _ , a revised Terms of Reference. Annexure 45 - Email 

80. On 26 October 2020, I emailed the then Solicitor General Mr Michael O'Farrell following a 
request from the then Minister for Health Sarah Courtney for advice in relation to the starting 
draft Terms of Reference ... appropriate names to recommend for the role of investigator- noting 

the independence requirement. Annexure 46 - Email 
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81. On 9 November 2020, I provided an update to the then Minister for Health Sarah Courtney 
outlining: (Annexure 47-Email) 

a. Review of information received to date 

b. Open disclosure 

c. New complaints 

d. Next steps pending completion of the independent investigation 

e. Royal Commission into Institutional Responses to Child Sexual Abuse 

f. Mandatory reporting 

g. Working with Vulnerable People 

82. The independent investigation was superseded by the then Premier's announcement on 23 
November 2020 of his intention to establish a Commission of Inquiry. Annexure 48- Email 

83. To the best of my knowledge, all information gathered during the independent investigations 
formed part of the Department of Health's response to the Commission of Inquiry's Notices to 
Produce. 

84. I note that I have detailed all relevant communications from and with the Minister to the best of 
my recall above, noting that we also spoke on a regular, if not daily basis by telephone or face to 
face in regular meetings regarding Health matters, in the main relating to COVID-19, and that 
updates on the Griffin matter may also have been discussed with the Minister, or her Chief of 
Staff- or other advisers within the Minister's office that were also dealing with 
members of the public coming forward to provide information and providing this information to 
the Department, with the public member's consent. 

Q7. With the benefit of hindsight, do you consider the approach detailed in your answers to paragraphs 4 to 

6 above to be appropriate? If not, what would you do differently? 

85. With benefit of hindsight, there are always opportunities to approach things differently, which I 
believe I have reflected upon in part in my answers above. 

86. In hindsight, and I have thought about this many times, I wish I had known in 2019 of the full 
extent of the alleged offending in the criminal charges brought against Mr Griffin, including the 
fact that one victims' mother was a nurse on Ward 4K, and been informed by Tasmania Police as 
to whether they had received reports from any of the complainants that sexual abuse had occurred 
within the Hospital. 

87. I also would have liked to have had the level of-staff anxiety and concerns escalated more 
formally to me and an independent examination of the issues they were raising conducted. 

88. I believe that had I known this information earlier, I would have taken the same steps that I took 
on and from 14 October 2020 to conduct an independent examination, recommend an 
independent investigation and better support Ward 4~ staff to recover from this traumatic 
incident, in late 2019 rather than 2020. 
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89. Without knowledge of who the victims were in this matter and the protection of their identity in 

criminal proceedings, the Department was also hamstrung in any ability to reach out in a timely 

way to offer support or assistance to the victims and their families, which I believe was and 

continues to be offered by Tasmania Police and the Department of Justice, and has been offered 

by the Department of Health to victim-survivors that directly contacted us from 14 October 2020 

and during the course of 2021. 

90. As the Secretary of the Department of Health, I am acutely aware of the many areas we have for 

significant improvement and although the task is great, I am committed to delivering the changes 

needed to protect children in our care, with the same determination that I have applied over the 

last 2.5 years to managing Tasmania's response to the COVID-19 Pandemic and resetting and 

restoring public health services in Tasmania. 

91. All children have the right to feel safe and be safe. Children are particularly vulnerable, as they 

are dependent on adults to care for them, meet their basic needs, and make decisions for them. A~ 

adults, we are in positions of trust and authority, and are responsible for the safety, wellbeing, and 

empowerment of all children. 

Child Safe Organisation Project 

92. The Department of Health's Child Safe Organisation Project (CSOP) is currently underway as 

part of the Tasmanian Government's response to the National Principles for Child Safe 

Organisations (the principles) and associated child safe standards endorsed by the Council of 

Australian Governments in February 2019. 

93. The project is dedicated to the implementation of the National principles and standards across the 

Department, building on our current systems and processes to ensure the safety and wellbeing, 

participation, and empowerment of all children. It will encompass positive systemic change to 

enhance the way we work with vulnerable people, with a specific focus on children and young 

people. 

94. The objective of the CSOP is to ensure that we all have a strong, common understanding of child 

safety and well being, that children's voices are heard, and that they and their families are 

involved in decisions affecting them. 

95. The key focus of the team is to coordinate input from across the community, the Department of 

Health, and other agencies, to ensure that the child safe approach is comprehensive, robust, 

evidence-based, and sensitive to the needs and circumstances of all children, families, and carers. 

Complaints Management and Oversight 

96. The management, coordination and oversight of complaints is a crucial element. That is why I 

am establishing a Complaints Management and Oversight (CMO) unit in the Office of the 

Secretary. The intent is that the CMO unit will provide a central point for all complaints within 

the Department. 

97. Complaints will be recorded in Content Manager (our document and workflow tracking system) 

and the CMO unit will undertake an initial review to ensure that the complaint is not a 

duplication, assess whether it is a new complaint or a follow-up from a previous complaint, and 

identify any potential conflict of interests when allocating the complaint to business units for 

action. 
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98. Upon receipt of a complaint, the CMO unit will also undertake a scan of previous complaints to 
identify any potential patterns of behaviour or systematic issues that may warrant the complaint 
being escalated. They will also triage and coordinate input from relevant areas of the Department 
such as a health service, legal services or human resources. 

Sharing of Information 

99. The sharing of information is critical to the management of employees in the workplace. I know 
there are limitations at a state and federal level including the timing of sharing police information 
as to not impede an investigation and the national laws that prohibit the sharing of information 
relating to Ahpra investigations. 

Our commitment 

100. As the Head of Agency, I am committed to child safety and the provision of an environment 
where children feel safe and are safe, and they and their families have their voices heard and are 
involved in the decisions that affect their lives. 

101. I will continue to lead the Department of Health on a journey of continuous improvement to 
ensure issues of the past are not repeated into the future and would welcome the assistance and 
input of any victim-survivor in this process. 

Investigations by Department of Health 

Q8. State whether the Department of Health commenced any internal investigation into Mr Griffin and his 

conduct, at Launceston General Hospital (including any investigation into how such conduct could occur 

without detection). 
a) If yes, please detail how the investigation proceeded and the outcome of the investigation. 

b) If no, please explain why an investigation was not commenced. 

102. On 31 July 2019, advice was received from the Acting Registrar, Registration for Working with 
Vulnerable People. Annexure 49 - Document 

103. On 31 July 2019, I am advised thatPeter Renshaw met with James Griffin and advised that the 
Launceston General Hospital had been advised that his Registration for Working with Vulnerable 
People had been suspended and therefore he could not work until such time as the certificate was 
reinstated. 

104. On 31 July 2019, I am advised that Peter Renshaw and Mathew Harvey met with Tasmanian 
Police and were advised 'no charges laid yet, interviewing parties - number of photos found on 
Griffin's phone in folder 'Ward 4K' of patients with dates between 2015-2019 - nothing of sexual 
nature but photos appear to have been taken on Ward 4K and ICU'. Annexure 50 - Email 

105. On 31 July 2019, I am advised Eric Daniels informed the then Head of Agency Michael Pervan of 
the actions taken to address the Department of Justice correspond~nce. Annexure 51 - Email 

106. On 5 August 2019, I am advised the then Head of Agency Michael Pervan suspended James 
Griffin. Annexure 52 - Minute 

107. On 7 August 2019, I am advised Mathew Harvey provided the suspension correspondence to 
Mr Griffin advising that actions are being taken to commence an investigation under Employment 
Direction 6 Procedures for the Investigation and Determination of whether an employee is able to 
efficiently and effectively perform his/her duties (ED6). Annexure 53 - Email 
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108. I am advised that on 8 August 2019, Mr Griffin resigned from his employment with the THS 
(Annexure 53a -Minute). I am further advised that on 14 August 2019 the then Head of 
Agency Michael Pervan noted the resignation of Mr Griffin as the reason for not commencing the 
ED6 investigation and that it is expected that there will be charges laid against Mr Griffin by 
Tasmania Police. Annexure 53b - Minute 

109. I understand from later reviewing sent correspondence and the minute of a meeting between the 
ANMF and LGH management on 6 November 2019 that LGH management committed to 
reviewing complaints received from staff in relation to Mr Griffin, including SRLS and to 
provide feedback to each staff member in relation to any complaint received as to the 
management action taken. Although this was not a formal investigation, I am informed that this 
review took place and feedback was provided to staff involved. No further escalation regarding 
the review of complaints was made to the Secretary. 

110. On 21 November 2019, the Integrity Commission referred a complaint it had received in relation 
to the management of complaints in relation to Mr Griffin to the Department - see Question 10 
below. 

111. On 14 October 2020, I received correspondence from the then Minister for Health Sarah Courtney 
asking for an examination of Tasmanian Health Services' (THS') policies and processes relating 
to Mr Griffin. The actions I undertook upon receipt of that request are outlined in response to 
questions 5 and 6. Annexure 14- Correspondence 

112. As a result, I undertook a number of immediate actions to support the examination of THS' 
policies and processes relating to these issues, as well as with respect to this particular case 
including: 

a. instantly directing three senior staff, constituting relevant legal, disclosure and complaint 
handling experience, be immediately available to support this examination; 

b. establishing the public disclosure email address (publicinterestdisclosure@health.tas.gov.au) for 
staff and public enquiries email address (publicenquiries@health.tas.gov.au) for the public; 

c. establishing a dedicated phone line (1800 950 110) to triage complaints or submissions and 
advise of support services available; 

d. communicating to all Department of Health staff informing them of PlY examination of THS' 
policies and procedures, the support mechanisms available through the Employee Assistance 
Program (EAP) and information on how to make a disclosure through the Public Information 
Disclosure process; 

e. a further communication was provided to all Department of Health staff informing them of the 
independent investigation and reconfirming the public disclosure process and EAP support 
services available to staff; and 

f. a number of discussions and meetings with former and current staff on Ward 4K at the 
Launceston General Hospital to hear about their experiences and observations. 

113. As a result of the public disclosure and public enquiry email addresses and the dedicated phone 
line, a number of enquiries were received, and action taken. Annexure 54 and 54a - Document 
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114. On 22 October 2020, the Tasmanian Government announced that "an independent investigation 
will be commissioned by the Tasmanian Government into the serious allegations regarding a 
deceased former employee of the Launceston General Hospital". Annexure 43 - Media Release 

115. On 3 November 2020, the Government released finalised terms ofreference for the independent 
investigation and announced Ms Maree Norton as the independent investigator to conduct the 
investigation. Annexure 55 - Media Release 

116. This investigation was superseded by the then Premier's announcement on 23 November 2020 of 
his intention to establish a Commission of Inquiry. Annexure 48-Media Release 

117. The advice to the Integrity Commission in relation to the management of Mr Griffin is outlined 
under question 10. 

118. All information gathered during the independent investigations formed part of the Department of 
Health's response to the Commission oflnquiry's Notices to Produce. 

Q9. Explain whether the Department of Health has commenced an internal investigation into any other staff 

(including in relation to Sonja Leonard) and their conduct in managing Mr Griffin or responding to 

complaints and concerns about him. If yes, please detail how the investigation proceeded and the outcome of 
the investigation. 

119. On 30 March 2021, I received correspondence fromActing Deputy Commissioner, Ms Donna 
Adams, providing a Statutory Declaration by Glenn Hindle, a sworn officer within the Tasmanian 
Police Service regarding conversations that he had had with Ms Tiffany Skeggs regarding the 
conduct of Ms Sonja Leonard. Annexure 56- Correspondence 

120. On 27 April 2021, I responded to Ms Adams to seek clarity on a number of matters raised in the 
correspondence dated 30 May 2021. Annexure 57 - Correspondence· 

121. On 4 May 2021, I received correspondence from Acting Deputy Commissioner, Ms Donna 
Adams (Annexure SS-Correspondence), confirming: 

a. There is no evidence to suggest Ms Skeggs was assaulted at the Bridport shack owned by 

Ms Leonard 

b. Investigators cannot provide any evidence of outwardly affectionate body language or 

behaviour in fror.,.t of Ms Leonard 

c. There are no details of Ms Leonard aiding, observing, or acknowledging Ms Skeggs or 

Griffin entering the referenced room at the Launceston General Hospital 

d. Investigators do not possess any further information that may be pertinent to any knowledge 

Ms Leon(lrd may have possessed in relation to Griffin and Ms Skeggs. 

122. On 6 May 2021,1 am advised that Tasmania Police advised the Department not to contact Ms 
Skeggs as she was not in a position to be involved at this time. 

123. On 22 May 2021, I approved preliminary enquiries being made by an independent investigator 
with Ms Leonard to seek her response to the information provided by Tasmania Police including 
the Statutory Declaration, and any management actions taken by her in relation to Mr Griffin, to 
assist in informing any further action to be taken. Annexure 59 - Minute 
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124. On 22 May 2021, I signed a letter to Ms Leonard advising of an intention to interview and 
provide a right of response. Annexure 59 Attach02 - Correspondence 

125. On 22 May 2021, I signed a letter to from the Verity Group to interview 
Ms Leonard (Annexure 59 AttachOl - Correspondence). - was engaged as a private 
consultant to ensure there was full transparency and the enquiries were made independently of 
Department of Health employees. 

126. On 18 June 2021, the Department received an application for ED16 Legal Indemnity from 
Ms Leonard in relation to the further preliminary enquiries, which was referred to the Office of 
the Solicitor-General. 

127. On 24 June 2021, I received correspondence from Crown Counsel in the Office of 
the Solicitor-General of Tasmania regarding "concern about the course you have taken and 
accordingly we provide you with this advice". Annexure 60 (Attach04) - Correspondence. 

128. On 2 July 2021, I discussed the advice from the Office of the Solicitor-General Office with 
- • Director Office of the Secretary and Manager Commission of 

Inquiry Response and Reform Unit. It was resolved that I would seek a meeting with the 
Solicitor-General to discuss the contents of the correspondence. 

129. On 25 August 2021, I met with the then Solicitor-General Michael O'Farrell, along withllll 
- Director office of the Secretary to discuss the contents of the correspondence. 

130. On 30 September 2021, I approved the Department ceasing the preliminary enquiries based on 
advice received from the Office of the Solicitor General. Annexure 60 - Minute 

a. The Office of the Solicitor General advice observed that "it appears that the enquiries 

already undertaken by - have uncovered much (if not all) of the evidence that is 
likely to be uncovered in this matter, even if an ED5 investigation were undertaken, 

especially as the alleged victim does (sic) wish to be contacted further". 

b. Furthermore, the Office of the Solicitor General highlighted concerns with the engagement 
to undertake enquiries for the Department, stating that, "the appointment of 

appears to be the substantially the same as it would be if she had been appointed 

under ED5, yet you did not have the reasonable grounds required for you to exercise the 

power to appoint an ED5 investigator, and some of the procedural fairness aspects of the 
ED5 will be avoided". 

131. I was advised that "Aside from providing Sonja a right of response to matters relating to James 
Griffin, there is no likely outcome from the enquiries. As such, the grounds to proceed are 
considered insufficient." 

132. I subsequently signed a letter dated 1 October 2021 to Ms Leonard advising of my decision to 
cease the enquiries. Annexure 60 (AttacbOl)- Correspondence 

Integrity Commission Investigation 

Q10. On 21 November 2019, the Integrity Commission referred to you a complaint raising allegations 

against staff at the Launceston General Hospital in relation to matters involving Mr Griffin, which might 
constitute misconduct. Please outline: 

a) the actions (if any) you took to investigate, assess or consider this referral 
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b) the outcome of this investigation, assessment or consideration 
c) if there was no investigation, the actions (if any) you took to satisfy yourself that any misconduct had 

or had not occurred 
d) the decision you made in relation to the allegations in terms of whether there was or was not 

misconduct 
e) what communication you had with the Integrity Commission about the investigation or inquiries you 

made into the referral 

133. As advised, on 16 September 2019 I met with the then CEO of the Integrity Commission, Richard 
Bingham and Michael Easton to discuss current matters of interest to the Integrity Commission 
relevant to the Department. I do not recall the circumstances of Mr Griffin being raised in this 
meeting. 

134. On 21 November 2019, I received correspondence from the Integrity Commission regarding a 
complaint about employees of the Launceston General Hospital. The subject officers included 

Ms Sonja Leonard, Ms Janette Tonks and Ms Helen Bryan. Dr Peter Renshaw was named as an 
other officer involved. The allegations were referred to me, as the principal officer of the relevant 
public authority for investigation. Annexure 61 - Correspondence. 

135. On 2 December 2019, my office referred the correspondence to the then Chief People Officer, 
for review and advice. 

136. It is acknowledged that from January 2020, significant management resources within the 
Department were devoted beyond full-time hours to the COVID-19 pandemic. For the first time 
in Tasmania's history, a Public Health Emergency and a State of Emergency was declared in 
March 2020, and on day 17 of the public health emergency, the North-West outbreak 
commenced, the most significant COVID outbreak at that time in Australia. I made a decision on 
11 April 2020 to close, deep clean and restart the North West Regional Hospital and North West 
Private Hospital, a process in itself which took approximately 5 weeks, followed by significant 
work to support the re-entry of staff from forced quarantine. A large majority of senior resources 
were dedicated to safely planning and implementing the closure and reopening of the two 
hospitals, including the then Chief People Officer. 

137. On 15 April 2020, I am informed my office sent a request to follow up the Department's Human 
Resources. 

138. On 29 July 2020, I received correspondence from the Integrity Commission seeking an update on 
inquiries into the matter. Aimexure 62 - Correspondence 

139. On 11 August 2020, I am informed my office followed up with the Department's Human 
Resources, and then again on the 18 August 2020. 

140. On 3 September 2020, I received the draft response to the Integrity Commission. 

141. On 10 September 2020, I provided an update to the Integrity Commission in response to the 
correspondence dated 21 November 2019. Annexure 63- Correspondence 

142. On 16 September 2020, I received correspondence from the Integrity Commission in response to 
my correspondence dated 10 September 2020. Annexure 64- Correspondence 
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Other matters 

Q 11. Describe any steps you took (if any) following recent media coverage regarding Ms Zoe Anne Duncan, 

or any advice or briefings you received following this coverage. Describe any contact you have had with the 

Duncan family. 

143. I am advised that The Nurse podcast Season Two Episode 3 published on 5 April 2021 aired 
Ms Zoe Duncan's story. 

144. I am also advised that on 6 April 2021 the ABC published Ms Duncan's story. 

145. On 6 April 2021, I spoke with Ms Donna Adams then Acting Deputy Commissioner of Tasmania 
Police regarding the allegations and the previous Tasmania Police investigation. 

146. On 8 April 2021, I wrote to the Commissioner of Police regarding the historical allegations of 
sexual abuse by in 2001 - Annexure 65 - Correspondence. I also noted the 
media comment that a referral from the Department to Tasmania Police in relation to the matter 
had not been received. In that regard I further noted my telephone conversation with Acting 
Deputy Commissioner Donna Adams on 6 April 2021 to discuss the events that had been publicly 
reported, the prior Tasmania Police investigation and the Department's next steps to review our 
records now that we have an identified patient and practitioner. I advised that 
Manager COIRR Team was the nominated contact for this referral and would provide any 
relevant documentation as a matter of urgency. I attached the Tasmania Police 'Institutional Child 
Abuse Notification Form'. 

147. On 8 June 2021,1 noted a Minute which advised-Annexure 66-Minute: 

a. A documentation search related to the 2001 allegations of child sexual abuse by 
had been undertaken and the search located limited information regarding the initial complaint. 
No documentation was located regarding the subsequent allegations and investigation, including 
the investigation of Tasmania Police. 

b. Tasmanian Police will be advised that there is no new evidence in relation to the allegations; 
and 

c. The department also has an obligation to notify the health practitioner regulator of any concerns 
of sexual misconduct. It is unclear from the department's records whether a notification was 
made to the then relevant regulating body. Therefore, the Commission of Inquiry Response and 
Reform Team intends to proceed with a notification to Ahpra of the historical allegations. 

148. I am advised that on 9 June 2021, - reported the allegations to Aphra. Annexure 67-
Minute 

149. I am advised that on 10 June 2021,- wrote to the Jonathon Higgins Assistant 
Commissioner Operations, Tasmania Police to follow up on the referral made in writing on 
8 April 2021, and advised that a search of Launceston General Hospital documentation had not 
identified any new/additional information. The letter attached a file note from Dr Peter Renshaw 
from 2001. Annexure 68 -Email 

150. On 10 June 2021, Jonathon Higgins Assistant Commissioner of Police sent correspondence in 
reply confirming receipt of the referral outlining the allegations against - in- ; and 
that the allegations against - were reported to Tasmania Police and investigated. He 
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advised that the outcome of that investigation was that there was insufficient evidence to proceed 

against - Jonathon Higgins also advised that as no new information pertaining to the 
matter has been disclosed the file remained closed but if additional information were to be 
received by Tasmania Police, the matter is open for review. Annexure 69- Correspondence 

151. To comply with Notices to Produce, I am advised the Department undertook extensive searches 
for documents relating to the allegations regarding Ms Duncan. I am further advised that all 
discovered documents have been provided to the Commission. 

152. I have not had contact from or with the Duncan family. 

QI 2. Describe any steps you took (if any) following recent media coverage regarding Mr Ben Felton, or any 

advice or briefings you received following this coverage. Describe any contact you have had with Mr Felton. 

153. The following steps were taken following a Right to Information (RTI) request lodged by 
Mr Ben Felton on 20 January 2021, which referred to the alleged abuse. 

154. I note that on 15 February 2021 the Nurse Podcase Season 2 Episode 1 'Another Nurse' was 
made publicly available. This episode related to Mr Felton. 

155. I further note that on 16 February 2021, the ABC published Mr Felton's story. 

156. I am advised that in accordance with the Internal Checklist for Child Sexual Abuse allegations 
(Annexure 70 - Checklist) the Department actioned the following: 

a. on 27 January 2021, referrals were made to Tasmania Police (Annexure 71-Document) 
and Registration to Work with Vulnerable People (RWVP) (Annexure 72 -Document); 
and 

b. referred the matter to the Australian Health Practitioner Regulation Agency (Aphra). 
Annexure 73 - Document 

157. I am advised the then Acting Secretary, Ross Smith, was advised of the allegations and on 
27 January 2021 suspended with pay in accordance with ED4 pending an 
investigation in accordance with ED5. Annexure 74-Minute 

158. I was advised of the allegations and on 7 April 2021, I commenced an investigation in accordance 
with the procedures in ED5. Annexure 75-Minute 

159. On 28 November 2021, I received a copy of the investigation report and endorsed an instruction 

to the investigator to obtain expert opinion o"'@i-lMW evidence regarding the clinical care he 
provided to the patient and the appropriateness. Annexure 76- Minute 

160. On 1 March 2022, I received the investigation report and I approved correspondence t0\$§-ji-Jj 
providing him a copy of the investigation report (and supplementary documentation) and afforded 
him an opportunity to respond. Annexure 77 - Minute 

161. On 15 June 2022, I received all relevant documentation as part of the ED5 investigation; and have 
determined that the respondent has breached the State Service Code of Conduct (the Code). 
Annexure 78 - Minute 

162. Having determined that the respondent has breached the Code I may impose a sanction in 
accordance with section 10(1) of the State Service Act 2000 (the Act). 
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163. I am considering imposing the sanction of termination of employment in accordance with 
sl0(l)(g) and section 44 of the Act. 

164. This power is exercisable only after consultation with the Director or Deputy Director, State 
Service Management Office (SSMO). As such, I have written to Director, 
SSMO. Following which I will write to the respondent putting him on notice ofmy consideration 
to terminate his employment, and the reasons for my consideration. I will also afford him an 
opportunity to respond to the same before I finally determine the matter. 

165. At the conclusion of the EDS matter, I will give consideration as to the most appropriate means of 
contacting Mr Felton to advise him of the outcome of the investigation- so far as is possible and 
appropriate. 

Qi 3. Describe any steps you took (if any) following the release ofThe Nurse podcast, or any advice or 

briefings you received following its release. 

166. In addition to my responses to questions above, I note that following the release of The Nurse 
podcast episodes, I was advised of any allegations of which I had not previously been made 
aware. 

167. I am advised that not every matter was able to be identified with surety because in some cases the 
individuals involved wished to remain anonymous and were not identified in the podcast. 

Q 14. What steps is the Department of Health taking to rebuild community confidence in Launceston General 

Hospital or otherwise improve child safety in hospital and health settings? 

Child Safety and W ellbeing Framework 

168. The Department's Child Safe Organisation Project includes the development of the Child Safety 
and Wellbeing Framework incorporating the National Principles, including policies, protocols 
and guidelines. The Health Executive has approved a draft and consultation has commenced on 
the framework and the project is on track to be completed by December 2022. 

169. Following consultation, the Framework will be released via information sessions for staff and the 
community. The key elements of the Framework will be visible in health service locations, such 
as hospitals, via posters and brochures. 

170. Having a Department-wide Framework is a significant change and important step to ensuring a 
Department wide commitment to child safe practices and reporting suspected child sexual abuse. 

Safeguarding Children and Young People training 

1 71. On the 24 June 2022, the Department will pilot Safeguarding Children and Young People training 
that aims to help participants understand and recognise situations that lead to a mandatory report, 
understand professional boundaries in a health context and to equip participants with knowledge 
of sexual grooming behaviours, including how to recognise indicators of grooming. 

172. The mandatory training will be delivered online and by a trainer in person. A pilot will focus on 
priority areas including Women's and Children's Services in the South and North, Child and 
Adolescent Mental Health Services and Child Health and Parenting Services, before being rolled 
out more broadly. 
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173. Learning outcomes include: 

a. Developing knowledge of child abuse, indicators and preconditions for abuse 

b. Gaining an understanding of key pieces of child safety frameworks 

c. Understanding your and your organisation's responsibilities within the current legislative 
context 

d. Understanding child focused complaint pathways and processes, responding to disclosure 

e. Building confidence and understanding in responding to and reporting incidents 

f. Building confidence in reporting to the appropriate authorities 

g. Understanding key considerations of providing support to impacted parties 

h. Gaining an understanding of professional boundaries, and how to respond to breaches 

1. Leaming about the importance of reducing and responding to situational risks 

j: Understanding the dynamics of sexual offending and grooming 

k. Learning how to recognise indicators of grooming behaviour 

I. Building capacity in preventing, addressing and responding to potential grooming behaviour 

m. Building confidence in developing and applying a child safe Code of Conduct 

Independent Statewide Child Safety and Wellbeing Panel 

174. The Department is in the process of establishing an independent statewide Child Safety and 
W ellbeing Panel. The Panel membership will comprise experts in child safeguarding and health 

systems and have the purpose of overseeing the monitoring and investigation of child 
safeguarding concerns within the Department. The functions of the Panel will include: 

a. Reviewing and assessing all serious child safeguarding events referred by myself as Secretary 
including completing a root cause analysis of the event. 

b. Conducting defined research, reviews, inspections or evaluations, providing independent 
advice and evidence-based solutions to assist the Department in quality and safety decision
making in relation to child safeguarding. 

c. Advising on options for quality improvement in structures, systems, processes,- and tools in 
relation to child safety. 

d. Advising on options for systematic management of safety and quality learnings from serious 
child safeguarding events. 

e. Advising in relation to the appropriate escalation of risks relating to trends identified through 
the review of investigation findings. 

Child Safety Organisation - Performance Framework 

175. The Child Safety Organisation Project is currently finalising a performance framework for child 
safety and wellbeing to evaluate performance in relation to the National Principles. The 
framework will include indicators at the Departmental and group level for each service stream 
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within groups, and self-assessment tools for each work area to evaluate their compliance with the 
National Principles. The performance framework will consider external reporting of key 
performance information. 

176. The performance framework will focus on several performance objectives, including culture, 
consumer engagement, child, family and worker awareness of child safe practices, responsiveness 
of the safeguarding concern management system, compliance with National Principles, 
prevention and risk management, and achievement against improvement plans. 

177. In addition, existing consumer experience surveys are being reviewed to determine how they may 
be expanded or complemented to address questions around child safety culture, and periodic 
surveys of workers are being considered. A self-assessment tool is under development, and other 
audit tools to support safety and quality improvement measures will be developed, with audits 
conducted through either existing quality and safety teams or the planned Child Safety and 
W ellbeing Service. A maturity assessment tool is also being considered to assess the progress in 
establishing systems that address the promotion of children's rights, safety and wellbeing. 

Mandatory Reporting 

178. As advised, - and I met Ward 4K staff on 12 and 17 November 2020 to conduct an 
open conversation with staff. This included a discussion on mandatory reporting, specifically: 

a. to ensure that we are all familiar with our obligations under the National Law, including 

Mandatory Reporting and feel confident in our ability to raise issues in relation to 
notifiable conduct. Further information will be sent to all staff in the coming week 
regarding our obligations under mandatory reporting framework, including the process by 

which to report incidents. 

b. Tasmania police reporting 

c. Mandatory Reporting to CYS 

d. Ahpra or professional reports 

e. Ensuring everyone maintains Working with Vulnerable People Registration and that an 
increased number across our hospitals have this registration. 

f. Implementing the Royal Commission into Child Sexual Abuse recommendations ~ 
working with Justice and Education re the Child Safe Frameworks. 

179. In addition, the Commission of Inquiry Response and Reform team developed a fact sheet on 
mandatory reporting and this was circulated to all staff on the 19 April 2021, 29 September 2021 
and 21 December 2021. 

Checklist for Child Sexual Abuse Allegations 

180. The Commission of Inquiry Response and Reform unit developed an internal checklist to be used 
in all instances where there is a child related allegation against a Department of Health employee, 
volunteer, or contractor. This is to ensure a consistent approach is applied and all reporting 
obligations are met. This is currently used by the Department's Human Resources and 
Commission of Inquiry Response and Reform unit. 
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One Health Cultural Improvement Program 

181. The Department has commenced work on a One Health Cultural Improvement Program that will 
undertake activities to improve: 

a. Leadership and accountability 

b. Building leadership and management capability, targeting in particular middle management 
roles such as Directors, Assistant Directors, Nurse Unit Managers, or ANUMs and clinical 
service leads 

c. Workplace values and behaviours 

d. Health, safety and wellbeing 

e. Systems and processes 

Launceston General Hospital Communications Plan 

182. The Department of Health is also in the process of developing a communications plan to rebuild 
the community's confidence in the Launceston General Hospital. 

New Women's and Children's Tower Redevelopment 

183. Building work on the six-level Women's and Children's (WACS) tower at the Launceston 
General Hospital is nearing completion, and behind the brightly coloured fa9ade a new purpose
built health service for Tasmanians is emerging. 

184. The new WACS tower includes a new 34 bed children's ward, women's health clinic for 
pregnancy and gynaecology and paediatric outpatient clinic incorporating allied health. At ground 
level there is extra parking with Level 6 housing plant and services. 

185. The W ACS outpatient clinic is earmarked for completion from August with the remaining 
building work planned to be finished and services operating from mid-September this year. 

186. The new 4K meets Australian building standards with more single rooms each with bathrooms. 
The ward is divided into two age-appropriate pods with young patients in pod one and 
adolescents in the other. 

187. There is improved observation of patients by staff, and room for an adult support person to stay 
with a child patient throughout the admission, promoting safety, advocacy, and comfort for 
everyone. 

188. Other features are a play room, playground and outdoor courtyards for patients and families to 
access the outdoors. The adolescent pod includes a school room and lounge. Each room has large 
windows with views over Ockerby Gardens or across Charles Street to the hotel gardens to 
improve amenity, user experience and mental health outcomes for patients, their family and staff. 

Page 27 of 30 



This is page (28) of a statement by Kathrine Morgan-Wicks. TRFS.0075.0001.0001-0028 

B. REQUEST FOR DOCUMENTS 

Ql 5. Produce a copy of any document referred to in response to any paragraph in this Notice. 

This statement is true and correct to the best of my knowledge. 

Signed: Date: ;2.2 °JLA 11e 202 2 

Witness Signature: 

Pt1.b// c sec V«o .f 
(Print Witness Occupation on line above) 

(Print witness name on line above) 

Annexures 

No. Title 

01 Minute to the Secretary - 14 October 2019 

02 Minute to the Secretary - 14 Auiust 2019 

03 Email - 31 July 2019 

04 Email - 2 November 2020 

05 Email - 29 October 20 19 

06 Email - 2 SePtember 2021 

6a Email - I 7 Auiust 2020 

07 Correspondence to Tasmania Police - 24 July 2020 

08 Correspondence from Tasmania Police- 4 August 2020 

09 Email from Tasmania Police- 16 October 2020 

10 Correspondence to Tasmania Police - 19 October 2020 

II Ahpra notification - I August 2019 

12 Email to Ward 4K staff - 21 October 2019 

13 Meeting record - LGH and ANMF - 6 November 2019 

14 Correspondence from the then Health Minister - 14 October 2020 
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15 Correspondence to the then Health Minister - 14 October 2020 

15a Correspondence to the then Health Minister (unsi,gned) - 14 October 2020 

16 All staff communication - 14 October 2020 

17 All staff communication - 22 October 2020 

18 Email from Ward 4k staff member - 22 October 2020 

19 Email from Ward 4k staff member - 25 October 2020 

20 Email from Ward 4k staff member - 12 November 2020 

21 Speaking points for meeting with Ward 4K - 12 and 17 November 2020 

22 Email from staff member - I O November 2020 

23 Email to Ward 4K staff- 26 February 2021 

24 Email to Ward 4K staff - 5 May 2022 

25 All staff communication - 3 November 2020 

26 All staff communication - 17 February 2021 

27 All staff communication - 26 February 2021 

28 All staff communication - 19 April 2021 

29 All staff communication - 13 May 2021 

30 All staff communication - 14 luly 2021 

31 All staff communication - 29 July 2021 

32 All staff communication - 29 September 2021 

33 All staff communication - 21 December 2021 

34 All staff communication - 18 March 2022 

35 All staff communication - 27 April 2022 

36 All staff communication - 23 November 2020 

37 All staff communication - 4 December 2020 

38 All staff communication - 17 December 2020 

39 All staff communication - 22 March 2021 

40 All staff communication - 30 April 2021 

41 All staff communication -2 May 2022 

42 Correspondence co the then Health Minister - 2 1 October 2020 
Email containing a media release by the then Premier and the then Health Minister 

43 - 22 October 2020 

44 Email to the then Health Minister - 23 October 2020 

45 Email to the then Health Minister - 25 October 2020 

46 Email to the Solicitor General - 26 October 2020 

47 Email to the then Minister for Health - 9 November 2020 

48 Media Release by the then Premier - 23 November 2020 

49 Document from Doi - 31 July 2019 

50 Email to HR and Col RR- 31 July 2019 

51 Email to the then HoA - 31 August 2019 

52 Minute - suspension - 5 Au_gust 2019 

53 Correspondence to James Griffin - 7 Au,gust 2019 

53a Email to HR - 8 Au,gust 2019 

53b Minute to the Secretary - 14 August 2019 

54 Public enquiries lo_g 
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54a Public enquiries binder file 

55 Media Release - 3 November 2020 

56 Correspondence from Tasmania Police - 30 March 2021 

57 Correspondence to Tasmania Police - 27 April 2021 

58 Correspondence from Tasmania Police-4 May 2021 

59 Minute to the Secretary including attachments - 22 May 2021 

60 Minute to the Secretary including attachments - 30 September 2021 

61 Correspondence from the Integri ty Commission - 21 November 2019 

62 Correspondence from the Integri ty Commission - 29 July 2020 

63 Correspondence to the Integrity Commission - 10 September 2020 

64 Correspondence from the Integri ty Commission - 16 September 2020 

65 Correspondence to Tasmania Police - 8 A pril 2021 

66 Minute to the Secretary including attachments - 8 June 2021 

67 Report to A phra - 9 June 2021 

68 Email to Tasmania Police - I 0 June 2021 

69 Correspondence from Tasmania Police - I 0 June 2021 

70 Internal Checklist 

71 Referral to Tasmania Police - 27 January 2021 

72 Referral to Registration to Work with Vulnerable People - 27 lanuary 2021 

73 Referral to the Australian Health Practitioner Regulation Agency - 27 January 2021 

74 Minute to the Secretary including attachments - 27 lanuary 2021 

75 Minute to the Secretary including attachments - 7 April 2021 

76 Minute to the Secretary including attachments - 28 November 2021 

77 Minute to the Secretary including attachments - I March 2022 

78 Minute to the Secretary including attachments --- 15 lune 2022 
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