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ABC QUESTIONS BARWON HEALTH / BLAKISTON LODGE

Background

The ABC has been contacted by Attila Toma, whose brother Jozsef Toma died at Blakiston Lodge in
Victoria on 25 June 2024.

Coroner Audrey Jamieson made findings without inquest into his death on 23 October 2025 (COR 2024
003560).

As the findings note, the coroner determined that Jozsef Toma died from complications of a fractured
arm following a fall at Blakiston Lodge rather than from sepsis from pneumonia as documented by a
GP. Mr Toma had believed his brother was assaulted and sought a coronial investigation. Neither the
facility nor the treating GP referred the death to the coroner.

Questions

1. Onwhat date did Barwon Health submit a SIRS notification in relation to Mr Toma's unexpected
death?

Barwon Health submitted a Serious Incident Response Scheme (SIRS) notification in relation to Mr
Toma’s unexpected death on 26 June 2024, in line with regulatory requirernents.

2. Given thefall, bleeding, and initial view that the death may be reportable, why didn't Barwon
Health refer it to the coronerin accordance with Victorian reporting requirements?

Barwon Health contacted the Coroner’s Office on 25 June 2024 to seek advice regarding whether Mr
Tomna'’s death was reportable under Victorian requirements.

At that time, a coroner’s officer advised that the death was not considered reportable. We were
also informed that Mr Torna’s GP had separately contacted the Coroner’s Office regarding the
matter.

Barwon Health acted in accordance with the advice provided by the Coroner’s Office at the time.
3. How many CCTV cameras cover the courtyard area where Mr Toma fell?
There is one CCTV camera that monitors the courtyard area where Mr Torna fell.
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Is there CCTV coverage inside Blakiston Lodge, including corridors or areas leading to resident
rooms?

There is no CCTV in the corridors or areas leading to resident rooms at Blakiston Lodge.

Was CCTV footage provided to the commission and the coroner in full and in its original, unedited
form?

The CCTV footage was provided to the commission and the coroner in full and in its original,
unedited form.

Are you aware of any edits or breaks in the time codes of the footage provided? If so, who made
those edits and for what purpose?

The CCTV systemn in place in the Blakiston Lodge courtyard /s motion-activated. There can be
breaks or gaps in the time codes of footage captured as a consequence of periods of time when
insufficient motion is detected to activate the system.

The commission reported that CCTV footage showed no other residents present in the courtyard at
the time of the fall. The coroner’s findings state that another resident was present.

What information did Barwon Health provide to the commission and the coroner regarding the
presence of other residents in the courtyard, and how does it explain the discrepancy between the
two reports?

Barwon Health provided both the Commission and the Coroner with all requested materials,
including the full, unedited CCTV footage and relevant documentation, and has fully cooperated
with both independent investigations.

We do not believe there is a contradiction between the two reports. The Commission’s report
focused specifically on the CCTV footage and noted that no other residents were visible on the
footage at the time of the fall. The Commission did not make any findings about whether other
individuals may have been present outside the camera’s field of view.

Both investigations ultimately concluded that there was no evidence to suggest that another
person was involved in or contributed to the incident. We believe the broader findings of both
reports are consistent in this regard.

What internal reviews or governance actions have been undertaken in response to this incident?

Barwon Health has a strong clinical governance framework focused on delivering safe, high-quality
and person-centred care in line with the Aged Care Quality Standards.

In response to this incident, we undertook a comprehensive internal review in accordance with our
established governance processes. This included a detailled exarnination of the circumstances
surrounding the incident, a review of relevant documentation and procedures, and consideration of
whether any improvermnents to practice were required.
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Where appropriate, learnings from the review have been incorporated into ongoing quality and
safety initiatives.

Has Barwon Health considered whether this incident raises broader concerns about resident safety,
clinical escalation after falls, and evidence handling at Blakiston Lodge?

Barwon Health takes all incidents involving resident care seriously. This matter has been carefully
reviewed, and we do not beljeve it indicates any broader systemic issues at Blakiston Lodge
regarding resident safety, clinical escalation after falls, or evidence handling. We rernain committed
to providing safe, high-quality care and continuous improvement.

Attila Toma's partner says she arrived at Blakiston Lodge on the day of Jozsef's death because
Attila couldn't get there quickly. When she saw him lying in the bed in a prone position, she started
to film. She sayd she was stopped by staff. She says she was put into a room and that the facility
called the police - who wouldn't attend -- and wanted her to delete the footage she had taken. Can
you confirm whether this account is correct?

Barwon Health can confirm that Mr Attila Toma’s partner attended the facility shortly after Mr
Jozsef Toma’s passing and was present at his bedside. She began filming and was observed
touching and repositioning Mr Toma. Staff asked her to stop filming and not to move him, to
preserve the scene and ensure post-death and Coroner requirements were followed.

Mr Attila’s partner was not directed by staff to leave the room. Police contacted the facility
following a report made by Mr Attila Tomna, and staff provided information at that time. Police
determined no further action was required.

Barwon Health acted in accordance with standard post-death procedures, prioritising respect for Mr
Jozsef Toma and compliance with regulatory and legal obligations.

Once the coroner reported on Jozsef Toma's death, did Barwon Health send the coroner's report to
the reqgulator, the Aged Care Quality and Safety Commission? If so, when did they send it?

Following the Coroner’s findings on Mr Jozsef Torna'’s death, Barwon Health confirms it has fully
met all statutory reporting obligations. There was no requirernent for the organisation to provide
the Coroner’s report directly to the Aged Care Quality and Safety Commission (ACOSC). Coronial
reports are shared with the ACOSC through established information-sharing procedures.
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