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PREFACE

The President of the Report of the Commission of Inquiry concerning the death of
CPL J.R. Goss, Mr P.A Willee, RFD, QC, forwarded the Commission’s report to the
Appointing Authority, Air Chief Marshall A.G. Houston, AC, AFC, on the 20" of
February 2009. The version here includes a number of deletions. Changes are listed in
the Table of Amendments.

Material not published

As identified in the Table of amendments there are elements of the report which have
not been published. Some material has not been published because publication would
be an unreasonable disclosure of sensitive personal information. These parts are not
material to the findings or recommendations in the report. Where there are multiple
amendments within a paragraph, the number will follow the paragraph number in
parentheses.

Table of Amendments

Title Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 1 Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 9(6) | Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 10 Not published for reasons of unnecessary disclosure of

personal information. '

Paragraph 12.e. Not published for reasons of unnecessary disclosure of
personal information.

Group Title Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 13 Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 15 Not published for reasons of unnecessary disclosure of
‘ personal information.

Paragraph 16 Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 18 Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 19 (4) | Not published for reasons of unnecessary disclosure of
_ personal information.

Paragraph 24 Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 39 Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 43.b. | Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 46 Not published for reasons of unnecessary disclosure of
personal information.




Paragraph 47 (7) | Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 48 Not published for reasons of unnecessary disclosure of
personal information.

Paragraph 93 (2) | Not published for reasons of unnecessary disclosure of
personal information.

‘Annex Not published for reasons of unnecessary disclosure of

personal information.




REPORT OF THE COMMISSION OF INQUIRY INTO THE DEATH OF
CORPORAL J. R. GOSS MONASH UNIVERSITY REGIMENT
CLOTHING STORE, WHITON STREET, MOUNT WAVERLEY, VICTORIA ON
31 JULY 2007.

Appointment of Commission of Inquiry

1. On 18 October 2008 Air Chief Marshal A.G. Houston AO AFC, Chief of Defence
Force (CDF) by instrument of appointment’ appointed a Commission of Inquiry
(CQOI) constituted by me for the purpose of inquiring into the circumstances
surrounding the death of Corporal (CPL) John Richard Goss (the
deceased) in accordance with the instrument of appointment and its associated

terms of reference (TOR).

TOR

2. The TOR’ require the COI to obtain evidence and provide a report to CDF
detailing with reasons the findings of the COI as to:

a.  the circumstances surrounding the death of the deceased, including without

restricting the generality thereof —
(i)  the date and place of the death;
(i) the manner and cause of the death; and

(iii) any facts and circumstances establishing that the death arose out of, or

in the course of his service in the Army;

b.  The sufficiency of any actions and decisions taken by Defence personnel
which were materially relevant to the deceased’s death, both prior and

subsequent thereto.

c.  Any weakness or deficiencies (isolated or systemic) in Defence systems,
policies, equipment, practices, procedures and training proximately

associated with the deceased’s death.

" Annexe A Instrument of Appointment
- ? Annexe B TOR



COI INVESTIGATION

3.

The COI sat on 6 days in open session at the Defence Plaza in Melbourne from 12
to 21 January 2009 assisted by Colonel G. Hevey as Counsel Assisting (CA) and
with Lieutenant P. Billings RANR appearing as Counsel Representing (CR) on
behalf of CPL Goss’s representative, Ms Goss.

Recorded Evidence’ (based in the main on witness statements obtained by CA and
interviews conducted by the Inquiry Officer (I0)) was received orally from
witnesses. In addition 34 documents were tendered through those witnesses or
directly by CA as marked exhibits (some in more than one part)’. After the
hearing was completed a number of supplementary documents (SD) were
obtained at the direction of the COI by CA. All SDs were shown by CA to CR as
they became available with an indication of their provenance and the way in
which reliance was intended to be placed by the COI on such evidence together
with an invitation to make any further submissions which CR wished, or indicate
further investigation or, if necessary, the re-convening of hearings. In every
instance CR’s response (after seeking further instructions) was to agree with such
evidence being used by the COI in the indicated manner and to express the view
that it was unnecessary to reopen the hearings to deal with the matters covered by

such evidence.

Scope of the COI inquiry

5.

The scope of the COI into a death, thought at the outset as likely to be from
natural causes, was quite limited and seemed to require few inquiries outside the
range of personnel identified by the 0. Nonetheless issues were explored with a
tighter focus attuned to statements taken by CA from witnesses. Where
appropriate these statements incorporated information in the transcript of records
of interview (ROI) taken by the I0. Statements (but not the ROI) were read into
evidence by CA,‘ adopted by the witness, and both Statement and ROI for each
witness were tendered as an exhibit. As it turned out extraneous mqliiries became

much more frequent both during but particularly after the hearings had been

* Annexe C Transcript of Hearing (TOH)
* Exhibits 1-38 to the TOH.



completed. In the main these related to the whereabouts of CPL Goss’s unit
medical records (UMR) in the period of about six months between his arrival at

Monash University Regiment (MonUR) and shortly before his death.

Exceptions to this process occurred where factors such as the difficulty of
obtaining evidence, convenience, cost, and uncontentiousness of the evidence or
its lack of relevant weight, required the COI to discontinue attempts to obtain the
evidence or receive it without adhering to strict forms of verification by oral
evidence or weakening the basis of any necessary finding. Nevertheless, the civil
standard of proof was used throughout and where warranted and appropriate the

Briginshaw standard was applied’.

No steps were taken to liaise with the Coroner because the Coronial Inquiry had

“been certified as complete by notification to that effect on 5 November 2007.

That notice included the autopsy report (Exhibit 2). The finding of the cause of
death was clear and apparently unlikely to be controverted. Of course the COI
remained open at all times to reconsider that situation if even a scintilla of
evidence pointed to a different conclusion. In fact, except for one ancillary matter
which did not bear on the ultimate cause of death, the autopsy results and findings
were confirmed by the opinion of the COI expert cardiologist Dr.v P.

Habersberger.

Outline of Evidence

Personal History

8.

The relevance of the deceased’s early personal history to the circumstances of his
death being slight, no evidence was obtained concerning it. His medical records®
disclosed that fle is recorded as having been born on 04 September 1961. He
enlisted twice in the Army. First for 6 years and 2 months from June 1980 until
August 1986; and second for nearly 5 years from 27 August 2002 until his death
in on 31 July 2007.” He held the substantive rank of Corporal with seniority to
date 23 November 2004. At the time of his death CPL Goss was a little under

5 Bringinshaw v Briginshaw (1938) 60 CLR 336 at 361 and Anderson v Blashki [1993] 2VR 89 at 96

% Exhibit 13 Vol 11. They also recorded 11 and 14 Sep 61 as his DOB because the later records opt for 4
September 1961, a finding that such was his correct birth date was made.

7 Tbid Vol 11




seven months into his posting from Kapooka to MonUR preparing to attend
subject 1 for Sergeant, a course of instruction due to commence in September
2007. In the opinions of his immediate supervisor and of Captain J.R. Eccelston,
the unit adjutant, there was no doubt that he would have passed that subject with
little difficulty. Captain Eccelston’s description of CPL Goss was typical of every
witness who was called and knew him at the time. He described him as: “... a
solid, hard-working guy. ... My observation of him was that he was a good soldier
with a lot of life experience. He was perfectly positioned as a CPL to assist the
Junior reserve soldiers in developing their understanding of the army and what
was expected of them. While CPL Goss was a large guy, I would never have
described him as being fat. He was probably overweight, but was of a solid and

strong build. I understood he was doing a fair bit of weight work.

9.  Ms Goss married the deceased on 27 November 2004 and bore him one child, a
daughter on i . Ms Goss had known her late husband for 14
years prior to his death and was able to describe his previous marriage to
from whom he separated in about 2003, and was divorced in February 2004.
CPL Goss also had three children from his first marriage, -and

the youngest of whom was 16 at the time of CPL Goss’s death. A strong

interactive relationship was evident between all three older children and Ms Goss.

10. Ms Goss described the features of the CPL Goss’s family life as being: His
devotion to his daughter the sporting interaction with his sons as well as
his own enjoyment of fishing and golf; and really active home husbandry. He

made constant and long term friends to whom he was extremely loyal.

11. That these traits combined to make CPL Goss a most popular man both within and
without the Army was attested to by the attendance of two to three hundred
mourners at his funeral. Flight Lieutenant McPhail the military support officer
from DCO said: “It was probably the largest funeral I've ever been to. It was
incredibly well attended by John's family and friends. He was obviously a very

popular man. And it was very moving and it was very beautiful.” In the

¥ Ibid p 332 In 22, p 336 In 4. Captain Stearn described him as: ... a likeable sort of a soldier who seemed
to get on well with everyone. He was a respected member of the unit. Transcript p125 line 29



12.

memorial area at MonUR where a large rock bears a commemorative plaque for
General Monash and smaller rocks bear plaques commemorating the members of
the unit who have died during their time with the unit; a plaque recognising CPL
Goss has been added. MonUR also named their military skills shield after CPL
Goss. Members of the family were invited to a unit function and to the
presentation of the Goss Shield in 2007. Yvette Goss also presented the Goss
Shield in 2008.

Ms Goss referred to comparatively few incidents relating to the deceased’s ill

health. These included:

a.  Complaining of chest pain and shortness of breath one night either shortly
before or around the time he was rejoining the Army (August 2002) for
which he was admitted overnight to the Northern Hospital at Coopers Road,
Epping. A number of tests were conducted including an electrocardiogram
and blood tests. CPL Goss was not referred for any form of post-admission
treatment after his discharge early the next morning. The episode was

ascribed to stress associated with his marriage break-up.

b.  Complaining of bloat from time to time after drinking too much coke-a-

cola.

c¢.  Complaining of nausea and being hospitalised at Puckapunyal from 10 to 12

February 2007 while at camp with Monash University Regiment.

d. Complaining of a sore throat in May of 2007 for which he received

palliative treatment.

e.  Being aware from the autopsy that John apparently had a heart attack about
10 to 14 days before he died of which she had no knowledge and which she
was sure CPL Goss did not know about either. Ms Goss cited two incidents
which might have produced excitement and physical activity occurring
aboutb that time neither of which produced any symptoms associated with a

heart attack having occurred. That was a birthday party of at which



she and her father used a jumping castle and an attendance at a passing out

parade for his niece’.

f That he had been in the habit of taking Zantac sometimes daily for heartburn

for a few years.

g.  Being aware that John had high cholesterol. For which he was taking
Lipitor before he jqined the Army; that he had been taken off Lipitor at
some time that she could not remember and a vague memory that he was put
back on Lipitor while at Kapooka, of being unsure if he was still on Lipitor
at the time of his death. Recollecting that after his death she found, some of
boxes of Lipitor in the bathroom the contents of which (if any) were not

checked before being thrown out.

Immediate Circumstances Accompanying Death (Incident)

13.

14.

15.

On the morning of 31 July 2009 some of the full-time staff at MonUR had
arranged to attend at a local civilian Gymnasium as was their practice. At about
08:20 - (as he then was) called in at his
clothing store office at MonUR to change clothing before running to the

Gymnasium.

As he passed the entrance to the clothing store he called a greeting to CPL Goss
and continued to his own office. He then heard the thud of someone falling
accompanied by the sound of a chair moved by the impact. He immediately
entered CPL Goss’s office where he found him lying on his stomach about half a

metre from his desk with his feet toward the door and the chair pushed back from

the desk.

CPL Goss appeared to be convulsing and was thought by to be
suffering an epileptic fit which the warrant officer had seen several times before in
other people. After rolling CPL Goss, who was then breathing heavily, into the

recovery position and clearing his airway (which took less than two minutes) the

? The lack of symptomatology accords with the expert medical evidence questioning the occurrence of a
heart attack 10 to 14 days earlier see transcript p 239 In. 38 and paragraph 90 infra.



16.

17.

18.

warrant officer in less than 10 seconds ran a short distance to his office to obtain
his telephone and Travelex directory. He then ran a short distance into the hallway
to shout for assistance upstairs where he thought some Naval Officers might havé
been at work, before telephoning Victoria Barracks Health Centre (VBHC). He
did this to get medical assistance as to what he should do next, believing that all
he had to do was to get CPL Goss to the VBHC after he regained consciousness
from his fit.

Upon being connected and informing the receptionist of what he believed to be
the position, he was asked to hold on while a doctor was found to speak to him.
After be was left on hold for what seemed to him an eternity but was probably
only about 10 seconds, he hung up. Noting that CPL Goss’s breathing had become
laboured, and that he was unable to detect his pulse immediately
commenced first aid and cardiopulmonary and mouth-to-mouth resuscitation
(CPR) a procedure in which he was very experienced. After the first breathing
iteration of that procedure he pulled the fixed line telephone towards him put it on
speaker function and dialled zero for an outside line and then triple zero for

emergency services before resuming CPR.

He continued this and from time to time shouted at the speaker telephone for
assistance for something under ten to fifteen minutes without receiving any
apparent response. He then paused to listen to the telephone and hearing a
message to dial double five spoke with an emergency operator all the while

continuing with CPR until relieved by a fireman who took over that procedure at

about 09:00.

At no time did CPL Goss show any sign of life. continued to work
in his office conscious of the ambulance officers attempting to revive CPL Goss
and eventually hearing that it was time to stop some 20 minutes after they
commenced attending to him. Thereafter he continued to perform administrative
tasks relating to recalling key personnel to attend at the unit and the preparation of

NOTICAS. He was in a state of mind he described as working on overdrive,



automatically in accordance with his training. Eventually he was driven home by

a colleague at he believed 16:00.

Fire and ambulance service officers

19.

20.

21.

Leading Firefighter Paul Mcllfatrick one of the Fire Service officers who attended
to the deceased with ambulance personnel after their almost simultaneous arrival
around 09:00 on the morning of the incident, in response to an emergency call
received at about 08:50 or shortly thereafter, gave further evidence confirming
account of the latter stages of his administration of CPR. He said
that his observations of showed that the application of CPR being
used accorded with his training and was appropriate and adequate; although
was obviously tiring from the effort required. Accordingly, while the
ambulance officers set up their defibrillating equipment he and his colleague took
over from performing CPR in two-minute rotations. This involved
managing atrways, ventilating CPL Goss with a bag valve mask and
compressions. During his attendance he observed no sign of life in the deceased.
Once the ambulance officers had set up their equipment, they took over
management of the airways. The Leader and his colleagues continued chest
compressions on two-minute rotations under the instruction of the ambulance

officers for about twenty minutes, until instructed to discontinue.

William Brookes a qualified mobile intensive care ambulance paramedic told the
COI that members of the crew of the first ambulance to arrive were attending to
the deceased at the time of his arrival at 09:02. He obtained certain information
about him from an unidentified Australian Defence Force (ADF) member present
at the incident concerning increased cholesterol, epilepsy and obesity and of the
deceased being slumped over his desk still breathing when found. He took that
information in good faith but agreed that it is possible that his note of it is not

completely accurate.

On arrival he observed that CPL Goss was being ventilated with one hundred
percent oxygen but had no spontaneous breathing of his own, no palpable pulse

and that the basic electrical output of his heart was of a type known as



22.

23.

electromechanical dissociation. That is to say, that although there was some sort
of electrical activity, his heart was actually not responding to the electrical activity
it was giving out, and not producing any blood flow to the brain. Apart from the
CPR treatment CPL Goss was being given, the witness in accordance with
standard practice with patients in this particular rhythm administered adrenalin in

order to try and improve circulation to the heart.

After 17 minutes of monitoring what the witness described as “Query fine
ventricular fibrillation, or Query whether it's just some output from another area
of the room,” appeared on the monitor attached to the patient and the appropriate

defibrillation was applied twice without result.

At 09:30 after (at least) 30 minutes of resuscitation, the deceased not having
responded to treatment and after consultation with all other paramedics present
Mr. Brookes pronounced that it was appropriate to cease the resuscitation
procedures in accordance with Metropolitan Ambulance Service and Rural
Ambulance Victoria clinical practice guideline, version 4, CPG: A0501'"°.
Paragraph 2 of that document outlines the circumstances in which ambulance
officers are permitted to desist from continuing resuscitation attempts reads as

follows:

“An adult patient 18 years or older who, after 30 minutes of advanced
life support resuscitation, including advanced airway management,
defibrillation and/or adrenalin, has no return of spontaneous
circulation, is not in VF or VI, has no other signs of life present, such
as gasps or pupil reaction and hypothermia or drug overdose are not

suspected.”

24, The COI finds that " first aid and CPR

administrations to the deceased including his attempts to obtain further assistance

were appropriate and performed with the utmost of his skill and ability.

10 Circumstances in which Resuscitation Efforts may be ceased, attachment to Exhibit 19A
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Notification of Death and Bereavement Activity

Legal Requirements

25.

The military requirements of notification of death curreﬁt for the incident are
contained in DI(G) PERS 11-2 of 18 DEC 01, (Exhibit 10) as amended by Chief of
Defence Force Directive On Notification Responsibilities When A Member
Becomes A Casualty 29/2006 of 11 November 2006 (the Directive) which was
included in evidence after the closure of the hearings as an SD, GOSSDOC 01.
Both documents have now been superseded by DI(G) PERS 11-2 of 20 May 2008
(Exhibit 34). The provisions of Exhibit 10 (as amended by the Directive) which

are relevant to the circumstances of the incident are as follows:
CDF INTENT

1. Purpose. The purpose of this directive is to detaill my
requirements for the formal notification of Australian Defence Force
casualties to the Primary Emergency Contact, Next of Kin and other

approved persons whilst Reference A [DI(G) 11-2] is being revised.

2. Method. Service Chiefs will with the support of the Defence
Community Organisation raise, train and maintain sufficient
Notification Teams to provide coverage for all ADF units and other
Defence elements in which ADF personnel are employed.
Notification teams are to be available for short notice tasking
Notification Teams will notify the Primary Emergency Contact, the
Next of Kin and other approved persons. ... [and] ... the Defence
community Organisation and Service Headquarters of progress and
further support requirements. Notification will continue until the
Defence Community Organisation in consultation with the relevant
Service Headquarters, directs that the notification process is
complete. Defence Community organisation Headquarters will
ensure the Service HQ and the casualty’s Commanding Officer are
kept informed on the progress of the notification task, and advise all

concerned when the notification task is complete.
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3. Endstate. The Primary emergency Contact, Next of Kin and
other approved persons are notified of the casualty in an accurate,
timely and compassionate manner and are provided with appropriate
follow-on support. Defence reporting and engagement with
stakeholders, including Government and the media, achieves

confidence in the ADF response to the incident.
DEFINITIONS

4. For the purpose of these instructions the following definitions

apply:

a.  Casualty - A casualty is defined as an ADF (including
Reserves on duty), member of the Australian Cadets
while on an approved activity a Defence Civilian
deployed in accordance with DI(G) OPS 05-3 Civilians
in support of Australian Defence Force Operations who
is classified as missing ,seriously or very seriously ill, or

deceased.

b.  Notification Team - The composition of the notification
team will be situation dependent and will be activated by
the Defence Community Organisation Headquarters.
The team will consist of appropriately skilled and trained
personnel, who will carry out the notification task to the
Primary emergency Contact, Next of Kin and other
approved persons. The team will usually consist of a
Commanding Officer, or delegate of at least MAJ (E)
rank, and an ADF Chaplain of the same religious
denomination (where possible) as the member. Where
appropriate, a representative from the membet’s unit or
workplace should be included with the team. The
military officer and the Chaplain will normally be of the

same Service as the casualty.



26.

27.

12

c. Pfimary Emergency Contact- The person, as identified
on PMKeyS, who is to be formally notified first in

person by the notification team. ...

IMPLEMENTATION

Responsibility

5. Notification is a command responsibility and rests solely
with myself and the Service Chiefs. Involvement of other Services
or Groups in the notification process is not to occur except at the
express direction or request of the relevant Service Headquarters.
The Defence Community Organisation has a central role in support
of the chain of the command to activate the Notification Team/s and
ensure that notification is performed quickly, professionally and in a

coordinated manner. ... .

8. Advice of Casualty. In the event of casualties occurring ,
normal NOTICAS procedures are to be followed in accordance with

Reference A. ...

Notification Teams

1. The primary role of the Notification Team is to promptly,
compassionately and formally advise, in person, the nominated Primary

Emergency Contact and/or Next of Kin of the condition of the member. ...

Reference A (of the Directive) is of course the original DI(G) PERS 11-2. The
sparse words of paragraph 8 of the Directive require some examination in their
application to the original DI(G)-Exhibit 10 to find out exactly what parts of it are
applicable after the amendment and just which NOTICAS procedures survive to

be followed or implemented.
Paragraph 3. h. of Exhibit 10 defines NOTICAS as being:

3.h Notification of casualty (NOTICAS). NOTICAS procedures are
carried out to notify specified authorities and individuals of the illness,

injury or death of a member in accordance with this instruction. In all














































































