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Sensitive: Legal

Inquiry into the convictions of Kathleen Megan Folbigg
Forensic Pathology Tender Bundle

TAB DOCUMENT DATE
CALEB
L. Neonatal record 5/02/89
POST-DEATH DOCUMENTS
2, Death certificate 20/02/89
3. Report of death to Coroner 20/02/89
4. Ambulance report Q006 by Allen Reed 20/02/89
>. Interim post-mortem report by Dr Royal Cummings 20/02/89
6. Autopsy report by Dr Royal Cummings 9/05/89
/. Statement of Allen Reed, ambulance officer 1/09/99
8. Statement of David Hopkins, paramedic, including: 1/10/99
e Ambulance report Q005 dated 29/02/89
9. Statement of Richard Baines, ambulance officer 29/10/99
10. | Microscopic examination of tissues by Dr Allan Cala 25/11/99
11. Statement by Dr Barry Springthorpe, including: 6/12/99
e Doctor’s notes dated 2/02/89 — 5/02/89;
e Letter dated 17/02/89; and
e Letter dated 21/03/89

Sensitive: Legal

201803083 D2019/180361



TAB DOCUMENT DATE
PATRICK
12. | Birth certificate 3/06/90
13. | Neonatal record 7/06/90
14. Letter from Dr Ian Wilkinson to Dr Robert Morris 30/10/90
15. | Letter from Dr Ian Wilkinson to Dr Christopher Marley 30/11/90
POST-DEATH DOCUMENTS
16. | Death certificate 13/02/91
17. | Autopsy report by Dr Jan Bishop and Dr Gurpreet Singh-Khaira 14/02/91
18. Letter from Dr Ian Wilkinson to Dr Christopher Marley 21/02/91
19. | Letter from Dr Alex Kan to Dr Jan Bishop and Dr Gurpreet Singh-Khaira 24/06/91
20. | Final autopsy report by Dr Jan Bishop and Dr Gurpreet Singh-Khaira 2/09/91
21. Statement of Kathleen Coyle, ambulance officer, including: 6/09/99
e Sketch plan of 36 Rawson Street, Mayfield; and
e 2 x ambulance reports dated 13/02/91
22. | Statement of Murray Hetherington, ambulance officer, including: 6/09/99
e 2 x ambulance reports dated 13/02/91
23. Statement of Anthony Mullins, ambulance officer 1/10/99
24. Statement of Dr Ian Wilkinson 8/10/99
25. Statement of Dr Christopher Walker, including: 18/01/00
e Contemporaneous notes dated 13/02/91
26. Statement of Dr Man Kit Lai, radiologist, including: 11/02/00

¢ CT Brain scan dated 23/10/90
¢ CT Brain scan dated 05/11/90




TAB DOCUMENT DATE
27. Statement of Dr Joseph Dezordi, including: 17/03/00
¢ Interim discharge letter by Dr Christopher Marley dated 29/10/90; and
¢ History, examination and progress notes by Dr David Cooper dated 18/10/90
28. | statement by Dr Ian Wilkinson, including: 24/03/00
¢ Death certificate
SARAH
29. | Birth certificate 14/10/92
30. | Perinatal database 17/10/92
POST-DEATH DOCUMENTS
31. | Death certificate 30/08/93
32. | Report of death to Coroner 30/08/93
33. Ambulance report Q001 by Louise Bishop, Robert Foxford and Rodney Avery 30/08/93
33A. | Microbiology report 13/09/93
33B. | Microbiology report 21/09/93
34. Final autopsy report by Dr John Hilton, including: 25/11/93
e Microscopic and macroscopic examination by Dr Roger Pamphlett
35. | Statement of Dr Christopher Marley 9/03/99
36. Statement of Deborah Ann Martin, ambulance officer, including: 8/10/99
e Ambulance report Q604 dated 30/08/93
LAURA
37. | ECG tracing Undated
38. ECG tracing Undated
39. | EEG tracing Undated




TAB DOCUMENT DATE
40. | ECG tracing Undated
41. | Birth certificate 7/08/97
42. | NSW midwives data collection 11/08/97

POST-DEATH DOCUMENTS
43. SIDS death scene investigation checklist Undated
44. | Immunisation notes 3/02/98
45. | pathologist’s data sheet of Dr Allan Cala 1/03/99
46. | Report of death to Coroner 1/03/99
47. | Interim autopsy report by Dr Allan Cala 1/03/99

4/7A. | Microbiology report 3/03/99

47/B. | Microbiology report 4/03/99

47C. | Microbiology report 9/03/99

47/D. | Microbiology report 9/03/99
48. Statement of Dr John Cash, medical practitioner 9/03/99
49. | Statement of Dr Paul Innis, general medical practitioner 15/03/99
50. | Statement by Louise Alderson, ambulance officer 1/09/99
51. | Statement of Brian Wadsworth, ambulance officer, including: 15/09/99

e Ambulance Report V70724 dated 1/03/99

e ECG report dated 1/03/99
52. Statement of Harold Picton, ambulance officer 15/09/99
53. Statement of Dr Christopher Seton, paediatrician, including: 23/11/99

¢ Sleep study report by Dr Christopher Seton conducted on 2/10/19, dated 7/10/97;
e Sleep study report by Dr Christopher Seton conducted on 3/02/98, dated 17/02/98;




TAB DOCUMENT DATE

e Typed letter from Craig Folbigg to Kathleen Folbigg dated 18/03/98; and

e Letter from Dr Christopher Seton to DSC Bernard Ryan dated 1/02/00
54. | Final autopsy report by Dr Allan Cala 13/12/99
5. Neuropathology report by Dr Michael Rodriguez 13/12/99
56. | Statement of Dr Allan Cala 28/03/03

MULTIPLE CHILDREN

57. | Statement of Dr Ian Wilkinson 12/03/99
58. Letter from Dr Allan Cala to DSC Bernard Ryan 29/06/99
59. | Statement of Dr David Cooper, paediatrician, including: 6/12/99

¢ Sleep study dated 15/06/90;

e 2 X EEG reports by Dr J T Holland dated 18/10/90 and 5/11/90; and

¢ Sleep study dated 5/11/92
60. Statement of Dr Bridget Wilcken, including: 14/01/00

¢ NSW Biochemical Genetic Service Report re Patrick dated 13 February 1991;

e Letter from Dr Alison Colley to Dr Bridget Wilcken re Patrick and Caleb Folbigg dated 4 December 1991;

e Letter from Dr Bridget Wilcken to Dr Alison Colley re Patrick and Caleb Folbigg dated 10 December

1991; and
e Newborn Screening Programme Reports re Caleb, Patrick, Sarah and Laura Folbigg dated 13 January
2001
61. Letter from Dr Allan Cala to DSC Bernard Ryan 19/06/01
EXPERT REPORTS

62. | Statement of Dr Susan Beal 8/12/99
63. Statement of Dr Janice Ophoven 6/10/00
64. Report of Professor Peter Berry 11/00




TAB DOCUMENT DATE
65. | Report of Dr Janice Ophoven 1/12/01
66. Statement of Professor Peter Herdson 17/01/02
67. | Report of Professor Roger Byard 18/10/02
68. Statement of Dr Robert Ouvrier, including: 28/10/02

¢ ] E Constantinou et al, ‘*Hypoxic-Ischaemic Encephalopathy after Near Miss Sudden Infant Death

Syndrome’ (1989) 64 Archives of Disease in Childhood 703

¢ R Meadow, ‘Suffocation, Recurrent Apnea, and Sudden Infant Death’ (1990) 117 Journal of Pediatrics 351
69. | Report of Professor Anthony Busuttil 6/11/02
70. | Report of Dr John Christodoulou 18/02/03
/1. | Statement of Dr Richard Hawker 6/03/03
72. | Report of Dr Janice Ophoven 27/03/03
73. | Report of Professor Roger Byard 14/04/03
74. | Report of Dr Owen Jones 15/04/03
/5. | Supplementary Report of Professor Peter Berry 29/04/03
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» GREATER NEWCASTLE AREA

PLEASE USE GUMMED LABEL IF AVAILABL?5 C'I q q q

Time of delivery:

Pain relief and time - (J narcotics ........... s ;
o
F.H.S. - O normal; E@ﬂ%su O dec&. - type .. RPN (o8

Delivery complications - [J cord;
Placental weight: 7g ........ gm.

» HEALTH SERVICE
- ‘NEWCASTLE WESTERN SUBURBS SURNAME il ' UNIT NUMB
OSPITA :
NEONATAL RECORD :
o AT 3170
ADDRESS -
e0L&VGC
Obstetrician: D Denrdse [ YR DATEOFBIRTM Y 4 L~ - M.O.
’ afA433 N S ; -
d i S5 3N
Family Doctor: Ward: *AY?‘ELJ : »_D&!'A)")
L
C. * b 7]
DELIVERY DETAILS: Parity: __Koda, = =l
Maternal blood group: Ore.s Antibodies: N ( ‘)
Liquor: ..§9£ s 0 Lnls Duration of ruptured membranes: \O \'\‘5
Duration of labour - 1st stage \0“\(5 \@m‘{\/’b 2nd stage: | /r‘: =} ¥

22 \/{' am/pm Date of delivery: |.22.:59
mural ..... \ QE(O ......... i O caudal .. i OGA e,
;O other
[ shoulder dystocia; , [ other o
Abnormalities: Si:q ! ﬂ—(}f-/l 2.

Complications during labour:

e~

, Qg A& o\/&,w—

Ha&«‘o {»\,‘( 1

oAb
: <

NEONATAL HISTORY:
Sex - W/male; [ female; [ indeterminate
Birth weight: 32;0 ~-gm. Length: }'7‘ Z- 2 cm. HC: 23 . cm.
Resuscitation - m/aspiration [ oxygen [ bag and mask
[ tracheal intubation [0 mec. asp. from trachea O drugs:
Time of initiation of normal respiration:
Apgar: Heart Resp. Muscle Reflex
rate effort tone irritability Colour
|
1 min.: 2 2 2 2\ { Total: 9
5 mins.: : //L 2 > 2’_ ] Total: f/’)

5
Cord blood collected - [}'No;_ [ Yes - tested for:

3

Cord vessels: (number)

Konakion 1mg. given by: ‘/é RO\»QV&/.Z/&\ :

— W »

Feeding intention - br;aast; [ artificial formula: :
Comments: -Q/»‘*/Qﬁ\ od .G s /f/p Gt =l /é (LA <, rv\——/[L%X Veapn
‘ & Y
X.Chvea A /t'a N\ A i\k Ce A — e b, LS,J .
\Alf\ (\‘, A /l Vg

Signature: "/Co &9 \M«V&\ (Labour Ward Sister)
DISCHARGE SUMMARY:
Feeding - [ fully breast fed OJ breast fed and comp. artificial feeding
Cord - lQo/n; [ off Guthrie Test - date: S g,%
Weight: H\%ng [) H.C.: 5’7)cm
Date of discharge: ) q\'k%
Comments:

\ Soudt
Signature: "\\\Q\\N (Sister)
\
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NEONATAL RECORD i
INITIAL MEDICAL EXAMINATION:

Date of birth Time of birth Assessment of gestational age ................ccooemevveeoeeenneeroveeeos wks
Age at examination hours/days Small for dates: Yes (J No OJ

Activity: Moulding/Caput:  Yes OJ No O

.......................................................................................................... SE@emale

(Date)
5MINS DE TYPE OF DELIVERY: NORMAL BREECH
FORCEPS B/ CAESAREAN | ]
VACUUMEXTRACTION [ | OTHER (]
L ?  forRecheck j L X Requires or Receiving Treatment ]
FINDINGS 5/1— | | FINDINGS
>\ €0 | SKIN I b o ¥ aagle
ABDOMEN s
s\ | UMBILICUS |~
R — L~ ANUS RPN
R — L~ GENITALIA | N T
TESTES R -~ L—
HIPS R — L —
~ R o P
REFLEXES - MORO -
R — L ~ | SPINE ~
LIMBS - UPPER R_— L

Abnormalities:

Consultation: Yes[0 No[] Paediatrician: ....... Other:

Comment:

Date: ... Age at examination - days/weeks

Infection Jaundice Hernia Normal  Abnormal f

O Eyes O No O No O (0 Head & Fontanelle 1

O Nails O Yes O Yes - Specify 0O [J Respiratory System |

Oskin O [ Heart sounds & murmurs

O Mouth 0O O Femoral pulses

O cord Head Circumference: ........oonnn..... cm ] [J Abdomen
........................... a O Hips

M.O. Signature:




NEW SOUTH WALES

BIRTHS, DEATHS AND MARRIAGES REGISTRATION ACT 1995

DEATH-CERTIFICATE

REGISTRATION NUMBER

101757/1989

1

DECEASED Family Name
Christian or Given Name(s)

Date of Death

Place of Death

Sex and Age

Place of Birth

Period of Residence in Australia
Place of Residence

Usual Occupation
Marital Status at Date of Death

FOLBIGG
Caleb Gibson

20 February 1989
Mayfield (36 Rawson St.)
Male 2 weeks

Waratah, NSW

Life

36 Rawson Street
Mayfield

2 MARRIAGE(S) Place of Marriage
Age when Married
Full Name of Spouse
3 CHILDREN In order of birth
names and ages
4  PARENTS Father’s Name Craig Gibson FOLBIGG
Mother’s Name Kathleen Meagan
Mother’s Maiden Family Name MARLBOROUGH
5 MEDICAL Cause of Death Sudden Infant Death Syndrome
and Duration of last illness
Inquest dispensed with at Newcastle
Name of Certifying Medical C.A. Elliott, Coroner
Practitioner or Coroner
6 BURIAL or CREMATION Date 22 February 1989
Place Newcastle Crematorium
7 INFORMANT Name C.G. Folbigg
Address 36 Rawson Street
Mayfield
Relationship to deceased Father
8 REGISTERING AUTHORITY Name V.M. Bennett, Principal Registrar
Date 01 March 1989

ENDORSEMENT(S)

Not any

REGISTRY OF BIRTHS
DEATHS AND MARRIAGES

SYDNEY

18 Jan 2000

Before accepting copies, sight unaltered original. The original has a coloured background.

[ hereby certify that this is a true copy of particulars recorded in a
Register in the State of New South Wales, in the Commonwealth of Australia

Registrar

3
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\ ARV IS AP i

v e
VY REPORT OF DEATH TO CORONER Couttiowe
s Mayfield i - Police Station

20 February 1989,

The Coron&

NEWCASTLE
SUBJECT:  Deathof_ FOLBIGG, Caleb Gibson Age19days.
Marital state_N/A Address_36 Rawson Street, Mayfield.
Time and date of death:_225%8m, _ 20,2.89, e
Place of death:__%6& Rawgon Street, Mayfield,
By whom found:__Mother Address: 30 Rawson Street, Mayfield,
By whom reported to Police:_Mother Address: 36 _Rewson Street, Mayfield,
By whom Iast seen alive: Mother Address:_ 26 Rawson Street, Mayfield,
When last seen alive: 1am, 20,2.89
Deceased a native of (County and District):__Augtralia, NSW,
Occupation_ N/A

(Il pensioncer state type and nclude whether appropriate authorities informed)

[f Military or Invalid pensioner, state disability:
Name and address of nearest relative and relationship: Mother and Father 36 Rawson Street, Mayfiel

Name and address of identifying person:__Craig GIBSON, Father, 36 Rawson Street, Hayfield.

Police present when deceased identified: . Sen Const BRYANT and Segt Ryan.

Did deceased leave a will? N/A
By whom burial or cremation is being arranged: __Not Known.
Property and clothing found on and with the deceased. {Attach inventory if space insufficient):

—Yellow Jump Swit and white blanket

Miscellaneous Property Book Reference:

How property and clothing disposed of and on whose authority:____Property (clothing) handéd to

Father on Identification.

Circumstances under which death took place. (If any previous illness, and deceased seen by doctor, particulars should be
giv: - Where treated by a doctor a note should be obtained giving particulars of treatment from such doctor):

About 1am on Monday the 20 February, 1989, the child was fed by his mother,
He was then put to bed in adjoining bedroom. About 2.53%am (20.2.89) the
mother awaoke and checked the c¢hild and found him to be cold and apparently
dead, she found a small amount of blood and thrath around the childs mouth.
The father was alerfed and begsan CPR, till Ambulance Officers arrived, but
to no avail. The body was conveyed to the Newcastle Hospitad where life

was pronoured extinct at 4am, by Dr Sandy CHAPMAN,

The child had been taken to a Dr Springthorpe, of Watt street, Newcastle
for treatment for a ! Laxy Larynx'. No medication was given.

Signature: K oJ « B¥yan
Rank~ ben Jonst

(Continued overleaf) Annual leave from API'il, M%Ch 1989,

NOTE:
(1) This form should be prepared in quadruplicate in all cases where a death is reported to the Coroner. The original and two copies SﬁOUEd be
forwarded 10 the Coraner. All statements in duplicate should be lodged with the Coroner at least 7 days beflore the date of t ¢ inquest.
(2)  The full name and address of all persons and the repistered number of all motor vehicles concerned should boindicated.
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To:

From:

Name:

PM No:

Address:

Ia

Ib

Ic

II

DIVISION OF FORENSIC MEDICINE
Newcastle, N.S.W.

INTERIM POST MORTEM REPORT

Coroner, Court House, NEWCASTLE
Dr. R. CUMMINGS

CALEB GIBSON FOLBIGG

89037

36 Rawson Street,
MAYFIELD

Provisional Cause of Death

SUDDEN INFANT DEATH SYNDROME

Note: This is a provisional report only and subject to alteration in final report.

]
T /48l
Signed \//

f\.

1

Forensic Pathologist

Date: February 20, 1989
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ELiSvoman

CORONERS ACT, 1980] 2%

Medical report upon the examination of the dead body of:— Q3aAIFosy
Name: .. Caleb Glbson. FOLBIGG ............ ... . 89037 sg
N ROYy&l -CUMMINGS - -« vvvvvviiiiii alegally qualified

medical practitioner, carrying on my profession at the Regional Forensic Pathology (City Morgue), Newcastle, in
the state of New South Wales, do hereby certify as follows:—

1. Atll45 ..... —lﬂ the“.fo.re ......... noon,onthe....... .. zothday Of....Februa{\y.., 1989
at Newcastle in the said State, Imade an ... . . internal .................. .. examination of the dead body of a
.......... male..i.nfant......,4.A...A.A.....identifiedtomyby...peter..DUCEy...........................
Of ........ C/‘_‘ . City. Morg.ue' New.cas.tle ...............................................................
in the State aforesaid, as thatof .. . . .. Caleb -Gibson. FOLBIGG.......................... . aged about
.......... 19-days:-----------.. years

2. | opened the three cavities of the body.

~. Upon such examination, | found:

EXTERNAL EXAMINATION

The body was that of a well nourished and normally developed male child
appearing the stated age of 19 days. Height 65cm (crown/heel), weight 3970g.
Hair was brown, eyes were blue. Rigor mortis was present and post mortem
staining was seen over the back. There were no external signs of injury and

the infant appeared to have been well cared for.

INTERNAL EXAMINATION

Cardio—vascular System

Pericardial sac was normal. The heart (26g) was of normal size and was
normally developed. Valves and chambers were normal. Myocardium showed no

evidence of disease. Great vessels were normal.

Respiratory System

Pleural cavities were normal. Larynx, trachea and bronchi were unremarkable.
The lungs (L:34g R:53g) were somewhat mottled on their pleural surfaces. Cut

surfaces were somewhat moist but otherwise unremarkable.

(For continuation — see over)

4. In my opinion, death had taken place about
previbusly and the cause of death was:

i DIRECT CAUSE:—

Disease or condition directly leading to }(a) ........ SUDDEN INFANT DEATH SYNDROME
death... ... ... .. ... ... . . " .. . .~ (due to or following)

ANTECEDENT CAUSES:— o
Morbid conditions, if any, giving rise to} (due to or following)

the above cause, stating the underlying

conditionlast ... . .. ... . .. " ~ -

to the death but not relating to the
disease or condition causing it

i Other significant conditions contributing }

TO THE CORONER

NEWCASTLE




Page 2

Post—mortem carried out on Caleb Gibson FOLBIGG aged 19 days
At 11.45 in the forenoon on the 20th day of February, 1989.

Alimentary System

Tongue, pharynx and oesophagus were normal. The stomach contained a large
quantity of curdled milk. Small and large bowel and appendix were normal.
Peritoneal cavity was normal. The liver (178g) was healthy. Gallbladder, bile
ducts and pancreas were normal.

Haemopoietic System
The spleen (15g) was healthy. There were no enlarged lymph nodes. The
thymus (19g) showed no unusual features.

Genito—urinary System
The kidneys (21g) each were normal. Ureters and bladder were normal.

Endocrine System
Pituitary , thyroid and adrenal glands were normal.

Central Nervous System
The skull, cranial cavity and meninges were normal. The brain (465g) showed
no unusual features on its meningeal and sectioned surfaces.

HISTOLOGY
HEART Normal
LUNGS Are congested and in places show incomplete aeration, in

other sections their alveoli contain extravasated red blood
cells and a small amount of eosinophillic exudate.

LIVER Normal.
KIDNEY Normal.
SPLEEN Normal.
THYMUS Normal.
ADRENAL GLAND Normal.
LYMPH NODES Normal.

SUMMARY OF AUTOPSY FINDINGS
Both lungs were moderately molst
No other unusual features were seen

R. CUMMINGS MD, FRCPA—
Regional Forensic Pathologist
May 9, 1989 ... contd. page 3
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Page 3

Post-mortem carried out on Caleb Gibson FOLBIGG aged 19 days years.
At 11.46 in the forenoon on the 20th day of February, 1989.

Samples of liver and stomach and contents have been forwarded to the Division
of Analytical Laboratories for toxicological examination. .

TOXICOLOGY REPORT

Routine screening tests for poisons were negative.

COMMENT
The gross and microscopic findings are consistent with a “"cot death".

R. CUMMINGS MD, FRCEA
Regional Forensic Pathologist

May 9, 1989

11



. New South Wales Police P.1S0

v2.9

STATEMENT in the matter of: Place: Morisset
Death of FOLBIGG children Police Station

Date : 1 September 1999

Name: Allen Albert REED
Address: Lot 95 Off Main Road, Mulbring Tel. No.: 02 49380107
Occupation: Retired STATES: -

i This statement made by me accurately sets out the evidence
which I would be prepared, if necessary, to give in court as &
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in evidence,
I shall be liable for prosecution if I have wilfully stated in it

anything which I know to be false, or do not believe to be true.
2. I am 64 years of age.

3. I am currently living with my wife at our Mulbring home. I
have been retired for approximately eighteen months to two years.
Prior to that, I was a paramedic with the Ambulance Service cof New
South Wales. I held the qualifications of a Paramedic for the
final nineteen years of my career, performing duty in the

Newcastle area both on the road and with the Rescue Helicopter.

4. On Wednesday the 1st of September, 1989 I spoke with
Detective RYAN at the Morisset Police Station. Detective RYAN
showed me copies of two Ambulance Report Sheets, numbers 005 and
006 completed on the 20th of February, 1989. I read these two
documents and recognised that the writing on case number 006 was
my handwriting. The incident referred to was one that I attended
when I was working as a paramedic at Hamilton Ambulance Station.
5 I do not recall that incident because it was back in 1989,

but from reading the document I can state the following: at 3.03am

,:/ 7

; P ez esy
Witness: ot Signature: 41<i?
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. Page No: 2 P.190A.
STATEMENT (continued) in the matter of: Death of FOLBIGG children
Name: Allen Albert REED

on the 20th of February, 1989 Paramedic Ron DOHERTY and I attended
a premises at 36 Rawson Street, Mayfield to assist Ambulance
Officers Richard BAINES and Dave HOPKINS who were in the process
of treating a baby who was not breathing. On arrival, either Ron
or I applied an ECG monitor to the baby which recorded Asystole -
meaning that baby was deceased. The external examination showed
that the baby had blue Buccal Mucosa which was a blue/purple
colouring around the outside of the mouth. I recorded the skin
temperature as being cold to touch, the airway was clear and
obviously no breathing and no circulation were present. Ron and

I did not find any sweating, vomiting, fitting, burns or blood

loss.
//,‘) %" _
Witness: &2 ¢ Signature: . ol
a2
/J ',(_W
4}4/1.
/- 999
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New South Wales Police P.190
v2.8
STATEMENT in the matter of: Place: Hamilton
Death of FOLBIGG children Police Station

Date : 1 October 1999

Name: David William HOPKINS
Address: 16 Terrence St, Adamstown Heights Tel. No.: 02 49573641
Occupation: Paramedic STATES: -

| This statement made by me accurately sets out the evidence
which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in
evidence, I shall be liable to prosecution if I have wilfully
stated anything which I know to be false or do not believe to be

true.

2. I am 42 years of age.

3s I am a qualified Ambulance Paramedic (Level 5) with the New
South Wales Ambulance Service. I have been a paramedic for the

past seven years and an ambulance officer for the past fourteen
years.

4. At 9.30am on Friday the 1lst of October 1999 I spoke with
Detective RYAN at the Hamilton Police Station. He showed me an
ambulance report case number Q005. I read this document and
recognised that I had completed it back in 1989 and it related
to an incident with I attended with Ambulance Officer Richard
BAINES. I refreshed my memory from the document however I still
remember attending that job.

B In the morning of 20 February 1989 I was working as a Level
2 Ambulance Officer /

Hamilton Ambulance Station. I was
AINES who was the Paramedic. Ron DOHERTY

Signature: %@m
/ 14
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Witness:




Page No: 2 P.190A.
STATEMENT (continued) in the matter of: Death of FOLBIGG children
Name: David William HOPKINS

and Alan REED who are also Paramedics were working at Hamilton

that morning in another vehicle.

6. At 2.55am that morning Dick and I responded to a call to
attend 36 Rawson Street, Mayfield for a baby who was not
breathing. We arrived at the house at 2.59am that morning. I
can't remember what the house 1looked 1like or what exactly
happened when we got there. I remember walking inside the house
and seeing a young man and young woman who appeared upset.' Dick
either went into a room and gathered the baby or the woman
brought the baby to Dick and I in a room which appeared to be a
loungeroom. I saw a very young baby dressed in light clothing.
It was laid down on the loungeroom floor in the supine position
near the entrance to the house. I removed the baby's upper
clothing and established that the patient was in a state of
cardiac arrest, ie that is wunconscious, not breathing and
pulseless. I noted that the patient was warm to touch, was pale
around the mouth and lips. Dick cleared the patient's airway.
I have noted in my report that the patient's airway was
obstructed and I cannot remember exactly what obstructed the
airway. I assume that there may have been saliva or fluid in
the airway which needed to be cleared prior Dick inserting a
Guedel's airway. I cannot categorically state what obstructed

the airway, maybe Dick can clarify this.

e A short time later, REED and DOHERTY arrived at the scene
and assisted Dick and myself. I was performing ECM - External
Cardiac Massage on the patient. REED or DOHERTY attached the
ECG monitor to the patient and obtained an ASYSTOLE reading
which meant that the patient was deceased. At this time the
young man and woman appeared totally distraught, they were both

crying. I remember s sing an older woman there but I don't know

Witness: Signature: (25221//}462é2249z4¢47
15



Page No: 3 P.190A.
STATEMENT (continued) in the matter of: Death of FOLBIGG children
Name: David William HOPKINS

who she was.

8. We continued resuscitation attempts until it became clear
that a successful outcome was not possible. Dick and I then
attempted to placate the parents of the deceased baby. I can't
remember the parents telling me anything about the circumstances
surrounding the baby's death but I would have asked how the baby

was found.

94 I don't remember the police arriving at the house that
morning. I do remember placing the baby back in a white
bassinette in a bedroom of the house. I also encouraged the

young woman who I presumed was the mother of the baby to hold
the baby. Dick and I walked outside the house and I completed
the ambulance report. I have indicated Sudden Infant Death
Syndrome on the report, however this was something I presumed at

the time.
EXHIBIT: I NOW SEEK TO PRODUCE REPORT QO005.

I did not see or hear anything that night that raised any
suspicion towards the parents of the baby. At 3.38am that
morning Dick and I left the house and continued other duties.

10. On 18 October 1990 I was performing duty as a Level 3
Ambulance Officer at the Hamilton Ambulance Station with
Ambulance Officer Lance YORKE. (Lance is now deceased) At 4.3lam
that day, Lance and I responded to a call to attend 36 Rawson
Street, Mayfield for a child suffering respiratory distress.
Lance and I arrived at the house 4.4lam that day. I remember
walking to the side entrance of the house where we were met by

the same woman I sa at that same house in 1989. She was

Witness: ,// Signature: J;Z%LL//lﬁ?222;14/64/;m
16




Page No: 4 P.190A.
STATEMENT (continued) in the matter of: Death of FOLBIGG children
Name: David William HOPKINS

holding a small baby in her arms. The baby was wrapped in a
blanket and the woman was crying. She said words to the effect
of, "My baby is having trouble breathing and won't wake up
properly."

11. We asked the lady to step back into the house so we could
quickly examine the baby. I remember the baby's upper clothing
was moved to expose the chest and I saw the baby appeared to be

having respiratory difficulties. It was pale around the face
and listless. The patient exhibited tracheal +tug and
intercostal recession. Lance and I decided to immediately

transport the baby to the Mater Hospital which we did. We left
the house with the baby being nursed by the mother on the
stretcher. I applied oxygen therapy to the baby en route to the
hospital. We arrived at the hospital at 4.52am that morning and
the baby was treated by hospital staff.

12. At the hospital that morning Lance commenced the Ambulance
Report case number Q007. I completed the remainder and majority

of the report.

EXHIBIT: I NOW SEEK TO PRODUCE REPORT QO007.

Witness: _ Signature: /;;%\//;§?§%ZQ4/1/1/;"
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P.190.
New South Wales Police

STATEMENT in matter of: Place: Newcastle Police Station
Caleb Gibson FOLBIGG Date: 29 October, 1999
Name: BAINES, Richard Anthony Tel No.: 49754530
Address: 14 Rothley Gardens, Balmoral
Occupation: Businessman
States:-
j This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in
evidence, I shall be liable to prosecution if I have wilfully
stated in it anything which I know to be false or do not believe

to be true.

2. My age is 51 years. (Born 7.10.48)
3. I was employed by the New South Wales Ambulance Services
between 1974 and 1997. I was employed as a paramedic ambulance

officer. My training included specialist medical training,
including rescue duties. My duties included the emergency pre
hospital responses so therefore I usually did not perform
general ambulance duties though could be called on to do so at
any time. I would often assist various general duty units at

various times.

4. At this time because of the amount of cases that I have
attended in the years I worked as an ambulance officer I am
unable to recall many of those incidents. On Friday 29 October
I attended Newcastle Police Station where I spoke to Detective
senior Constable Bradley who told me something. He showed me
some case report forms dated 29.2.89. I have reviewed those

documents.
5 From reviewing those records I am able to i25 a case report
/0 [>
Witness: Signature: {/é;Qei%—c;——n
ﬂ

7N |
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Page No. : 2 P130A
STATEMENT (Continued) in Matter of: Caleb Gibson FOLBIGG
Name: BAINES, Richard Anthony

has been completed by Dave HOPKINS. He has listed my name on
the bottom of that case report. He was therefore the treatment
person and filled out the case report and I would have been the
driver at that time. We were manning a general duties unit at
that time. I was not working as a paramedic at that time though
I was qualified to do so. I resumed those duties some time
later. I am able to say another case report dated 20.2.89
relates to another ambulance unit which was despatched some
three minutes later from the same station. Both units were
despatched from Hamilton or the code Q911 which is written on
both forms. The crew of the other unit was Ron DOHERTY, who was
the paramedic station officer and driver at that time and also

Allan REED who was the treatment person.

6. I am able to say that we left the station at Hamilton at
2.53am and arrived at 36 Rawson Street, Mayfield at 2.5%am. I
am also able to say the backup unit arrived at address at
3.03am. I am able to say that the patient was a baby named
Caleb FOLBIGG. I am also able to say that the baby was pale,
not breathing and warm to touch upon examination. resuscitation
was ccmmenced but was unsuccessful. I am also able to say that
an airway was cleared with oral suction using the oxygen
apparatus. A Guedels airway was placed in the babies mouth. At
some stage mouth to mouth resuscitation was commenced and that
would have been when we initially attended prior to getting the
oxygen equipment on line. When the oxy viva was on line or
prepared for use it was used with a Robert Shaw valve and mask.
We started IPPB or intermittent positive pressure ventilation.
We have then commenced cardiac compression with the baby lying
on it's back. The resuscitation was continued until the
paramedic arrived. An E.C.G or electro cardiograph monitor was
used by the second unit and the patient was found to be
suffering in asystole or the electro cardiograph was in straight

line. Thergfore the patients heart had ceased tg fupction.

Witness:

Signature: XJéé/ o<
(_/
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Page No. : 3 P190A
STATEMENT (Continued) in Matter of: Caleb Gibson FOLBIGG
Name: BAINES, Richard Anthony

7. I am unable to say the length of time that the
resuscitation was undertaken from reviewing those records but
relying on the fact that we departed the scene at 3.38am I would
estimate that the efforts to resuscitate the child were
reasonable prolonged. I am also able to say there was ﬁo pulse,
that the blood pressure was nil. That indicated that the baby

was in cardiac and respiratory arrest.

8. It would appear that we had found a lifeless baby and
obviously the child did not respond to basic life support. I am
also able to say that it would appear the infant had suffered no
apparent observable external injury. At that time I had
attended many hundred of cases and possibly thirty of those

cases involved infants.

7/
"f”éé( Signature: ///@?/éﬁ

/{/ ) R. BAINES

Witness:

Witness: _ Signature:
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Name:

NSW INSTITUTE OF
MICROSCOPIC EXAMINATION OF TISSUES: FORENSIC MEDICINE

_ 42-50 PARRAMATTA ROAD
Caleb Gibson FOLBIGG PO BOX 90

GLEBE NSW 2037

PHONE (02) 9660 5977

Institute Case No: 99/11208 (89/037) FAX (02) 9552 1613
Heart: Normal.

Lungs: Congestive changes are present with focal areas of haemorrhage present

within some alveolar spaces.

Spleen: Normal.

Kidney: Normal.

Adrenal: Normal.

Thymus: Normal.

Liver: Normal.

Lymph node: Normal.

A D Cala MBBS Dip RACOG FRCPA

btk

Forensic Pathologist

NSW Institute of Forensic Medicine

25 November, 1999

This laboratory is accredited
under the accreditation scheme
of the National Association of
Testing Authorities, Australia
and The Royal College of
Pathologists of Australasia.

G gl
Eg :’m"“ef aﬁ?
The University gy a% Qég...'

g of Sydney i
CENTRAL SYDNEY
AREA HEALTH SERVICE
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EXPERT CERTIFICATE in the matter of: Death of Caleb FOLBIGG
Police -v-
Place: 10/28 Watt Street, Newcastle Date: 6.12.99

Name: Barry John SPRINGTHORPE
Address: 10/28 Watt Street, Newcastle Tel.No: 49297844

Occupation: Consultant Paediatrician STATES: -

EXPERT CERTIFICATE
Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence which
I would be prepared, if necessary, to give in court as a witness. The
statement is true to the best of my knowledge and belief and I make
it knowing that, if it is tendered in evidence, I shall be liable to
prosecution if I have wilfully stated anything which I know to be

false or do not believe to be true.
2. I am 62 years of age.

3. I hereby certify:

My full name is Barry John SPRINGTHORPE

My contact address is 10/28 Watt Street, Newcastle

I have a specialised knowledge based on the following training, study
and experience:-

[ am a Consultant Paediatrician having completed MBBS at Sydney
University in 1960. I worked in general practice in Australia, the
United Kingdom and Canada until 1972 before returning to the
Children's Hospital; in Sydney to pursue the FRACP. I established
the Child Development Unit in Newcastle in 1976 - emphasis on
developmental problems, SIDS and child abuse. As part of this role
I established the SCAN (Suspected Child Abuse and Neglect) Group
which coordinated the efforts of the Health, Welfare and Police in
suspected child abuse cases. I have published material in relation
to child abuse. 1 have been in private general paediatric practice

for the past twenty years.

See Continuation Sheet ...

Witness: Ikﬁfﬁqgfgb Signature:

Liniod &, Foce. 24
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EXPERT CERTIFICATE (Continued) Page No: 2
In the matter of: Death of Caleb FOLBIGG

Police -v-

Name of expert: Barry John SPRINGTHORPE Date: 6.12.99

4. About 1.45pm on the 2nd of February 1989 I examined Caleb FOLBIGG
at the Western Suburbs Hospital in Newcastle. Caleb was then about
fourteen hours o0ld and had developed respiratory distress which
required some oxygen through the night. This is quite a common
occurrence in new born children. A chest x-ray was performed and was
judged to be clear. Caleb's condition improved over the next two

days and was discharged apparently well on the 5th of February 1989.

5. I have perused the medical notes in my possession regarding Caleb
and in those notes I have recorded that Caleb's father expressed
concern at Caleb's noisy breathing during feeding, but I could detect

no abnormality to explain those concerns.
EXHIBIT: SEE TYPED DOCTOR'S NOTES

6. I reviewed Caleb on the 17th of February 1989 at two weeks of age
and noted that there was still a mild inspiratory stridor with a
little recession which was most marked when he was upset or lyihg
flat on his back. This condition is common and usually resolves
spontaneously with time. I then generated a letter that date to
Doctor DAVIDSON the referring obstetrician and a copy to Dr LEEDER

the general practitioner.
EXHIBIT: SEE LETTER DATED 17.2.89.

7. In the morning of the 20th of February 1989, I received a
telephone call from Mrs Kathleen FOLBIGG at my surgery. She told me
that the baby had been found dead in the cot about 3am that morning
having been put down around lam and failing to respond to efforts at
resuscitation. After this conversation I made handwritten notes at
the bottom of the letter dated 17.2.99.

8. On the 21st of March 1989 I interviewed Mr and Mrs FOLBIGG at my

Wi tness?% Signature: rﬁ%\

[
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EXPERT CERTIFICATE (Continued) Page No: 3
In the matter of: Death of Caleb FOLBIGG

Police -v-

Name of expert: Barry John SPRINGTHORPE Date: 6.12.99

rooms in Newcastle after receiving the autopsy report.

EXHIBIT: SEE LETTER DATED 21.3.89.

5. Based wholly or substantially on the above knowledge, I am of the
opinion that Caleb had undoubtedly congenital laryngeal stridor
(almost certainly on the basis of laryngomalacia) there was nothing
abnormal in the way of laryngeal webs or cysts to be found at autopsy

and the cause of his demise remains a mystery.

Witness: : f ; % ;t- Signature: VQP6?§§§§§§§;>¥__—~‘
e
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WSH: 2.2.89 1.45pm
CALEB FOLBIDD

WSH: 3.2.89 8.45am
CALEB FOLBIGG /

_1_
Of Kathleen. 36 Rawson Street Mayfield. PRIVATE SHARED.
Obstet Davidson. Primip. Born at 11.15pm last night by Keillands
weighed 3280 grams HC noted as 33 but I make it 35 cms,
apgars 9 at 1 and 9 at 5, no resuscitation needed but developed
nasal flaring and a grunt, needed oxygen during the night,
is now fine, chest x-ray is good , he is an essentially healthy
boy and there is no intention of circumcision . Mum intending
to breastfeed. 23 grandchildren of her husbands side and he
is the 5th on her side.
_1_
Still a touch tachypnoeic but otherwise OK, bruise laterally

over his right eye, mum has decided to abandon breastfeeding,

. . . A
he is a touch jaundice”as well but should prove no problems.

{u;k: llam 4-2-89
BABY FOLBIGG

il

CALEB FOLBIGG
WSH: 5.2.8§

y

is a touch more jaundiced but tachypnoea settled down and

'feeding strongly - hopefully home Tues, Wed. next wk.

Is ready to go today, weight 3180 grams, down 100 grams no
tachypnoea but father is concerned at noisy resps during feeding

but he looks fine. Home today F/U 2 weeks.

DR. B.J. SPRINGTHORPE
o e,
a , Newcaste
A0 e (02) 4929 7844
Fax: (02) 4926 3078
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DR. BARRY J. SPRINGTHORPE coNSULTANT PAEDIATRICIAN

M.B. B.S. (Syd.). D.C.H. (Lond.). FRAC.P. (Psed.)

P/N 1182821 B. J. SPRINGTHORPE PTY. LTD.
SUITE 10, 3rd FLOOR, ATHCOURT,

28 WATT STREET, NEWCASTLE,

N.S.W. 2300.

PHONE: (0O48) 26-3144

BJS:AG 17th February, 1989

Dr. R. Davidson
Maitland Road
MAYFIELD. 2304

re: Caleb FOLBIGG b.d. 1.2.89
36 Rawson Street, Mayfield
Parents: Kathleen and Craig

Dear Bob,
This 2 week old infant is now doing well after his initial respiratory distress.

As you know he is the first child of a healthy couple. There is no significant family
history (Craig has 23 nieces and nephews all of whom are said to be fighting fit!).

He was delivered by Keillands at fullterm, weighed 3280gms, had good Apgars but rapidly
developed a grunt and tachypnoea which gradually subsided over 48hrs.

A chest X-ray was essentially normal though there was just a suggestion of minimal
pneumomediastinum. He had a touch of jaundice and there remains a mild inspiratory
stridor with a little recession which is most marked when he is upset or lying supine.

He is on Enfalac feeds, is growing on or about the 50th centile for all parameters and
there has been no associated cyanosis or gagging with his stridor.

The rest of the examination was quite normal. I feel sure that this is just a simple mild
laryngomalacia and should resolve with time.

No further investigations are warranted at this stage.

Could I review his progress in another 2 months all being well.

Barry Springthorpe

Kind regards

c.c. Dr. D. Leeder
King Street
Newcastle.
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DR. BARRY J. SPRINGTHORPE coNnsuLTANT PAEDIATRICIAN

M.B. B.S. (Syd.). D.CH.(Lond.). FRAC.P.(Paed)

P/N 11626201 B. J. SPRINGTHORPE PTY. LTD
SUITE 10, 3rd FLOOR, ATHCOURT

28 WATT STREET, NEWCASTLE

N.S.W. 2300

PHONE: (048) 26-314<

BJS:AG 21st March, 1989

Dr. D. Leeder
King Street
NEWCASTLE. 2300

re: Caleb FOLBIGG b.d. 1.2.89
36 Rawson Street, Mayfield
Parents: Kathleen and Craig

Dear Dorothy,

I saw Kathleen and Craig in my rooms today as a follow up to their loss of young Caleb
with apparent SIDS on 20.2.89.

I was able to tell them that though Caleb had undoubted congenital laryngeal stridor
(almost certainly on the basis of laryngomalacia) there was nothing abnormal in the
way of laryngeal webs or cysts to be found at autopsy and the cause of his demise remains
a mystery.

Craig had I know been anxious about the baby's feeding difficulties (because of his stridor)
prior to his death and the night he died Craig had wanted to take him into the bed with
him. However, both the parents in retrospect were sure that the stridor did not distress
Caleb unduly during sleep. Even had we done sleep study I doubt very much that we
would have discovered any abnormality that required attention.

They have been contacted by the SIDA group and are going to follow through that contact.

I would be very happy to see them again when they embark on their next pregnancy
or if they have any further concerns and obviously we will need to study the new baby
thoroughly in due course.

Kind regards

P S,

Barry Springthorpe
c.c. Dr. R. Davidson
Maitland Road
Mayfield
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BIRTHS, DEATHS AND MAR_'RXAGES REGISTRATION ACT 1995

REGISTRATION NUMBER

| oA 109740/1990
BIRTH CERTIFICATE it o
CHILD 2 T
Family Name FOLBIGG :
Christian or Given Name(s) Patrick Allan David
Sex “Male _
Date of Birth 03 June 1990
Place of Birth Waratah (Western Suburbs Hospital)
MOTHER »
Fami ly. Name FOLBIGG
Maiden Family Name M'ARLBOROUGH
Christian or Given Name(s) Kathlt}en Meagan
Occupation -
Age 22 years
Place of Birth Sydney, NSW
FATHER R
Family Name FOLBIGG
Christian or Given Name(s) Craig Gibson
Occupation - [-Manager :
Age 28 years A
Place of Birth New Lambton, NSW -
MARRIAGE OF PARENTS : . ..‘ — : ‘  —
Date of Marriage 05 September 1987
Place of Marriage Newcastle, NSW

PREVIOUS CHILDREN OF RELATIONSHIP

LR

Caleb G deceased .

INFORMANT (5)
Name
Address

C.FOLBIGG
36 Rawson St
Mayfield
Father

7 REGISTERING AUTHORITY

Name
Date

V. M. Bennett, Principal Registrar

20 June 1990

8 [ENDORSEMENT(S)

Not any

REGISTRY OF BIRTHS

DEATHS AND MARRIAGES

SYDNEY 17 Jan 2000

Before accepting copies, sight unaltered original. The original has a coloured background.

Ihereby certify that this is a true copy of particulars recorded in a
Register in the State of New South Wales, in‘the Commonwealth of Australia

Registrar
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HUNTER AREA HEALTH SERVICE PLEASE USE GUMMED LABEL IF AVAILABLE
NEWCASTLE WESTERN SUBURBS HOSPITAL [remaaseea I 1INIT NLIMRFER ﬁ

NEONATAL RECORD

v i —
ODSEEtriCIAN: .o | @
Family DOCIOF: ...t Ward: .. C 1F ..... ! 7 ..............................................
2|
e O,
1> ) n
DELIVERY DETAILS: Parity: G2 Perhohe duced MNO
A ol Qode s old
Maternal blood group: -,DOS Antibodies: ..... I (cé checdh)
Liquor: CLEA Q/ Duration of ruptured membranes: > \/24
; (
Duration of labour - 1st stage: A (@ 40' 2nd stage: 2é
: ( \
Time of delivery: 1) &o am/ps Date of delivery: Q3 SIIOE. D
Pain reli(le;?nd time - E!/narcotics 034—0 O epidural ..o i Ocaudal e, =S . A———
F.H.S. - ¥normal; [ tachycardia; [ decel. - type oy, [ other
Delivery complications - co/d<; | [0 ShOUIEr AYSIOGIA; [ OtNEN w.ooooo oo oo eeeeeeee e
Placental weight: 32-Ogm Abnormalities: | A
Complications during labour: N V-

=S

NEONATAL HISTORY:
Sex - Mnale; O female; [ indeterminate .
Birth weight: 3)4’ L2 gm. Length: ... 4z - > cm.  HC.: 335 i cm.
Resuscitation - E/(spiration O oxygen O bag and mask
[ tracheal intubation O mec. asp. from trachea Bzugs: NEONATAL. NALC

Time of initiation of normal respiration: ‘3:) Sé,CS O-S™u @ I \47
Apgar: Heart Resp. Muscle Reflex

rate effort tone irritability Colour
1 min.: 7/ 1 | | l Total: 7 @ ( o

5 mins.: g ’L \ 5 ) Tol: &2 @5'

Cord blood collected - @/No; [ Yes - tested for:

Cord vessels: (number) ‘3 ) 9

Konakion 1mg. given by: \‘[D/ et . ChECKEA DY: oot
Feeding intention - (J breast; artificial formula: | Cl.ngCJ .....
Comments: AP U, HNP nmee.. INAD

e o ST Dad)

Signature: @/72\)’(/‘& ( Q&Q Sé'/r\) ........ (Labour Ward Sister)

DISCHARGE SUMMARY: ' ,
Feeding - [ fully breast fed [J breast fe\d and comp. rtificial feeding)

Cord - N/on; Oo Guthrie Test - date: ’]‘\9 %

Weight: t)z\’ .. -gm ] HC. cm.

Date of discharge: %/ \é) \ O( C) by

Comments:

----------- Sleeiz Smrf)/ /4/6/4? mvtxvﬁgg\* (e Mooryn 72 =

Signature: ....... NN , (Sister)
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'NEONATAL RECORD
INITIAL MEDICAL EXAMINATION:

Date of birth Time of birth ... Assessment of gestational age .................... . wks
Age at examination hours/days Small for dates: Yes (J No O
Activity: Moulding/Caput:  Yes (J No OJ
~ NEWBORN HEALTH EXAMINATION
. SURNAME: ..... Za.@.duf.@...- .................... e sessesas " FIRSTNAME oo SEX: Male/Femela
iy -z : Gewwere . .
DOB: 3.6 Do, MEDICAL RECORD No: ...29.:335...... ; < :
NEWBORN BLOOD SCREENING TESTS: ... TAKEN: 47A ............... T— (Date)
APGARATIMIN OB  sMINs TYPE OF DELIVERY: _NORMAL [d—BREECH
FORCEPS [ ] caesarean [ ]
NOTE: Write in figures for weight, length and head circumference. VACUUMEXTRACTION D OTHER
For other items:
A_ r v’ forNormal I r ?  forRecheck 1 [ X Requires or Receiving Treatment ]
[e : FINDINGS _ FINDINGS
" WEIGHT (kg) SO *i SKIN P
LENGTH (cm) B g3 . ABDOMEN ML -
HEAD CIRCUMFERENCE (cm) i 33§ | UMBILICUS -
: EYES : R v L —~ i ANUS -
; _EARS R _- L _ |  GENITALIA ‘ i -
i [ MOUTH _ - TESTES R _— L_
.7 | FONTANELLES i e ‘HIPS R ~ [
! > | COLOUR : P i
- CVS: HEART i / i _REFLEXES-MORO . . . ~
FEMORAL PULSES R ~ L_~ | SPINE %
CHEST . | S | LIMBS-UPPER R~ -  L~-..
s i | LOWER _ R L
_EVALUATION: ;

SATE OF EXAMINATION: ...7-........5...L.. 9.
“F. A HOSPITAL COPY IS REQUIRED, PLEASE PHOTOSTAT . -

Referred to Special Care Nursery: Yes [ No [ Reason: ... r\c
.. Abnormalities; .........................................
Consultation:  Yes 0 No [ Paediatfician: ... L= OO
B COMMENT e ses et ame s st et ................. Otf .................................................. |
O \
DISCHARGE EXAMINATION: b }
Dale: .o Age at @XamiNAtON .....cooueeeiveeieeeeeeeeeee et days/weeks
Infection Jaundice Hernia Normal  Abnormal
O Eyes O No O No O [0 Head & Fontanelle
O Nails O Yes [ Yes - Specity (] O Respiratory System
Oskin O ., O Heart sounds & murmurs ‘
O Mouth ;T'D O Femoral pulses
| O Cord Head Circumference: ....................... cm v (] \—D Abdomen
‘1 03 Other = SPECITY oo ) [ Hips
g SOUTIETTERYS risesssosesosss e asse st assosssessoses 355518034 545555 5555 TS EES ST 853 ettt ettt et ,‘
I e |
I 32
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October 30, 1990.
Dr. R. Morris,
61 Dennison Street,
HAMILTON. 2303
c.¢. Dr. G. Cooper

Dr, C. Marley

Dr. W. Carey, Adelaide Children's Hospital
Dear Rob,

Re: Patrick FOLBIGG
20 Rawson Street, MAYFIELD.

Thanks for asking me to see this young man.

The story 1s sameone who presented with what sounded initially like apnoea, but who
subsequently in the ward demonstrated that he was clearly having seizures, mainly
right sided.

On examination, I oould not find any neurolozical problem.

His tone and deep tendon reflexes are normal, and he appears active and interested.
There was same suggestion of the right side not functioning as well as the left, but the
signs are not marked.

The history was of great interest, in that he had a male sibling, who died at 20 days
of unexplained causes, but who previously had a "floppy larymx".

A serum lactate and ammonia were within normal limits, and I understand at this stage
that the urinary organic acids are normal, but the urinary amino acid pattern is still
belng processed.

The most worrying thing is the CT scan, which shows symmetrical areas of hypodensity in
occipital regions posteriorally. These changes certain suggest the possibility of a
metabolic disorder, although Herpes encephalitis cannot be ruled out absolutely. He had
been febrile at various times in his illness, although he had no white cells in his spinal
fluid, and only three red cells.

We have chosen to treat as though he might have Herpes Simplex encephalitis, with
Acyclovir, but his fits have been quite resistant to treatment, and currently he is on
Phenobarb and Dilantin, and we may need to add Rivotril depending up what levels show,

kms&ﬁimblmdoff&ﬂnﬂdelaidedﬂl&m’s!bspibal,mlod(munlysosdml
enzymes, but also the long chain fatty acids. It is a little bit late for him to present
with the camatal form ALD, and he does have reflexes, but there may be some other
disorder affecting myelination.

IwinbewmrwdavsinJapan,dempethatsmeofﬂmemswﬂlome
back by the time I retum,
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If' the Rivotril is not successful, and if the metabolic studies appear normal, then
I wonder wether this young men might be a candidate for a course of A.C.T.H.,
perhaps in a dose of 20 units a day, to try end pull up these fits.

With kind regards.
Sincerely,

I=n Wilkinson,

Dictated by Dr. Wilkinson,
sigred in his absence,
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1, A WI!.RINSON PTY. LIMITED.

DR 1AN WILKINSON V18 ELDER STREEY
M.B,, BS. (QId) FRACS. LAMBTON. N.SW. i0y

PAEDIATRIC HEUROLOGIST
’ Telsphone: (049) 52 es99

Provider No.: 108 142y

TW/mp
November 30, 1990.

Dr. C. Marley, c.c. Dr. R. Morris
C/R Kirg & Perikins Streets, Dr. C. Challinor
NEWCASTLE.  2300.

Dear Chris,

Re: Patrick FOLBIGG
36 Rawson St, Mayfield.
DOB: 3/6/90

Rob Morris kindly asked me to take over Patrick's care af“taerjI returmed fram Japan.

* He had further seizures during that time, and one of them wes a prolonged one, lasting
perhaps an hour, wmchsmplyoonsmbedofmseyesbemgdenatedumaﬂdsandbotheade

The original CT scan was highly suspicious of abnormalities in the occipital lobes, and
we repeated it, and it just confirmed further change. There was some ooncern shout the
possibility of a degenerative disease, but John Bear felt that this was probably just
vasaular. We sent them dowmn to Camperdown Children's Hospital to get another opinion
Just to be certain, and the opinion was the same as John's. Basically it looks as though
there has been some impairment of the blood supply in the basilar territories. I believe
ﬂaeparmtshadsmeoamemﬂ}atthmnughthaveta{mplaoedmumtpmla@d
seizure, butz_nf‘acthealreadyhadchargesmtlnatareaatthetmeof‘thef:rstpresen—
tation.

I am not r'eally quite sure what caused this problem, but aJ_l of our tests for degererative
disease have come back negative. -

Unfortunately his visual performance has clearly dropped of‘f‘ since presentation, and that
is consistent with damage to his visual cortex. .
He had further seimres whilst in hospital recently with Rotavious gastroenteritis, and
carrently his anticonvulsants are Phenobarb in a dose of 36ng. twice a day, and after a
serum Tegretol level which had fallen again to anly 5, I have increased his Tegretol to
Snils. of the syrup twice a day. He has had no seizures now for asbout a week as I dictate
this, but I am very concerned about this young man's future.

We will allow another coupleof months to pass to see if there is any significant recovery,
but after Christmas, I think we should be locking at appropriate therapy for him, which
my well include the Royal Blind Society.

Wi regards,

Ian Wilkinson.
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BIRTHS, DEATHS AND MARRIAGES REGISTRATION ACT 1995

REGISTRATION NUMBER

E R A & 10183171991
{1 pECEASED ~ Family Name | FOLBIGG 5
Christian or Given Name(s) PATRICK ‘ALAN ‘DAVID
Date of Death 13 February 1991
Place of ‘Death - WARATAH (MATER MISERICORDIAE. HOSPITAL)
Sex and Age Male 8 months
Place of Birth WARATAH, NEW SOUTH WALES
Period of Residence in Australia Life
Place of Residence 36 RAWSON STREET,
MAYFIELD 2304
Usual Occupation -
Marital Status at Date of Death -
2 MARRIAGE(S) Place of Marriage
Age when Married
Full Name of Spouse P ;
3 CHILDREN In order of birth [ = - ' i
5 names and ages :
j /
4 PARENTS Father’s Name CRAIG GIBSON FOLBIGG LR R R
’ Mother’s Name KATHLEEN MEGAN ,
Mother’s Maiden Family Name ~ MARLBORQUGH :
5 MEDICAL - Cause of Death - | « (A) ASPHYXIA DUE TO AIRWAY OBSTRUCTION.
: and Duration of last illness (B) EPILEPTIC FITS 4 MONTHS .. . .. ... -
Name 'of Certifying Medical Dr. I.A. WILKINSON !
Practitioner or Coroner '
6 BURIAL or CREMATION ) Date 15 February 1991
o Place NEWCASTLE CREMATORIUM
7 INFORMANT Name ~ C.G. FOLBIGG
Address 36 RAWSON STREET, 35
MAYFIELD 2304 N
Relationship to deceased FATHER
8 REGISTERING AUTHORITY Name V. M. Bennett, Principal Registrar
Date 06 March 1991
9. ENDORSEMENT(S) Not any

Before accepting copies, sight unaltered original. The original has a coloured background.

REGISTRY OF BIRTHS [ hereby certify that this is a true copy of particulars recorded in a
DEATHS AND MARRIAGES Register in the State of New-South Wales, in the Commonwealth of Australia

SYDNEY 17 Jan 2000

Registrar
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NEWCASTI.F MATER BHOSPITAIL., WARATAI
PATHOLOGY DEPARTMEINT

AUTOPSY PART T

SURNAME : FOLBIGG

CHRISTIAN NAME: PATRICK

SEX: MALE

DATE OF BIRTH: 03.06.1990 (8 MONTHS)

MEDICAL RECORD NO.: 36 03 90

TIME AND DATE OF DEATH: 13.02.1991 - 1040 HOURS

TIME AND DATE OF P.M.: 13.02.1991 - 1230 HOURS

P.M. EILE NO.: 91/7

P.M. CONDUCTED BY: DR. J. BISHOP / DR. G. SINGH-KHATRA
MEDICAL OFFICER: DR. I. WILKINSON / DR. R. MORRIS
REFERRED BY: DR. C. MARLEY, NEWCASTLE.

CLINITCAL DIAGNOSIS

1. ENCEPHALOPATHIC DISORDER LEADING TO TNTRACTARLE SEIMIRES.
THE  UNDERLYTHNG CRAUSE OF  HHCEPHATLOVPATHY  MNOT DETREMIBED
INVESTIGATTON .

2. ASYSTOLIC CARDIAC ARREST AT HOME LEADING TO DEATH.

MACROSCOPIC DIAGNOSIS

1. HORMALLY FORMED MALE INFANT OF APPROXIMATELY EIGHT MONTHS OF
AGE.

2. BRAIN AND SPINAL CORD FIXED FOR LATER DISSECTION.

3. HEPATIC CONGESTION.

4. CONGESTED POSTERO-BASAL DRPENDANT SEGMENTS - BOTH LUINGS.

5. ENLARGED THYMUS.

CLINICAL HISTORY:

Presenting complaint: Brought into MMH casualty at 1020 hours hv
paramedics on 13.02.1991 after an asystolic cardiac arrest at home.

History of presenting illness: The mother put Patrick to bed at
0730 hours. At 0930-1000 hours she found that the baby was not
breathing. The baby arrived in MMH casualty at 1020 hours. ECG
monitor showed an asystole. Subsequent resuscitation efforts were
unsuccessful and the infant was pronounced dead at 1040 hours.

PAST MEDICAL HISTORY:

The mother suffered from a viral illness at twenty six weeks of
pregnancy. However Patrick was delivered at full term on
03.06.1990 through a normal vaginal delivery and experienced no
problems during the neonatal period.

Page 1




(A

PAST MEDICAL HISTORY CONTINUED: FOLBIGG -~ P.M. 91/7

He was enlisted on the sleep study programme as his elder hrother
had died in 1989 at nineteen days of SIDS. All his sleep study
tests including EEG were normal.

On 18.10.1990 at five months of age he presented to MMH in an
apnoeic floppy state. He was vesuscitated and he remained weall
until he developed (while in hospital) generalised and also right
sided focal fits which were associated with a low grade fever. The
fits were thought to be secondary to Herpes encephalitis and wera
treated with Acyclovir and 1large doses of Phenobarbitons and

Phenytoin. Cardiac monitoring normal.

INVESTIGATIONS:

CSF: Biochemical and cytology studies were normal. Herpes cultnre
was negative.

Serum herpes IgM: Normal.

US scan of the brain and kidneys: Normal.

Cranial CT acan: Showed hypodense areas in the tomparal gl
occipital lobes secondary to viral encaphalitis 7 demyelinaiion
disorder.

E.E.G.: Showed left frontal lobe epileptogenic foci.

Chest Xray: Showed features consistent with bronchiclitis.

Naso pharyngeal aspirate: Culture for viruses and viral antigens
were negative.

Urine metabolic sareen: Wasn negative for methylmalonic netd

Urinary organic amino acid profile, urinary amino acid patiern
showed no abnormality. Urinary lactic acid was within normal
range.

Serum lactate, ammonia, calcium, magnesium and glucose: Were all
normal.

Rectal biopsy: Showed no neuronal inclusion bodies.

Leucocyte inclusgions: Were normal.

Blood metabolic screen: was negative for GM1 and GM2
gangliosidoses, and MLD;: Gaucher's RKrabbe's and Niemann- Pick
diseases; Mannosidosis, Fucosidosis, Mucolipidoses II and TII, and

Mucopolysaccharidosis VII.

Plasma screen for very long chain fatty acids and Phytanic acid was
negative for ALD/AMN, Refsum's disease, Zellweger's and other
generalised peroxisomopathies. Page 2
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INVESTIGATIONS CONTINUED: FOLBIGG - P.M. 9177

Mucopolysaccharide screen was negative.
Plasma carnitine values were normal.

COURSE OF EVENTS:

The fits were stabilised with anticonvulsants and he was discharasd
from hospital with a diagnosis of intractable seizures, probably
viral encephalitis and bronchiolitis.

The following week he again presented on 04.11.1990 with prolonged
seizures resembling an oculogyric crisis which resolved
spontareously after 90 minutes. At the time he also had bilateral
conjunctivitis and an URTI. Repeat CT scan showed further decrvease
in the brain substance.

Repeat EEG showed multifocal epileptogenic foci suggesting
progressive encephalopathic disorder.

He was mjbsﬂm,mnl;ly discharvged on 10.11.1991.

He was again admitted on 14.11.1990 for further investigations.
Repeat CT scan showed a ? occipital ischaemic area with clinigal
visual impairment (probably cortical blindness) and developmental
regression. A11 other investigations including echocardiography
were negative and he was discharged.

on 23.12.1990 he was admitted again with an oculogyric crisis
secondary to past encephalitic basal ganglia problem which was
proveked by a wiral illness.

MACROSCOPIC REPORT

EXTERNAL APPEARANCE:

The body was that of a normally formed, well nourished male infant
weighing 8.57kg with head circumference 44cm, crown rump length
53cm, crown heel length 77cm and foot length 10cm. Peripheral
oedema, signs of trauma and jaundice were absent. Externally no
abnormality was present.

CENTRAL NERVOUS SYSTEM:

Bones of the skull: The anterior fontanelle was open and of normal
size. The posterior fontanelle was closed.

Meninges: No abnormality detected.

Brain: Weighed 750 grams (normal average weight at this age is
approximately 714 grams). The brain was fixed for later

dissection.
Page 3
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CENTRAL NERVOUS SYSTEM CONTINUED: FOLBIGG - P.M. 91/7

Spinal cord: No abnormality detected. Spinal cord was fixed for
later dissection.

RESPIRATORY SYSTEM:

Pleura, diaphragm and the rib cage: No abnormality detected.
Larynx, trachea and bronchi: All these structures were examinad
and contained frothy mucoid secretion. No foreign bodies werve

present. The mucosal linings were normal.

Lungs: Right weighed 55 grams (normal average weight at this age
is approximately 52 grams). Left weighed 50 grams (normal avavrage
weight at this age is approximately 45 grams). Both lungs were
congested in their posterior basal dependant segments. No other
abnormality was present. Lung tissue was collected for viral and

bacterial cultures.

CARDIOVASCULAR SYSTEM:

Pericardium: No abnormality detected.

Heart: Weighed 49 grams (normal average weight at this age is 44

+ 8 grams). The atria, ventricles and the valves were examined and
showed no abnormality. The origin of blood vessels from the haart
was normal. The atrio-ventricular ring from the heart was keptl

for further histological studies (if required). Heart tissue was
collected for EM and metabolic studies.

Aorta and its brancheg: No abnormality detected.

Venous system: No abnormality detected.

Lymphatic system: No abnormality detected.

HAEMOPOIETIC SYSTEM:

Thymus: Weighed 30 grams (normal average weight at this age is 10
+ 2 grams). It was enlarged. No other abnormality was present.

Spleen: Weighed 27 grams (normal average weight at this age is 20
grams). No abnormality detected.

Bone marrow: No abnormality detected.

HEPATIC-BILIARY SYSTEM AND PANCREAS:

Liver: Weighed 284 grams (normal average weight at this age is 254
gramg). On section it was congested. Liver tissue was collected

for EM and metabolic studies.

Page 4
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HEPATIC-BILIARY SYSTEM AND PANCREAS CONTINUED: FOLBIGG - P.M. 91/7

Gall bladder and bile ducts: No abnormality detected.

Pancreas: Weighed 15 grams (normal average weight at this age 1is
13 + 2 grams). No abnormality detected.

Peritoneal cavity: No abnormality detected.

GASTROINTESTINAL SYSTEM:

The entire gastrointestinal tract was normal.

URINARY SYSTEM:

Kidneys: Right weighed 32 grams (normal average weight at this age
is 31 grams). Left weighed 33 grams (normal average weight at this
age is 31 grams). Both kidneys showed no abnormality. Eidney
tissue was collected for EM and metabolic studies.

Ureters and urinary bladder: No abnormality detected.
Approximately 10ml of urine was collected for metabolic studies.

ENDOCRINE SYSTEM:

Pituitary gland: No abnormality detected.

Thyroid gland: Weighed 4 grams. No abnormality detected.
Adrenal glands: Both together weighed 6 grams. No abnormality
detected.

MUSCULOSKELETAL SYSTEM:

No abnormality detected. Skeletal muscle was collectad Efor
histology, EM and metabolic studies.

Skin: No abnormality detected. Sections cof skin were collected
for chromosome studies and fibroblast cultures.

Blood: Blood was collected for chromosomes, culture, Tegretol and
Phenobarbitone levels, and FBC.

INVESTIGATIONS ON POST MORTEM TISSUE:

1. Urine, Tissue: Snap frozen were sent to Judith Hammond at the
Oliver Latham Laboratory.

2. Dr. Bale, RAHC was questioned concerning investigation of a
cardiac conduction defect.

As previous ECG monitoring showed no abnormality and
arrhythmias were never noted clinically. This was thought to
be very unlikely. Page 5
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INVESTIGATIONS ON POST MORTEM TISSUE CONTINUED: FOLBIGG - P.M. 91/7

Histological confirmation involves embedding and sectioning
of the entire atria ventricular ring. Identification of
ectopic conduction bundles in this age group is difficult and
depends on histological recognition. Special stains are
unhelpful. Tissue kept Ffor subsequent dissection 1if

requested.

3. Tiegsue for viral studies (blood for wviral Ab's and Jlung
tigssue) have been sent to the JHH Virology laboratory.

4. Tissue collected for EM has been stored at the Mater in case
histological or metabolic studies suggest EM would be useful.

5. Fibroblast cultures will be forwarded by Cyvtogenetics Lo Do
Carey at the Adelaide Children's Hospital.

<@E5aw

. . BISHOP / DR. . SINGH-KHAIRA
14.02.1991

Page 6
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L)
. A, WILKINSON PTY. LIMITED,
OR. 1AN 2ZLKINSON L ELDER STREET,
M8, 6.5 (Qld) FRACP. TON. NS.W. 2099
PAEDIATRIC NEUROLOGIST
. Telephona: (049) $2 6599
Provider No.: 108 142Y

TW/mp

February 21, 1991,

Dr. Chris Mariey, c.c. Dr. C. Challinor

C/R King & Perkins Sts, Oliver Latham Lab.

NEWCASTLE. 2300, Ms. J. Dwyer, Mater
Dr. W. Carey, Adelaide Children's
Social Work Dept, Mater

Dear Chris,

Re: Patrick FOLBIGG
36 Rawson St, Mayfield.

This is just a formal letter to follow-up our 'phone call. Patridk died at the Mater
Hospital on February 13, 1991.

He had a fever the night before, and his parents wondered about the possibility of his
having had a seizure at that time. He apparently slept well enough, seemed happy ard
played with his father early in the moming, and his mother put him down to sleep at about
7.30 a.m., and discovered him a couple of hours later, quite lifeless.

Although he was still warm when found, and when the paramedics came, I am suspicious that
he was aglready dead at that point.

Certainly we were unable to resuscitate him at the Hospital.

An initial post morten showed same fairly minor petechial heemorrhages, which really
could have been agonal, and were not indicative of a cause for his death,

Further investigations are pending. Fibroblasts are being cultured at the Mater, and
frozen urine, and also frozen liver specimens have been sent to the Oliver Latham Laboratory.

Clearly with this death at 8 months, coupled with his brother's death at 20 days, we must
oonsider the possibility of some familial disorder, although the cause for this is not clear
at the moment.

The only biochemical label we have ever had on a metabolic condition was an arterial lactate,
which was elevated on one occasion at 1.6.

He has already had a workup at the Adelaide Children's Hospital, but I have spoken to
Judy Henmond, at the Oliver Latham Laboratory, and she will endeavour to look further for
sane widerlying metabolic disorder.

His brain is being fixed at this moment, butmaredmzssmwhereltmﬂdbebest
examined when it is ready in a few weeks time.

I have spoken to his parents on February 18, just indicating that we found no particular
cause for his death, but that further tests were procesding. As is my usual practice,

I have asked to sit down with them again at any time, but certainly after the post mortem
results are availsble..
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ROYAL ALEXANDRA HOSPITAL FOR CHILDREN — CAMPERDOWN

WHH 10/90

Royal Alexandra Hospital for Children
HISTOPATHOLOGY DEPARTMENT

WARD MRN P No. C71,635
amo vame FOLBIGG, Patrick

Died : 13/2/91 DOB 3/6/90 SEX M AGE 8m
Specimen & Site P.M. 91/7 Brain sections

Clinical Diégnosis & Data

Date of Biopsy

Drs. J. Bishop & G. Singh-Khaira,
Anatomical Pathology,

Mater Misericordiae Hospital,
Edith Street,

WARATAH. NSW 2298.

Dear Drs. Bishop & Singh-Khaira,

Re: Patrick FOLBIGG : PM 91/7 M 8mths

Convulsive disorder ? since febrile illness and
apnoeic attack at 5 months of age.

I have found no convincing evidence of any neuronal storage
disease or any leucodystrophy in these sections. The major changes in
this extensively sectioned brain are old infarcts and gliosis mostly in
the form of old laminar necrosis which, in keeping with the macroscopic
finding, is ‘most severe in the parieto-occipital area. The only spongy
change is seen in the gliotic cortical scars and the subjacent white
matter, in the old infarcts. The cerebellar cortex is unaffected.

We can, therefore, rule out Canavan's disease. In the deeper parts of the
cerebrum and in the cerebellar and brain stem nuclei there are neurones
showing simple atrophy. They could have resulted from this baby's
epileptic seizures. In the leptomeninges there appears to be a light
lymphoid infiltrate which is in addition to the small amount of residual
haemopoiesis normal in this age group. This could be either non-specific
and related to the cortical infarcts or related to the treated encephalitis
(? assumed or proven).

I believe that the small amount of linear cortical calcification
in the occipital region is just part of the laminat cortical necrosis.
I can see no suggestive features of toxoplasmosis or cytomegalovirus
infection, and the distrihution of the lesions id, unusual for herpes
simplex encephalitis and they certainly appear far more likely to be the
resuit of the episode of cardio-respiratory arrest this baby suffered
at about 5 months of age.

/ fxwﬂfj
24/6/91 A.E. Kan

R

Vs —
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NORMAN MORRISS PRINTERS — (049) 29 1859

17-12-90

Hunter Area Pathology Service

A UNIT OF HUNTER AREA HEALTH SERVICE
Division of Anatomical Pathology

M.M.H. AUTOPSY REPORT

Dr J. Bishop pr N. Perguson J.H.H. Ph (049) 214443 Fax {049)
Dr 5. Braye br R. Murtgasu
Dr V. Chetty _ . pr A. Price M.M.H. Ph (049) 211220 Pax {049}
Prof K. Donald
Hospital/MRN : Q211/0360390 NAME : FOLBIGG, PATRICK
WARD : MEDICAL RECORDS ADDRESS : 36 RAWSON STREET
REQUESTING Dr: DR I WILKINSON MAYFIELD 2304
REQUEST DATE : 13/02/91 D.0.B.. : 03~-Jun-1990
LABORATCRY No: MA9100007 SEX : Male

214794
602136

HSMR 2

Specimen : POST MORTEM EXAMINATICN

Exams : 0000 MPM IW

c.c. DR. R. MORRIS
c.C. DR. C. MARLEY, NEWCASTLE

CLINICAL DIAGNOSIS:

*  ENCEPHALOPATHIC DISORDER LEADING TO INTRACTABLE SEIZURES.

L4

THE

UNDERLYING CAUSE OF ENCEPHAIOPATHY NOT DETERMINED ON INVESTIGATTON.
* ASYSTOLIC CARDIAC ARREST AT HOME LEADING TO DEATH.

FINAL DIAGNOSIS:

*  NORMALTY FORMED MALE INFANT OF APPROXTMATELY ETIGHT MONTHS OF AGE.
* OLD INFARCTS AND GLIOSIS IN THE PARIETO-OCCIPITAL ARFA (BOTH
CEREERAI. HEMISPHERES), WHICH ARE PROBABLY SECONDARY TO THE
CARDIO-RESPTRATORY SUFFERED AT ABOUT FIVE MONTHS QOF AGE.

MACROSCOPTC REPORT:

CENTRAL NERVOUS SYSTEM:

Bones of the sknll - The anterior fontanella was

open and of normal size. The posterior fontanella was closed.
Meninges ~ No abnormality detected.

Carotids, vertebrals, basilar arteries and Circle of

Willis - No abnormality detected.

BraJ:.n.-- Weighed 750 grams. Grossly the gyri of both
occipital lobes (visual cortex) were shrunken, thinmner and more
undulated than normal and the sulci were widened. The frontal ‘

parietal_arx:l the temporal lobes externally showed
abnormality. On section the cortical grey matter

in both hemispheres was thinner than normal and showed cystic
The cysts measured 1-2mm in diameter and were present

degeneration.

in a linear pattern at the junctio

NoO MACroscopic
of the visual cortex

n of the grey matter and white

matter. The underlying white matter was whiter and firmer than normal

and appeared to be expanded.
occipital hemispheres measur

The effected areas in the right and left
ed approximately 40 x 35 x 35mm and 35 x

continued

on 13-Feb-1991 at 12:30
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NOAMAN MORRISS PRINTEAS — (049) 29 1859

17-12-80

HAPS Hunter Area Pathology Service o2

A UNIT OF HUNTER AREA HEALTH SERVICE
Division of Anatomical Pathology

Q211/ 0360390 FOLBIGG, PATRICK | Ref No MA9100007 Page 2

35 x 30mm respectively. Similar areas of firm white matter were
present in left frontal and both parietal lobes.

The remaining cerebral parenchyma showed no macroscopic abnormality.
The mid-brain, pons, medunila d)longata and the

cerebellum were macroscopically normal.

Spinal cord - No abnormality detected.

MICROSCOPIC REPORT:

BRATN:

L}
Please see the attached microscopic report from Dr. Alex Kan
(Camperdown Childrens Hospital, Sydney).

LINGS:

Sections from both lungs were examined. The lung parenchyma showed no
significant abnormality apart from small foci of alveolar collapse in
the periphery of the lung. The bronchi, bronchioli and the pulmonary
blood vessels were normal. The maturation of the lung tissue was
consistent with the stated age of the infant.

SECITCND ric.a wie leart, skeletal muscle, liver, . spleean,

thymus, pancreas, kidneys, thyroid gland, adrenal glands, testes and
the gastrointestinal tract were examined, all showed no abnormality
apart from mild P.M. autolysis.

The maturation of the abovementioned tissue and organs was consistent
with the stated age of the infant.

Post mortem blood coltures grew mixed cocci and bacilli identified as
E.coli, Enterococcus faecolis and Enterococcus avium. These findings
are not significant and probably reflect contamination. Post mortem
lung tissue cultures were negative for organisms. Post mortem Tung
tissue cultures for viruses and mycoplasma were negative.

TX2020 M49160
TX2020 M54700
TX2030 M49160
TX2030 M54700

Reported 02.09.1991 - DR. J. BISHOP / DR. G. SINGH-KHATIRA

osIE
DR J.

Printed 05/09/91 11:36 FINAL, REPQRT
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New-?;South-- W_ai!;_gs fjl?_oifj;"c‘e: o 190
STATEMENT in matter of: ?lgéeiAKuffi Ambulance Stn
Death of Folbigg children Date: 6 September, 1999

" Name: COYLE, Kathleen ; Tel No.: 02 49694908
Address: . 49 Brunker R4, Broadmeadow
Occupation: Ambulance Officer
States: -
1. This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in

stated in it anything which I know to be false or do not believe
to be true.

2. My age is 41 years.

3. I am currently the Station Officer Grade 1 of Kurri
Ambulance Station. I have been a member of the New South Wales

Ambulance Service since 1988 and currently hold a level four
classification.

4. On the 13th of February, 1991 I was attached to the
Hamilton Ambulance Station and at that time I was a level two
ambulance officer. I was rostered on day shift with Ambulance
Officer Russell MULLENS on car A68. Russell was rostered as
driver and I was treétment officer. Level four Ambulance

Officer Murray HETHERINGTON was also working that day ‘one out’
in car A36.

5. At 10.03am that morning, Russell and I responded to a call
of a baby not breathing at a prem%ses at 36 Rawson Street,

Mayfield. We arrived at the house at 10.10am that morning at
'the same time

(1920's)

Murray. I remember the house was an older type

erboard home with gabbles and a verandah at the
Signature: ,/CgéiQZéZQ:;:_ C%;Zﬁf
“ /

g
&! o
.

Witness:
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Witness:

; _‘_..‘;Dégéh:éf Folbigg children
‘Name: COYLE, Kathleen

ifffbht. I walked in the front door v1a the verandah with Murray

and Russell. We were carrying our equipment and as we walked

—--through the door we: entered -a -large-room/loungeroom. I heard

the sound of a woman sobbing and I looked to my right. I saw a
woman sitting on a lounge and she was hysterical. She had her
hands ﬁp to her face and she was crying out and sobbing. I

walked past her and into another room on my left side. I saw a

man kneeling over a small baby. I think this wman was attempting
CPR on the child.

EXHIBIT: SKETCH PLAN OF 36 RAWSON STREET, MAYFIELD - NOT TO
SCALE.

6. My partners and I knelt over the baby and commenced
treatment. I have perused an ambulance report number Q037 which
I recognise as a document I completed in relation to this
incident. This document has allowed me to refresh my memory of

what occurred that day. I do remember the incident quite well.

EXHIBIT: I NOW SEEK TO PRODUCE REPORT Q037.

7. I remember performing the heart compression whilst Murray
or Russell performed the ventilation on the baby for a very
short time. I checked the baby’s vital signs and from my notes
it appears he was normal/warm to touch and slightly blue around
the lips. I have recorded that I noted present shallow
breathing in the examination, however this is contradicted in
the respiration rate which is recorded as nil. I cannot explain
this discrepancy, however I would never have recorded breathing

as being present and shallow if I didn’t note it that day at
some stage. = \

8. Whilst treaping the baby in the first couple of minutes the

man in e identified himself as the father of the child.

signavure: LPZLL /5/
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Vo, 3 ORI L, - P190A
Matter'of: Death of Folblgg children
' Name: COYLE, Kathleen

He said, "His mother just found him like this,

At some stage he also sald “This is our second lost ch11d "

9. One of the ambulance officers picked up the baby. I don’t
remember what the baoy was wearing but he was in some type of
clothihg. I ran out to the front yard where the ambulance
vehicle was parked and I got into the back with the baby. I
continued chest compressions while one of the other officers
ventilated. The man who identified himself as being the father
got into the front of the ambulance and we left en route to the
Mater Hospital. I cannot remember anyone else at the house on

this day but I am sure someone was left with the mother.

10. In the ambulance we continued CPR as well as asking the
father about the baby. He told me that the baby’s name was
Patrick and he said, "He’s had epilepsy, he’s blind and has some
genetic problems.™"

We arrived at the Mater Hospital in Newcastle at 10.18am that
day and the baby was admitted to the casualty section. At this
time I commenced completing the mentioned ambulance report from
information supplied to me by Mr Craig FOLBIGG.

Witness: Signature: M/éﬁiﬁéﬁiii ;/Z{/
/4

D/s/C Rfan
6 <99

Witness: Signature:

-~
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P.190.
New South Wales Police

Witness:

STATEMENT in matter of: Place: Toronto Ambulance Stn
Death of FOLBIGG children Date: 06 September, 1999
Name: Murray John HETHERINGTON Tel No.: 02 49754380
Address: 41 Alkrington Ave, Fishing Point
Occupation: Ambulance Officer
States: -
1. This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in
evidence, I shall be liable to prosecution if I have wilfully
stated in it anything which I know to be false or do not believe

to be true.

2. My age is 40 years.
3. I am stationed at Toronto Ambulance Station and I am
certified at level four - advanced life support. I have been an

ambulance officer for the past sixteen years with about nine of

those years at the level four classification.

4. On the 13th of February, 1991 I was stationed at the
Hamilton Ambulance Station. On that day, I was rostered on day
work to perform single officer ambulance duty from Hamilton
Station in car A36. Ambulance Officers Kathleen COYLE and
Russell MULLENS were also rostered on day work on car CA68. I

was the most senior officer between the three of us.

5 At 10.02am that day I was despatched to 36 Rawson Street,
Mayfield in relation to an eight month old baby boy possibly

deceased. I arrived at the house at 10.10am that day exactly
the same time as officers Coyle and Mullens. The house was a

small weatherboa

cottage which appeared clean and tidy. I

remembe carpet was clean but there is nothing else about

Signature: //7//262?/
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Page No. : 2 P1S0A
STATEMENT (Continued) in Matter of: Death of FOLBIGG children

Name: , Murray John

the house that I can remember. On arrival Coyle, Mullens and I
walked into the house via the front door and into a loungeroom,
then a bedroom to the left of the loungeroom. I saw a man
kneeling over a small infant who was laying on the floor of what
appeared to be a bedroom. The man appeared to be performing
mouth to mouth resuscitation on the baby. I knelt down and
examined the baby. As a result, I found that the baby had no
pulse and was not breathing, thereby being in a cardiac arrest.
There was no question of that. I picked the baby up in my arm
and commenced CPR. Due to the close proximity of the Mater
Hospital and the absence of Paramedics, I decided to transport
the baby immediately to the Mater Hospital. I carried the baby
in my arm whilst performing CPR and got into the rear of car
A68. Officer COYLE accompanied me in the back of the ambulance
and officer Mullens drove. I don't remember the father of the
baby being present in the ambulance.

6. We drove straight to the Mater Hospital Casualty Section
where the baby was immediately treated by Hospital staff. At
the hospital I completed an ambulance report Q036. I have a
read a copy of this document and certify it as being correct.
On the copy which I read the comments section appears to be
illegible due to photocopying. From memory I wrote something
like, "Paramedics unavailable. Patient transported with CPR en

route to Mater Hospital."

EXHIBIT: I NOW SEEK TO PRODUCE REPORT Q036.

7. I remember seeing a woman at 36 Rawson Street, Mayfield
that day but I do not recall speaking with her or what she was
doing at the house. I remember speaking with a man at the house

who I believed was the father of the baby. I don't recall any
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Page No. : 3 P1S0A
STATEMENT (Continued) in Matter of: Death of FOLBIGG children

Name: , Murray John

something along the lines of the baby was sick but they were not

sure what was wrong with him.

8. I have also read an ambulance report number Q037 which was
completed by officer Coyle. This document appears to contain
erroneous information in that the examination section shows that

the baby was breathing which is then contradicted by the

recording of a nid respiratory rate. I can categorically state
that the s not breathing when I examined him. ~
| VA /
Witness: Signature: )// £
Witness: Signature:
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New South Wales Police P.190
v2.9
STATEMENT in the matter of: Place: Home address of
Death of Patrick FOLBIGG Mr Mullpg'r‘ls

Date : 1 October 1999

4

Name: Anthony Russell MULLHENS

Address: 23 Haddington Dr, Cardiff South Tel. No.: 02 49565883

Occupation: Ambulance Officer STATES: -
1. This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in evidence,
I shall be liable for prosecution if I have wilfully stated in it

anything which I know to be false, or do not believe to be true.
2. I am 44 years of age.

3. I am a level four Ambulance Officer stationed at the Boolaroo
Ambulance Station. I have been a member of the New South Wales
Ambulance Services for the past thirteen years. I have been

qualified at level four for the past seven years.

4. On the 13th of February, 1991 I was a level three ambulance
officer stationed at Hamilton. On this day I was working with
Ambulance Officer Kathy COYLE on car A68. I was the driver and
Kathy was the treatment officer. Ambulance Officer Murray
HETHERINGTON was also working out of Hamilton that day as a single

unit.

5. At 10.03am that day Kathy and I responded to call of a
suspected death of a baby at 36 Rawson Street, Mayfield. We
arrived at the house at 10.10am that day at the same time as
Murray HETHERINGTON. It was a small cottage with the entrance off

a driveway at the right hand side of the house. I walked in the

Witness:

// Signature: M%\/
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Page No: 2 P.190A.
STATEMENT (continued) in the matter of: Death of Patrick FOLBIGG
Name: Anthony Russell MULLENS

an

front door of the house with Kathy and Murray. I saw a baby
inside the house but I can't remember if it was in the loungeroom
or a bedroom. I also saw a young man and young woman at the house
who I presume were the mother and father of the baby. (One of them
said that the baby was blind and had previous other medical
problems.) These two people appeared to be upset. Murray
commenced CPR on the baby in a room of the house and baby appeared
not to be responding. I walked outside the house to the ambulance
and prepared for transportation of the baby. I do not remember

actually treating the baby.

6. At 10.15am that day Murray and Kathy put the baby into the
ambulance and I drove straight to the Mater Hospital. We called
off at the Hospital at 10.18am and the baby was treated by
hospital staff.

s At the hospital Kathy completed Ambulance case sheet number
Q037. I read this document when it was completed and signed as
the driver of the job. On 1 October, 1999 Detective RYAN showed
me that case report and I saw that Kathy had recorded that
breathing was present and shallow. I did not treat the baby but

I believe there was never any breathing noted when we arrived that

n error on the case sheet.

Signature: M/%«

day. It appears to be

Witness:
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STATEMENT in the matter of:
Patrick FOLBIGG =~ ... . Hospital

New South Wales Police P.190

v2.9

e ————————

Place: John Huntef

Date : 8 October 1999

Ian Arthur WILKINSON

Address: 115 Elder Street, Lambton Tel. No.: 02 49526599
Occupation: Paediatric Neurologist STATES: -
1. This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in evidence,
I shall be liable for prosecution if I have wilfully stated in it

anything which I know to be false, or do not believe to be true.
2 I am 54 years of age.

3. On 12 March 1999 I completed a statement in relation to my
treatment of the late Patrick FOLBIGG. I also arranged for my
entire original medical file relating to Patrick FOLBIGG to be
forwarded to Detective Bernie RYAN at Singleton, as requested by

a Coroner's Order.

4. As a result of a request by Detective RYAN, I am prepared to
add further to my original statement. About 10.30am on 13
February 1991 I was working at the Mater Hospital in Newcastle
when I was called to the Casualty Department where I saw Hospital
Staff performing CPR on a small child who I recognised as Patrick
FOLBIGG. During the resuscitation aﬁtempts it became clear to me
that Patrick had died and there was n@ point in further attempts
at resuscitation. I then discussed with Mr and Mrs FOLBIGG who
were in the room watching the attempts, that I felt that it was
futile to continue resuscitation. The parents agreed to cessation

of resuscitation

t /ﬁ%s which took place immediately.

B

Witness:

I
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Page No: 2 P.190A.
STATEMENT (contlnued) in the matter of: Patrick FOLBIGG

———— Name: Ian Arthur WILKINSON

5. During the resuscitation attempts I examined Patrick. His
appearance at the time was consistent with a patient who had
suffered ésphyxiation. At that time I knew that Patrick had
suffered from epilepsy in the past and felt that on this occasion
he could have experienced an epileptic fit which had resulted in
obstruction of his airways, asphyxia with consequent cerebral

anoxia and subsequent death. At that moment there appeared to be

no suspicious circumstances. According to the Hospital records
Patrick was pronounced dead at 10.40am that day by Doctor Chris
Walker.

6. At this stage I do not recall signing a death certificate

relating to Patrick's death. On 8 October 1999 Detective RYAN
showed me a copy of a death certificate Reference 101831/... which
lists my name as being the Doctor who certified the causes of
Patrick's death. The handwriting on this certificate is not my
own and there is no signature attached. I am not saying that I
did not complete a death certificate in relation to Patrick but I
do not recognise the one shown to me. It is possible that this
document is a handwritten copy of the original. I see it 1is
annotated by Maree BELL who is the Medical Record Librarian at the
Mater Hospital.

7 At the time of Patrick's death I saw no evidence of foul play
and it did not appear necessary for the police to be notified. I
was satisfied with my diagnosis, however after becoming aware that
a further two of Patrick's siblings have died since, I have doubt
in my mind. I still believe that\ Patrick could have been
asphyxiated but I have doubts that it was as a result of an
epileptic fit. I must stress that I cannot positively rule out
that an epileptic fit did cause the asphyxiation. Other causes of

asphyxia must now be considered in light of the other deaths in

) Llota
;! ~
Signature: '

Witness:
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P.190A.

" the fémily I would not have 1ssued a death certificate if
Patrick's death had been preceded by ‘the death of three of his
siblings. A//

Witness: Signature:
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EXPERT CERTIFICATE in the matter of: Death of Patrick FOLBIGG
Place: John Hunter Hospital Date: 18.1.2000

Name: Christopher WALKER
Address: C/John Hunter Hospital Tel.No: 02 49213000

Occupation: Medical Practitioner STATES : -

EXPERT CERTIFICATE
Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence which
I would be prepared, if necessary, to give in court as a witness. The
statement is true to the best of my knowledge and belief and I make
kit knowing that, if it is tendered in evidence, I shall be liable to
)prosecution if I have wilfully stated anything which I know to be

false or do not believe to be true.
2. I am 49 years of age.

3. I hereby certify:

My full name is Christopher WALKER

My contact address is C/John Hunter Hospital

I have a specialised knowledge based on the following training, study
and experience:-

I completed the Bachelor of Science (BSC) at Sydney University in
1974, Bachelor of Medicine and Bachelor of Science (MBBS) at the
Sydney University in 1978. I was elected a Fellow of the
Australasian College for Emergency Medicine (FACEM) in May 1996. I
am currently employed as a Specialist Emergency Physician at the John

Hunter Hospital.

4. At 10.20am on the 13th of February 1991, I was practicing
emergency medicine as Director of the Emergency Department at the
Newcastle Mater Hospital. I was on duty when an eight month old male
infant was brought to hospital by the New South Wales Ambulancq

Service. From the pre-hospital ambulance report and speaking with

See Continuation Sheet ...
Signa
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EXPERT CERTIFICATE (Continued) Page Nop: 2
In the matter of: Death of Patrick FOLBIGG

Police -v-

Name of expert: Christopher WALKER Date: /¢ /- Pcoo

a parent of the child (probably the mother) I obtained the following
history:

The child had been found by the mother sometime prior to the
ambulance being called that morning. I was told that Mrs FOLBIGG had
then called her husband at his work in Kotara and had also called a
consultant Paediatric Neurologist, Dr Ian WILKINSON. I was also told
that Mr FOLBIGG had driven from his work place in Kotara to their
home in Mayfield and had commenced bystander CPR. I was told that
this had occurred prior to the arrival of the New South Wales
Ambulance Service at the child's home at 10.10am. The ambulance
officers reported to me that on arrival at the home they found the
child to be pulseless and not breathing. The child was reported by
the ambulance officers as peripherally cyanosed. The child was also
reported to have warm skin temperature. Basic life support was
continued by ambulance officers. Bag mask ventilation with oxygen
and external cardiac compression was performed until arrival at the

Hospital at 10.18am.

5. I examine the child on arrival at hospital. The child was not
breathing and receiving ventilator support with oxygen by hospital
emergency staff. The child was placed on an ECG monitor. The
nonitor showed asystole. Resuscitation continued, a 4.5 millimetre
fhoncuffed endotracheal tube was placed in the child's airway.
Through this tube one ml of 1:10,000 solution of adrenalin diluted
to 10mls was given. External cardiac compression was continued.
Intravenous access was obtained and the child was given a total of
three doses of .5 milligrams each of adrenalin intravenously.
Following the adrenalin the patient developed a broad complex agonal
rythym on the ECG monitor which was not maintained. No cardiac
output evidenced by a spontaneous palpable pulse was noted at any
stage. Resuscitation ceased after twenty minutes and death was

pronounced by me at 10.40am on the 13th of February 1991.

Witness: /;7 Signature;
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EXPERT CERTIFICATE (Continued) Page No: 3
In the matter of: Death of Patrick FOLBIGG

Police -v- _ .
Name of expert: Christopher WALKER Date: 78/ ~¢== Yz

7/

6. Following the child's death, I interviewed the child's parents
in the presence of medical and nursing staff from the Mater Hospital.
I then made contemporaneous medical notes in the child's medical
record. I noted that Dr Wilkinson indicated an intention to sign a
cause of death certificate. I obtained permission from Mr FOLBIGG

for an autopsy to be performed on their child Patrick FOLBIGG.
EXHIBIT: I NOW SEEK TO PRODUCE CONTEMPORANEOUS NOTES.

7. It is my opinion that Patrick FOLBIGG suffered an asystolic
/cardiac arrest prior to his arrival at Hospital and was not
resuscitable. I am unable to state was caused Patrick's cardiac

arrest.
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EXPERT CERTIFICATE in the matter of: Death of Patrick FOLBIGG
Police -v-

Place: Mater Hospital Date: 11.2.2000

Name: Man Kit LAI
Address: 24 Bershire Ave, Merewether Heights Tel.No: 02 49211211
Occupation: Medical Doctor (Radiologist) STATES:- ‘

EXPERT CERTIFICATE
Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence which
I would be prepared, if necessary, to give in court as a witness. The
statement is true to the best of my knowledge and belief and I make
.t knowing that, if it is tendered in evidence, I shall be liable to
prosecution if I have wilfully stated anything which I know to be

false or do not believe to be true.
2. I am 45 years of age.

3. I hereby certify:

My full name is Man Kit LAI

My contact address is Mater Hospital

I have a specialised knowledge based on the following training, study
and experience:-

MBBS (Bachelor of Medicine and Bachelor of Surgery) at the University
of Hong Kong in 1980. FRCR (Fellow of Royal College of Radiologists)
in the United Kingdom in 1985. I have been employed as a Staff
Specialist Radiologist at the Mater Hospital in Newcastle since
February 1989.

4. On Friday the 11th of February 2000, I spoke with Detective RYAN
at the Mater Hospital in relation to a patient known as Patrick
FOLBIGG. Before I go any further I would like to state that I do not

remember this patient.

S
witness: £ [ L0
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EXPERT CERTIFICATE (Continued) Page No: 2
In the matter of: Death of Patrick FOLBIGG

Police -v-

Name of expert: Man Kit LAI Date: 11.2.2000

5. Detective RYAN showed me two C.T. brain scan reports, dated the
23 October 1990 and the 5 November 1990. I recognised these reports
as being completed at the Mater Hospital on those dates after the
completion of C.T. scans. My name appears at the foot of those
reports and I recognise my signature on the report dated the 5
November 1990. This indicates that I definitely completed that
report, however I have not signed the other report. Even so, I
assume that I did complete that report also. All the C.T. scans at
that time were usually completed by me. (C.T. scan stands for
Computerised Axial Tomography and is a radiological procedure

utilising x-ray to produce images of the body.)

6. I have read what I have reported in the mentioned reports and can
say that at the time of reporting, I believed the patient was
suffering from encephalitis, possibly due to herpes simplex. From
what is recorded in the report, I believe 1 was searching for the
most likely diagnosis and this should always be considered until

excluded. I do this everyday which is my usual work practice.
EXHIBIT: I NOW SEEK TO PRODUCE CT BRAIN SCAN - DATED 23 OCTOBER 1990
EXHIBIT: I NOW SEEK TO PRODUCE CT BRAIN SCAN - DATED 5 NOVEMBER 1990

7. I have conducted a through search of the X-ray department at the
Mater Hospital and I cannot find the C.T scan films relating to the
patient Patrick FOLBIGG. I assume that these films have been

destroyed in accordance with Hospital policy.

e

‘_,Zﬁn/ﬁ,
///. ) / P
Witness: / /// Signature/(7%;
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* NEWCASTLE WATER :H1S
_ORGAN IMAGING .DEPARTMENT
~ COMPUTERISED. TOMOGRAPHY

-

_H.R.N: 0360390 .
. FOLEIGG, .Fatric

e 36 RAWSON-GTREET —22 =57 w0 -
CSEX:  Male LD 2304 4K ~~ 'R.M.0: DR I' CODPER
~~D.0.B: -03-Jun-1990 . . TIL0 VUL CWARD/ZCLINIC: 4G -

'REQ.NO: 89C001317

on 23-0ct-1990 at 11:00

CT BRAIN (pre and post contrast scans)

In the pre contrast scant there is a decrease in ziftznuation seen
in both occipital lobes, temporal loke and left fromtal lobe. The
grey/white matter differentiation is lost. Ventricular systiem not
dilated. No haemorrhage seen. Minimal widening of the peripheral

f?« cerebral sulci is seen in the frontal and the parietal lobes.

Post contrast scan with thin cuts over the posterior cranial fossa and

temporal lobe shows the hypodense areas involving both posterior

parts of the temporal lobes and occipital 'lobes. Abrmormal enhancement

demonstrated.
fluid rcollection seen.

IMPRESSION

The picture is compatible with encephalitie involving both temporal

The intra-cranial vessels are well enhanced.-No abnormal

lobes, occipital lobes and left fronmtal loke. Herpes encephzlitis has

to be considered.

Frinted 22/10/90 14:58 EINAL REPORT




TLE HATEK MISERICORDIAE
ORGAN:IMAGING DEFARTNENT
"COMPUTERISE OMOGRAPHY..

K.M.0: R951dent HELICAL OEEICER
'ZWARD/CLINIC: 48 - =

< REQ.NO: 890001356

Exams @ CB3 : gt on 05-Nov-1990°at 14130 ©
CT BRAIN (pre and pos£ contrast scans)

NO OLD FILMS FOR COMPARISON

In the pre contrast scanm there is mild generalised widening of the
subarachnoid space. Ventricular system not dilated. There is some
oy increased density seem in both occipital lobes. The grey/white matter
‘?? differentiation is intact otherwise.

In the post contrast scam witn thin cuts over the posterior cranial
fossa, the 4th ventricle is not dilated. Some zabnormal enhancement is

seen in both occipital lobes, patchy in areas and distributed in both
qrey and white matter (slice 20 - 23).

IMPRESSION

There is qeneralised loss in braim substance. The patchy enhancement
seen in both occipiial lotes could be related to the post inflammstory
changes. The high demsity seen inm the pre contrast scam may be due to
dystrophic calcification.

Frinted 06/11/9C 09:42 EINAL REPORT




EXPERT CERTIFICATE in the matter of: Death of Patrick FOLBIGG

Place: St Kilda Police Station, Victoria Date: 17 March 2000

Name: Joseph George DEZORDI
Contact Address: 11 Nottage Street, St Kilda Tel.No: 0419 258805
Occupation: Paediatrics Fellow STATES: -

EXPERT CERTIFICATE
Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence
¢ which I would be prepared, if necessary, to give in court as a

witness.

The statement is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be
liable to prosecution if I have wilfully stated anything which I

know to be false or do not believe to be true.
2. I am 38 years of age.

3. I hereby certify:

My full name is Joseph George DEZORDI

"My contact address is 11 Nottage Street, St Kilda

I have a specialised knowledge based on the following training,
study and experience:-

I trained in Medicine at the University of Melbourne, and
subsequently trained in paediatrics in Alice Springs, Newcastle,
Sydney, and Melbourne over a period of seven years. I also have
worked in general practice for an additional three years. I am
currently completing my advanced training in paediatrics at the

Latrobe Regional Hospital in Victoria.

4. About 5am on the 18th of October 1990 at the Newcastle Mater

Hospital, I was working as the paediatrics night resident. I was

//<;:7 See Continuation Sheet ... Z:J
Witness: Aﬁ; Signature: /é>7%<ﬁ2§QZLVt
/s ~
47’
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EXPERT CERTIFICATE (Continued) Page No: 2
In the matter of: Death of Patrick FOLBIGG

Police -v-

Name of expert: Joseph George DEZORDI Date:

called to an emergency in the casualty department, there I
examined Patrick FOLBIGG.

I saw a lethargic, cyanosed infant, who was responsive only to

painful stimuli.

I spoke with a woman who identified herself as the child's mother

and she informed me that Patrick had been coughing at 3.00am and

\was therefore seen by her at that time. She was then alerted

ragain at 4.30am because she heard him gasping, and she noted that
he was blue around the lips, and that he was lifeless and floppy,

and was making minimal respiratory effort.

She stated that cardio pulmonary resuscitation was not performed,

and that soon after this Patrick gave a high pitched cry.

She stated that he revived slightly when the paramedic

administered oxygen some twenty minutes later.
I proceeded to treat Patrick, and perform tests.

le was treated with oxygen administered by a Hudson mask, and I
noted that after about fifteen minutes he became more alert, and
remained pink, even when the oxygen in high concentration was not
being administered. I therefore concluded that Patrick's

condition was not likely to be due to a respiratory problem.

5. My detailed examination was generally unremarkable at this

stage:

I noted that Patrick was an appropriately grown male infant who
was arching his back. I did note that there were no signs of

upper airway obstruction or of aspiration which might conceivably

Eﬁgnature;_/é%704</ ;szzéffii;
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Witness:




EXPERT CERTIFICATE (Continued) Page No: 3
In the matter of: Death of Patrick FOLBIGG

Police -v-

Name of expert: Joseph George DEZORDI Date:

have accounted for the history given by Mrs FOLBIGG [that he had
been gasping and that he was barely breathing].

There were no signs to suggest any other serious 1illness, in

particular there were no signs to suggest meningitis.
Importantly there was no evidence of trauma or any injuries.

At that stage, by 6.00am some preliminary test results were
available. There was no abnormality in the blood tests.
Interestingly however, there was significant glycosuria in the
absence of hyperglycaemia. I concluded that this was a response
to an acute asphyxiating event. At that time I was thinking

possibly a seizure of some kind.

Also of interest is that during this early period in hospital,
Patrick vomited three times, but he had no respiratory difficulty
with these.

The Chest X ray did not demonstrate signs of aspiration or
pneumonia. [It was later reported officially, to show signs, which
could be due to bronchiolitis].

The Virological tests however, did not support a diagnosis of

bronchiolitis.
6. My conclusions at that time were:

The glycosuria suggested an acute event, possibly a seizure or an
episode of prolonged hYpoxia. The back arching at that stage had
suggested to me that he may have been cerebrally irritable.
Meningitis or other pathology involving the brain might cause

this. However, he did not have sufficient signs at that time for

Eﬁgnature:\v/4jf?a<z/ ;Zkzéyré(i-
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me to pursue a diagnosis of meningitis.

Witness:




EXPERT CERTIFICATE (Continued) Page No: 4
In the matter of: Death of Patrick FOLBIGG

Police -v-

Name of expert: Joseph George DEZORDI Date:

I recorded the details of my examination and treatment of Patrick

in the Mater Hospital medical notes.
EXHIBIT: I NOW SEEK TO PRODUCE MATER HOSPITAL MEDICAL NOTES.

7. I next encountered Patrick at 6.00am on the 20th of October
1990 in Baby's ward at the Mater Hospital. By then it was well
established that he was having frequent seizures in hospital. I
_noted that he was fitting, and that his eyes were deviated to the

right hand side.

I note that my main involvement after +this revolved around

organising tests and obtaining the results of these tests.

I recorded an entry in the Mater Hospital medical notes regarding
an abnormal CT scan result, [24th October 1990], this scan
demonstrated some pathological process involving the occipital and
temporal lobes of the brain. It was not really clear what the

cause of these unusual CT scan findings were.

My next involvement was on the 5th of November 1990, when I
rganised a repeat CT scan. I noted on the 6th of November that
this second CT scan, demonstrated abnormalities already seen on
the previous scan, but these seemed to have worsened. The cause
of this "loss.of brain substance" was not really clear to any of
the medical staff. I remember being asked by Doctor Ian WILKINSON
to send these scans to an expert radiologist in Sydney, Professor
Merl DeSilva at the Children's Hospital at Camperdown. I forwarded
these two scans and a letter to Professor DeSilva on the 16th of
November 1990.

EXHIBIT: I NOW SEEK TO PRODUCE LETTER DATED 16/11/90.

In the afternoon of Wednesday the 21st of November 1990 I
telephoned Professor DeSILVA at he Children's Hospital in



EXPERT CERTIFICATE (Continued) Page No: 5
In the matter of: Death of Patrick FOLBIGG

Police -v-

Name of expert: Joseph George DEZORDI Date:

Camperdown. I made the call from the Baby's Ward at the Mater
Hospital. I remember that Professor DeSilva spoke with a slight
accent and the conversation was similar to the following:

I said, "Have you received the CT scans?"

He said, "Yes. The changes in the CT scans are not classical of
encephalitis."

I said, "Do you think they are due to coning?"

[At that time, Doctor WILKINSON was questioning the possibility
/\that the lumbar puncture that Patrick may have caused him to have
coned]

Professor DeSilva said, "I don't think that is likely. Have you
considered child abuse?"

I said, "What do you mean??"

He said, "Such as shaking."

I don't remember asking Professor DeSilva to return the CT scans,
however it would have been my normal practice to do so. I do not

know what happened to the original scan films.

I immediately telephoned Doctor WILKINSON and informed him of what
I was told by Professor DeSilva. Doctor WILKINSON said, "We will
go and see the parents."

i considered recording the conversation which I had with Professor
DeSilva regarding the allegations of <child abuse, however I
thought that it would not have been accepted by the medical
profession as being proper. This information was only relayed by
telephone and I was stunned by the possible implications from

recording such details in hospital notes.

About 10 am the following morning being Thursday the 22nd of
November 1990, Doctor WILKINSON, Doctor Rob SMITH and I went to
the baby's ward at the Mater Hospital where we spoke with Patrick
FOLBIGG's parents. I remember that Doctor WILKINSON said to them
words to effect, "Patrick is blind and you will need to refer him
to the blind society."

Doctor WILKINSON then said, "We sent the CT scans to a Professor

ﬁ\{ \/"/V\/ )4 za,fl 78
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EXPERT CERTIFICATE (Continued) Page No: 6
In the matter of: Death of Patrick FOLBIGG

Police -v-

Name of expert: Joseph George DEZORDI Date:

in Sydney and we are not really entirely sure what the problem has
been, but the possibility of a non accidental injury or child
abuse was raised. Has there been any foul play?"

I remember both parents saying, "No."

I did not record this conversation in the medical notes, however I
note that Dr SMITH made an entry immediately after this
discussion. I have read that entry dated 22.11.90 which does not
mention the allegation of child abuse which was put to Patrick's

~_ parents.
N

‘ 4 /‘/ /7/ / M
Witness: éﬁ//f g e Signature: \\J/<>g9/7
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EXPERT CERTIFICATE in the matter of: Death of Patrick FOLBIGG
Police -v-
Place: Date: o4 3. .2o00

Name: Ian Arthur WILKINSON
Address: C/John Hunter Children's Hospital Tel.No: 0249213000

Occupation: Paediatric Neurologist STATES: -

EXPERT CERTIFICATE
Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence which

o \I would be prepared, if necessary, to give in court as a witness. The

statement is true to the best of my knowledge and belief and I make
it knowing that, if it is tendered in evidence, I shall be liable to
prosecution if I have wilfully stated anything which I know to be

false or do not believe to be true.
2. I am 54 years of age.

3. I hereby certify:

My full name is Ian Arthur WILKINSON

My contact address is C/John Hunter Children's Hospital

I have a specialised knowledge based on the following training, study

and experience:- See previous statement.

4. On 12 March 1999 and 8 October 1999 I made two statements in
relation to the treatment and subsequent death of Patrick FOLBIGG.

5. On 24 March 2000 I spoke with Detective RYAN at the John Hunter
Children's Hospital. He showed me a copy of a death certificate
number 101831. I recognised my signature on this death certificate
and that it related to the death of Patrick FOLBIGG.

EXHIBIT: I NOW SEEK TO PRODUCE DEATH CERTIFICATE 101831.

See Contin

Witness: Signature:




EXPERT CERTIFICATE (Continued) Page No: 2
In the matter of: Death of Patrick FOLBIGG

Police -v-

Name of expert: Ian Arthur WILKINSON Date:

6. Detective RYAN also spoke to me about two CT scans relating to
Patrick FOLBIGG. I have read the scan reports relating to these CT
scans, however I do not remember speaking to Doctor DEZORDI or Doctor
SMITH in relation to them. I also don't remember speaking with Mr
and Mrs FOLBIGG about the scans and the possibility of child abuse.

Witness: Signature:

86
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NEW SOUTH WALES

: : ; b ' REGISTRATION NUMBER
BIRTHS, DEATHS AND ‘MARRTAGES RfGISTRATIO_N ACT 1995

SO S S 117019/1992
‘BIRTH CERTIFICATE L
 .'1‘. FE v .
Family Name | FOLBIGG :
Christian or Given Name(s) SARAH KATHLEEN
sex Female
Date of Birth 14 October 1992
Place of Birth John Hunter Hospital, New Lambton Heights
2 MOTHER :
Fami ly -Name FOLBIGG
Maiden Family Name MARL]BOROUGH
Christian or Given Name(s) KATHLEEN MEAGAN
Occupation SALES ASSISTANT
Age 25 years - \ :
Place of Birth B MAIN,NEWSOUTH WALES
3 FATHER : T
Family Name FOLBIGG o B
Christian or Given Name(s) | CRAIG GIBSON
Occupation . "SFRYICE' MANAGER
" Age 3E'X§]ars ‘ e Eo el s wBE iR
} * rlace ot sirn | NEW LAMBTON, NEW SOUTH WALES'

4 WARRIAGE OF PARENTS : : e e v
Date of Marriage 05 %{:}ptember 1987 - \ .
Place of Marriage NE CASTLE, NEW SOUTH WALES: ' .+~ N

5 PREVIOUS CHILDREN OF RELATIONSHIP ' -
'CALAB G. DECEASED. . =
PATRICK A. DECFASED

6 INFORMANT(S)
’ Name
Address

C. FOLBIGG

9 DOWER CLOSE,
THORNTON 2322
Father

7 REGISTERING AUTHORITY

Name B. A. Flett, Principal Registrar
Date 27 October 1992

8 ENDORSEMENT(S)
Not any

Before accepting copies, sight unaltered original. The original has a coloured background.

REGISTRY OF BIRTHS I hereby certify that this is a true copy of particulars recorded in a
DEATHS AND MARRIAGES Register in the State of New South Wales, in the Commonwealth of Australia:

Registrar %

88

SYDNEY 17 Jan 2000




JOHR HURTER HOSPITAL PERINATAL DATABASE

Early Childhood Clinic Report - To be forwarded to the District Clinic with signed consent
or Place this sheet in the Baby’s Personal Health Record

Surname: FOLBIGG First names: KATHLEEN MEGAN

MRN: 472487 Date of Birth: 14/06/67
Address: 9 DOWER CLOSE, Marital status: married
THORNTON 2322. Born in: Australia

Telephone: 664489
'AQHJSSION: Adnitted at 04:20 on 14/10/92. From: booked JHH - Privatg. Gestation: 39 weeks
HISTORY: Age; 25. Gravida 3 Para 2. Neonatal deaths 2. The last pregnancy occurred in 90.
THIS PREGNANCY: EDC 15/10/92 by US Scan before 22 weeks. Antenatal care by a specialist obstetrician from
8 weeks gestation. There were 1 admissions to hospital in the antenatal period. Early bleeding -

single episode at <12 weeks. Threatened premature labour.

Tests: Blood group A positive, Blood group antibodies Nil, Rubella immune, Hepatitis B surface antigen
negative, Syphilis serology negative.

Labour Onset: Commenced spontaneously at 03:30 on 14/10/92.

Course: No drugs or analgesics were used. Anaesthesia -’perineal infiltration with local anaesthetic.

DELIVERY: First stage 2 hours, 0 minutes. Second stage 13 minutes. Presentation vertex OA. Baby delivered
by spontaneous maternal effort by Specialist Obstetrician (DR. HOLLAND).

THIRD STAGE: The mother sustained a 1st degree tear. Placenta delivered by cord traction - complete. Third
stage 3 minutes with Syntocinon. Total estimated blood loss 150 ul.

INFANT: Singleton liveborn FEMALE at 05:43 on 14/10/92 Birthweight was 3020 gms and head circumference
34.5 cms. Place of Birth = Hospital (JHH). Baby was discharged home on postnatal day *.

LOCAL DOCTOR: Dr MARLEY, KING STREET, NEWCASTLE 2300.

Blood sample for metabolic test (Guthrie) collected on _JtZ/lifZ/ f?ié- Baby was breast/bottle feeding on discharge.
Weight of baby at discharge = 2?543 grams (bare) or 3 22J grams (clothed - no shawl).

Postnatal Problems (Mother or Baby) e

Special Follow-up Clinic on__/__/  at an/pn
I HEREBY GIVE PERMISSION FOR THIS INFORMATION TO BE SENT TO THE EARLY CHILDHOOD CENTRE.

Hother’s signature: ‘<§“§;:<:Si\}¥,_4 <= Date:
T2
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'NEW SOUTH WALES
) BIRTHS DEATHS AND MARRIAGES REGISTRATION ACT 1995

DEATH CERTIFICATE

" REGISTRATION NUMBER
28534/1993

- DECEASED Fam1ly Name
= Chrlstlan or G1ven Name(s)

Date of Death

.Place of Death

" Sex and Age

Place of Birth

Period of Residence in'Australia
Place of Residence

Usual Occupation
Marital Status at Date of Death

FOLBIGG

Sarah Kathleen

30 August 1993

9. Dower Cl; Thernton

Female 10 months

New Lambton Hexghts, NSW
Life

9 Dower Cl

Thornton 2322

2 MARRIAGE(S) Place of Marriage
Age when Married

Full Name of Spouse

]'3 CHILDREN
23 names and ages

In order of birth.~

I -
4 PARENTS Father’s Name |  Craig Gibson FOLBIGG
. Mother’s Name Kathleen
Mother’s Maiden Family Name “MARLBOROUGH .
5 MEDICAL Cause of .Death : Sudden: infant ‘death syndrome
¢ and Duratlon of’ last 1llness‘ i o
Y o Inquest dispensed wWith at East Mai
Name of Certifying Medical J.D. Harwood, Coroner .
Practitioner or Coroner -
6 BURIAL or CREMATION Date 02 September 1993
Place NewWcastle Crematorium
7 INFORMANT Name C.G. Folbigg
Address 9 Dower Cl
Thornton 2322
Relationship to deceased Father
8 REGISTERING AUTHORITY Name B. A. Flett, Principal Registrar
Date 15 September 1993
9 ENDORSEMENT(S) Not any

Before accepting copies, sight unaltered original. The original has a coloured background.

REGISTRY OF BIRTHS lhquWMWmmmmmaumcwympmmmmmmmkdma
DEATHS AND MARRIAGES Register in the State of New-South:Wales, in the Commonwealth of Australia
SYDNEY 17 Jan 2000 Registrar
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Doa D/f//‘??.%‘ I
P79A Frio - Ara i ﬁéa.\.\;f’
REPORT OF DEATH TO CORONER

EY
-

NOTE: : .

m This form should be prepared in quadruplicate in all cases where a death Maitland Police Station
isrcpoﬂcdetCm.T}zornglnndlwooopius}mldbc{orwudcd ;
10 the Coroner. All statements in duplicate should be lodged with the North Region
oroncr no later than 28 days afier recerpt of inquest noace. 30 AUgUSf 19 93

(2) The fu:! name and sddress of all parsons and the registered number
of all mowor vehicks concaned should be indicated.

The Caroner, East Maitland

Morgue Register/Book No. )
Sarah Kathleen FOLBIGG F 11 mont!

Death of Sexz Age: B
(Chnsnan Namec) (Surname)
Address 9 Dower Close Thornton 2322 Marital State single

Time and Date of Death 1+ -30am Monday 30 August 1993
9 Dower Close Thornton 2322

Place of Death "
By whom found Kathleen Megan FOLBIGG Address 9 Dower Close Thornton 2322
thmnmpmwdeMkeDeborah MARTIN Address Beresfield Ambulance Kendall S

.y whom last:seen alive Kathleen Megan FOLBIGG Ald 9 Dower Close Thornton 2322

When last seenalive _12-12.30am Monday 30 August 1993

Time and date reported to Police _2-45am Monday 30 August 1993
Australia

Deceased a native of (Country)
Occupation child

(If pensioner state type and authontes informed )

Name and Address and Telephone No. of nearest relative Kathleen Megan FOLBIGG and Craig Gibson
FOLBIGG of 9 Dower Clse Thornt OMRejationship to Deceased PN .049-664489. Parents.

Name and Address of identifying person  ,Jobn Francis FOLRIGG (uncle)
Method of Identification (Visual, Dental, F/prinis) Visual.
Chain of Identification ( i.e. Relative or Friend (name) o Police (name) to other Police (name)] Relative John Francis

FOLBIGG to police Senior Constable SAUNDERS.

Crirninal Charges Preferred (Yes/No) - Details No
Property and clothing found on and with deceased

.scellaneous Property Book Reference
How Property and clothing disposed of and on whose authoricy

Narrative of circumstances under which death took place. - The child is the families 3rd natural
child. The previous 2 both beings SIDs victims within the past 5 years. The
child had been in good health apart from of flu or cold type virus which

had been treated by Dr Chris MARLEY of King and Perkins St Newcastle with
prescription 'Flopen 125' 125mg/5ml (Flucloxacillin) prescribed on 180893 an
last taken by the child about 26 or 270893 course not completed. The child
had been an electronically monitored high risk SIDs candidate but not monito
ed for about the past week. The child was eating normally all foods similar
to parents and last ate about 5.30pm 290893. The child was put to sleep in «
single bed in the parents bedroom about 9pm 290893. Parents went to be abou!
9.30 or 10pm and child seen to be snoring. The mother heard the child turnin
over in its sleep about 12 or 12.30am 300893. The mother got up to toilet at
1.30am 300893 and could not hear the child breathing, turned on the bedroom
light and saw that the child had blue colour to skin on face and a dischage
from the nose. The mother roused the father who commenced CPR, ambuldnce fron

Bere &) 2T E =) Gy 1 =) 2 4 . .
_ ed e.un vy Ha fn';clld S.C.SAUNDERS.
If any previous illness, and deceased seen by doctor, parnculans should be o ’ Prmt Name) l"/—\\
given. Where treated by a doctor a note should be obtained giving paruculars Sc;n.fof Tonstable
of treaomnent of such doctor. If died wathin 24 hours of Anaesthauc - Forms A Rank:
and B required from hospital xnd indicated at the stant of the Namanve. —_ .
Annual leave _ 260993-091093. 91

%:1293= 101293
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ROYAL PRINCE ALFRED HOSPITAL

Patient No: (2247)0045824 \
NSW INS FORENSIC MEDICINE
PO BOX 90 j Name : FOLBIGG, SARAH
GLEBE NSW 2037 6 Sex/Age: FEMALE UNKNOWN  UNK
Requested by: HILTON Location: NSW FORENSIC MED

DEPARTMENT OF MICROBIOLOGY
v_ Drs Bgnn,v_l{ap_pagoda & Macleod Enquiries: 51_6 8278 y

Virus

MB-93-53691
RECEIVED: 31AUG93. 1458

 REPORT WILL -

' BE ISSUED UNLESS GR( T 2 WEEKS.

31AUGY3

_.COLLECTED,;02SEP93

MODERATE COLIFORMS OF 3 COLONIAL TYPES

MB-93-54260 COLLECTED: 02SEP93
RECEIVED: 02SEP33 1109 .

FINAL REPORT

PROFUSE COLIFORMS OF 2 COLONIAL TYPES

MICROBIOLOGY
Printed: 13SEP93 0904 *** End of Report #*#** Page: 1




ROYAL PRINCE ALFRED HOSPITAL
//f . Patient No: (2247)0045824 ‘\\

NSW INS FORENSIC MEDICINE

PO BOX 90 Name : FOLBIGG, SARAH
GLEBE NSW 2037 Sex/Age: FEMALE UNKNQWN  UNK
Requested by: HILTON Location: NSW FORENSIC MED

DEPARTMENT OF MICROBIOLOGY

- -Drs Benn, Kappagoda & Macleod. . Enqunrles 516 8278

Virus

 MBZ93-53691 - * COLLEGTED: 31A0GY
RECEIVED

: 31a

- MB-93-54258

MODERATE COLIFORMS O

OLONIAL TYPES

TISSUE/BIOPSY CULTURE MB-93-54259 COLLECTED.;02SEP93

LARGE INTESTINE

MODERATE COLIFORMS OF 3 COLONIAL TYPES
- MODERATE ' ENTEROCOCCUS' E'AECALIS
MODERATE DIPHTHEROIDS"

TISSUE/BIOPSY CULTURE MB-93-54260
SOURCE TISSUE
SMALL INTESTINE

 COLLECTED:02SEP93
RECEIVED: 02SEP93 1109. . .

FINAL REPORT

PROFUSE COLIFORMS OF 2 'COLONIAL TYPES

Page:

MICROBIOLOGY
\_ Printed: 21SEP93 0327 *** End of Report *** 1 4//)
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Sarah Kathleen FOLBIGG PM93/1673 (EJ)

CORONERS ACT, 1980 -

NSW INSTITUTE OF
FORENSIC MEDICINE

132-50 PARRAMATTA ROAD
’F}CCEiVED O BOX 90
="

LEBE NSW 2037
*HONE (02) 660 5977
F?X (02) 552 1613

U u‘_ld HEV RV

Name: Sarah Kathleen Folbigg | o .‘
COROHERS ccz..--lu‘l
PM Number: 93/1673 -

I, John Millar Napier Hilton, a registered medical practitioner, practising my profession
at the New South Wales Institute of Forensic Medicine in the State of New South Wales,
do hereby certify as follows:-

At 0800 hours, on the 31st day, of August 1993 at Sydney in the said State, I made a post
mortem examination of Sarah Kathleen Folbigg.

The body was identified to J. Mullan of the New South Wales Institute of Forensic
Medicine by Const Saunders of Maitland Police Station, as that of Sarah Kathleen Folbigg
aged about 11 months.

The body was identified to me by the wristband marked E.45824

The forensic assistant in this case was Mr. S. Bannister.

A JOINT USE FACILITY OF

1 NSWHHEALTH

rrrrrrrrrr

> The University

w of Sgczcy



" Sarah Kathleen FOLBIGG PM93/1673 (EJ) -

Upon such examination I found:-

WEIGHTS:

Body weight 9.44 kgs
Brain 965 g
Heart 54 g
L.Lung 68 g
R.Lung 92 g
Liver 394 g
L.Kidney 34 g
R.Kidney 34 g
Spleen 32¢g
Stomach & contents 80 g
Thymus 42 g
Thyroid 4g
Crown heel 71 cm
Crown rump 47 cm
Chest 45 cm
Head circumference 45.5 cm

EXTERNAL EXAMINATION

The body temperature was 259 by the rectal route on admission to the Mortuary at 11.00
am on 30/8/93.

Rigor mortis was generalised.

Gravitational lividity was present in the posterior dependent distribution.

There was a minor degree of lividity present on the right side of the face with blanching
of the left cheek and the left side of the forehead.

There was a surgical device issuing from the right knee.

A 1.5 cm scratch was present on the antero lateral aspect of the right upper arm.
Palmar skin creases normal.

Planter skin creases normal.

The body was that of a well nourished clean Caucasoid female.

There was minor abrading and drying of the lips.
The frenula were normal.
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" Sarah Kathleen FOLBIGG PM93/1673 (EJ)

There were two tiny punctate abrasions present one immediately below the lower lip on
the left side, the other slightly to the left side of the midline of the chin.

INTERNAL EXAMINATION:

The skull and membranes appeared normal.

The brain appeared normal on external examination and has been retained intact for full
formalin fixation to be examined and reported on by the Department of Neuropathology.
Portion of higher cervical cord taken.

Middle ears were normal.

CSF was clear.

Tongue was in mouth.

Fauces were normal.

The uvula although of normal proportions appeared somewhat congested/haemorrhagic in
its anterior surface.

When viewed at postmortem it was placed anterior to the epiglottis producing an
obstructive element in the airway.

The epiglottis itself appeared relatively normal.

There was gastric content present in the trachea and major bronchi.
The larynx, trachea and major bronchi themselves appeared intrinsically normal.

Thoracic cavity:

Layers of the pleura separate.

No pleural effusions present.

Both lungs showed focal areas of collapse of a geographic pattern.
There was an occasional petechial haemorrhage present.

There was minor congestion and minimal oedema.

Pulmonary circulation appeared unimpaired.

The heart was normal in size shape and location.

Layers of the pericardium separate.

No pericardial effusions present.

There was a very occasional petechinum mesenterypresent on the epicardium.

Atria normal.

Intra atria septum was intact and the foramen ovale was firmly closed.

There was the usual cribriform multi focal pro patencies in the intraventricular septum.
The ventricular myocardium appeared normal.

Leaves and cusps of the various valves were healthy.

The great vessels were healthy and normally formed and distributed.

The thymus was normal in size shape and location.

There was an occasional petechial haemorrhage on the surface and within the substance of
the gland.
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" Sarah Kathleen FOLBIGG PM93/1673 (EJ)

Abdominal cavity:

Layers of the peritoneum separate.
No free intra peritoneal fluid found.
Abdominal organs were in the usual locations.

The stomach contained a moderate quantity of curdled milk ? eggwhite. It has been
retained intact for examination in the Division of Analytical Laboratories.

Duodenum, Small and large intestine healthy.

Healthy appendix present.

Liver appeared normal on external examination and on serial sectioning.

The gall bladder was thin walled and contained a tiny quantity of brownish bile.
No calculi present.

Bile ducts appeared patent.

Pancreas appeared normal on external examination and on serial sectioning.
Spleen was normal in size shape and location.

Serial sectioning revealed no abnormality.

There was modest cervical and mesenteric lymph node enlargement.

Bone marrow appeared to be of normal cellularity and distribution.
Suprarenals normal in size shape and location.

Serial sectioning revealed no abnormality.

Kidneys normal in size shape and location.

In each case the capsules stripped readily revealing a smooth surface.
On coronal sectioning normal internal architecture was observed.
Pelves and ureters normal.

Bladder was normal and empty.

Genital organs were juvenile.

Bones, joints, skeletal muscles:
No abnormality detected.
Specimens retained:

Relevant tissues for histological examination.

Blood, liver, stomach and contents, bile to toxicology.
Representative samples for microbiology.

Spleen for D.N.A.

Liver for biochemistry.

Vitreous humor & CSF for biochemistry.,
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" Sarah Kathleen FOLBIGG PM93/1673 (EJ)

PATHOLOGY SUMMARY

1.

2.

FOCAL PULMONARY COLLAPSE
MODEST PULMONARY CONGESTION AND MINIMAL OEDEMA

OCCASIONAL PETECHIAE ON PLEURA, EPICARDIUM AND ON AND IN
THYMUS

CONGESTED ? HAEMORRHAGIC UVULA LYING ANTERIOR TO THE
EPIGLOTTIS

ASPIRATION OF GASTRIC CONTENT (?ARTIFACTUAL)

In my bpinion, based on what I have observed myself, my experience and training,
and the information supplied to me:

A.

B.

Time and date of death:  1.30 am 30/8/93
Place of death: 9 Dower Close Thornton
Cause of death:
1. DIRECT CAUSE:
Disease or condition directly leading to death:
(a) S.I.D.S.
ANTECEDENT CAUSES:

Morbid conditions, if any, giving rise to the above cause, stating the
underlying condition last:

(b)
(c)

2. Other significant conditions contributing to the death but not relating
to the disease or condition causing it:
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STan AN

Sarah Kathleen FOLBIGG
TO THE STATE CORONER,

SYDNEY

(Date) 25TH hOVEMBER, 1993
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" Sarah Kathleen _FOLBIGG PM93/1673 (EJ)

Microscopic examination:
Sarah Kathleen Folbigg PM 93/1673

Sections of uvular shows marked vascular congestion particularly of the pharyngeal aspect
adjacent to the-base.

One section of larynx shows a light mixed lymphocytic inflammatory infiltrate deep to the
respiratory epithelium.

Section of salivary gland shows two small acute inflammatory foci in the interstitium
No viral occlusions were seen.

Tongue was normal.

Section of diaphragm including central tendon shows two foci of individual muscle
fibrillary degeneration.

Section of spleen shows focal congestion.
Section of liver shows some vesiculation of hepatic nuclei.
Sections of adrenal were normal.

Sections of kidney shows some medullary congestion only.
Interstinal section shows autolysis only.

Section of parotid is normal.

Section of pancreas is normal.

Section bf thyroid is normal.

Section of tonsils shows debris within the crypts.

Section of lymph nodes shows area of reactive change.
Section of thymus normal.

Section of heart were normal.

Section of lungs show some congestion and oedema.

In one section there is a light interstitial acute inflammatory infiltrate which could be seen
around the occasional bronchiole.

Further section of lung shows multiple polymorpho nuclears within the lymphoid deposits
and again some interstitial infiltration.
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Sarah Kathleen FOLBIGG PM93/1673 (EJ).

DEPARTMENT OF HEALTH NSW
INSTITUTE OF FORENSIC MEDICINE

42-50 Parramatta. Road
PO Box 90

Glebe NSW 2037
Phone (02) 660 5977
FAX: (02) 552 1613

Name: Sarah Kathleen FOLBIGG

PM NO: 93/1673

Macroscopic Description of Brain:

The brain is examined after fixation in formalin. The dura mater and dural sinuses are
normal. The leptomeninges are thin and transparent. The vessels at the base of the brain
have a normal architectural pattern with no atheroma. The external surface of the
cerebrum, cerebellum and brainstem appears normal. The cranial nerves appear normal.

The cerebrum is sectioned in the coronal plane in 10 mm slices. No abnormalities are
seen on the cut surfaces of the cerebral cortex, hippocampus, white matter, basal ganglia,
diencephalon, or ventricles.

The cerebellum is sectioned in the sagittal and parasagittal planes. No abnormalities are
seen on the cut surfaces of the cerebellar cortex, white matter, or dentate nuclei.

The brainstem is sectioned in the transverse plane in 5 mm slices. No abnormalities are
seen on the cut surfaces of the midbrain, pons or medulla oblongata.

Macroscopic Diagnosis:

Normal brain.

Microscopic Brain Examination

Sections from brain stem and cerebrum shows no abnormalities.
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Sarah Kathleen FOLBIGG

Microscopic D_iagnosis

Normal Brain.

PM93/1673 (EJ)

R Pamphlett
NEUROPATHOLOGIST
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Expert Certificate in the matter of : the death of Laura Elizabeth FOLBIGG

Place Adamstown NNSW, ~ Date: 09.03.99

Name : Christopher George Marley

Address : 24 Morgan St Tel. No:02 49528283
Adamstown 2289

Occupation : Medical Practitioner / General Practitioner . STATES:-

EXPERT CERTIFICATE
Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence which I would be
prepared , if necessary, to give in court as a witness. The statement is true to the best of
my knowledge and belief and I make it knowing that , if it is tendered in evidence, I
shall be liable to prosecution if I wilfully stated anything which I know to be false or
do not believe to be true.

2. I am 41 years of age.

3. I hereby certify:

My full name is Christopher George Marley

My contact address is 24 Morgan St Adamstown 2289.

I have a specialised knowledge based on the following training, study and
experience :-

In 1980 I graduated with a Bachelor of Medicine and Surgery with Honours from
the University of NSW.

In 1998 I attained the Fellowship to the Australian College of General Practice .

Between 1981 to 1986 1 worked as a resident medical officer and a medical
registrar of a number of NSW Public Hospitals and in Swansea , United Kingdom .

From 1986 until to date I have worked as a General Practitioner in a number of
General Practices as a vocationally registered General Practitioner.
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4. 1 have examined Kathleen Megan Folbigg [ d.o.b 14.06.67] on the 8.7.87,27.11.87,
12.01.88 ,19.01.88 ,23.02.90,12.11.90, 27.12.90,08.01.91,15.07.91, 17.01.92 , 07.02.92 ,
06.01.93 ,24.09.93 ,11.05.94 . Mrs Folbigg was last seen at the General Practice I worked
at that time was on the 18.01.95 by Dr S. Crawley.

During these visits Mrs Folbigg was treated for hand dermatitis, contraception,
pregnancy diagnosis, back pain ,gynaecological problems, ear pain and on the 24.09.93
counselling about Sarah Folbigg’s death .

I have examined Master Patrick Folbigg [ d.o.b. 03.06.90 ] on the 24.09.90, 03.11.90
,12.11.90,27.12.90 and the 25.01.91.

I saw Patrick for vaccinations ,mild viral infections, and mild childhood illnesses .
His last visit to me was on the 25.01.91 , this visit was for scripts, and for treatment of
a fungal skin rash. Patrick had been under the care of a paediatric neurologist , Dr Ian
Wilkinson for a seizure disorder and visual disturbance secondary to an occipital infarct.

I have examined Sarah Folbigg [ d.o.b. 14.10.92 ] on 04.03.93,17.03.93 ,20.05.93 and
on the 16.06.93. Sarah was last seen at King ST Group Practice on the 26.08.93 .

During these visits Sarah was given 3 of her childhood vaccinations , treated for a
viral infection of mild severity ,and for a fungal skin rash. On the 26.08.93 she was
seen by Dr Peter Hopkins for a croupy cough. This was her last recorded visit at this
practice.

I have no recollection of ever meeting or treating Laura Folbigg.

When collecting the medical records from the practice I used to work at I did not
receive any records pertaining to Caleb Folbigg .In my opinion this was because he died
before attending this practice as he was only 19 or 20 days old when he died.

5. Based wholly or substantially on the above knowledge ,1am of the opinion that

1. To loose four children to SIDS must be devastating to the family and must be
regarded as an extremely rare event in the world.

2. My consultations of the Folbigg children, Sarah and Patrick were typical of many
other consultations with children of the same age. The only difference being Patrick’s
visual problems and seizure disorder.[ both problems though related are rare in General
Practice .] .

3.1 saw no sign of neglect on either child.

4. Mrs Folbigg impressed me as a caring and concerned parent as did her husband
Craig.

5. Mrs Folbigg and Mr Folbigg never gave me reason to suspect that either person
had a significant psychiatric disorder.[ my last recorded consultation with Mr Folbigg was
on the 28.11.89.]

6.0n 20.12.93 Professor J. M. N. Hilton[ director of the N.S.W. Institute of Forensic
Medicine] felt Mr Folbigg may suffer from Obstructive Sleep Apnoea .

Witrless&% W Signature Q/M/Z——
JA Harp ’
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New South Wales Police P.190
v3.0
STATEMENT in the matter of: Place: Coffs Harbour
Police Station
Date : 8 October 1999

Name: Deborah Ann MARTIN

Address: 23 Clarence St, Port Macquarie 2444 Tel. No.: 0265 838010

Occupation: Ambulance Officer STATES: -
1. This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in evidence,
I shall be liable for prosecution if I have wilfully stated in it

anything which I know to be false, or do not believe to be true.

2. I am 36 years of age.

3. My date of birth is the 29.4.63.

4. I have been employed by the New South Wales Ambulance
Service, since 1984. I currently hold the title of Quality
Manager. I am currently on Maternity Leave. My duties, as

Quality Manager, include managing programs for the Ambulance

Service and the movement towards accreditation.

5. When this incident happened, I was the Station Officer at the
Beresfield Ambulance Station. There were four other Ambulance
officers, employed at Beresfield. As Station Officer, I was

responsible for the overall managing of the Ambulance station. I

was the most senior Ambulance Officer at that station.

6. At the time of this incident, I had completed a 10 week
course in Advanced Life Support and I had a degree in Health

Science, from the Charles Sturt University, Bathurst.

Witness: e Signature: A\ﬁsggﬁ»Aaﬁtjb%%ij
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Page No: 2 P.190A.
STATEMENT (continued) in the matter of:
Name: Deborah Ann MARTIN

7. About 1.25am on the morning of the 30.8.93, I was called to
this incident, by the Ambulance Controller in Newcastle, via the
phone at Beresfield Ambulance Station. The Controller told me
that the job, involved a possible Sids death ( Sudden Infant Death

Syndrome ), involving a young child.

8. About 1.30am, I arrived at the residential premises of 9

Dower Close, Thornton. I was a single unit Ambulance officer.

9. When I first arrived at the premises, the interior 1lights
were on. I couldn’t say if there were any vehicles parked at the
house. I was met at the front door by Mrs. Kathy FOLBIGG. She
was sobbing, when I first met her. She just directed me, to the

main bedroom.

10. The house was a single storey brick house, with a tiled roof.
From the front door, there was an open loungeroom and from that
loungeroom, there is a small hallway, which leads into the main
bedroom. There was no one in the loungeroom, when I walked

through.

117. When I walked into the bedroom, I saw Mr. Craig FOLBIGG,
performing CPR ( Cardio Pulmonary Resuscitation ) on the child,
Sarah FOLBIGG, on the floor in the bedroom. From memory, Craig
FOLBIGG may have been performing CPR on Sarah FOLBIGG on the bed,
when I walked in. I then directed him to move Sarah to the floor.
This is a little bit different, to what I wrote on the Ambulance
Treatment Report Form, Case No. 604 ( ANNEXURE A ).

Witness: C;“Aﬁ/ - Signature: Jangkﬂy1QQj‘ﬂét:>

J
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Page No: 3 P.190A.
STATEMENT (continued) in the matter of:
Name: Deborah Ann MARTIN

12. There was no other person in the bedroom, when I entered,
other than Craig FOLBIGG, Kathy FOLBIGG and Sarah FOLBIGG. In
that room, there was a double bed, which appeared to have been
slept in, as it was unmade. There was no baby’s basinet or cot,
in that room. From what I can remember, Craig and Kathy, never

said anything, when I first entered the room.

13. It appeared to me, that Craig was performing CPR, properly on
Sarah, when I walked into the bedroom. I had to return to the
Ambulance vehicle to collect more equipment, because I was a
single unit officer. When I was out at the vehicle, I called in
a Code 2, on the Ambulance radio. This means Cardiac Arrest, so
that the Controller can dispatch another Ambulance team, to the
scene. I was only out of the bedroom for a couple of minutes.
When I left the bedroom, Craig was performing CPR and Kathy,
that’s what I called Mrs. FOLBIGG, was hovering, around him and
Sarah. There didn’t appear to me, to be any tension, between

Craig and Kathy, when I was present.

14. When I returned to the bedroom, Craig was still performing
CPR and Kathy was still standing there, next to him. I couldn’t

get any IV ( Intravenous ) access, to either Sarah’s arm or leg,

so I inserted an Intra Osessous ( Needle ), into the proximal
aspect of her tibia ( Leg ). I can’t remember which leg, I put it
into.

15. Sarah was approximately a 10 month old baby. She was fully
clothed. She had one of those little Bond brand ski suits on.
When I first saw her, she was Cynosed around the mouth ( Meaning
she appeared blue in that area ) and she had mucus and vomit in

her mouth. She wasn’t breathing.

Witness: C;*’7*”’” Signature: }£>€&5QKV4GQ,J J{%Li>
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Page No: 4 P.190A.
STATEMENT (continued) in the matter of:
Name: Deborah Ann MARTIN

16. I gave Sarah Adrenaline and Hartmanns fluid. Adrenaline is
for the heart, to basically kick start the heart and the Hartmanns
is for fluid replacement, to push the drugs through. I gave Sarah
four lots of 200 micrograms of Adrenaline, 1:10,000. I gave Sarah

one lot of Hartmanns, approximately 100 mils.

17. Then the paramedics from Hamilton Ambulance Station arrived.
Those officers were Louise BISHOP, whom is now ALDERSON and Robert
FOXFORD and a Trainee Ambulance Officer, Rodney AVERY.

18. They gave Sarah Calcium Chloride and Bicarbonate. These are
cardiac drugs, which I am not allowed to administer. I can“t
remember if Craig appeared upset or not at that stage, but I do

remember Kathy sobbing.

19. At approximately 2.10am, we stopped the drugs and CPR on
Sarah, because the child was Asystolic ( The child had no
electrical activity in her heart ). As far as we were concerned,

Sarah was then deceased.

20. We told Mr. and Mrs. FOLBIGG, that she had failed to respond
to the drug therapy and she was deceased. Craig and Kathy became
very upset. I then said to Mrs. FOLBIGG, "Go and get the baby
some other clothes." I removed the ski suit from the baby, for
the Police. I also said to her, "Where is the last bottle she
had? And what food did you give her?" I can’t remember what food
she mentioned, but she handed me a bottle from the kitchen and I
put it in a plastic bag, separate from the ski suit. This was
normal procedure. I gave those bags to a Police officer at the
scene. I can’t remember if he was a uniformed officer or not, or

his name.

Witness: C;“ﬁf'”_- Signature:\}cyéeﬁxy1aiJ(ﬂ{h:>

-
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Page No: 5 P.190A.
STATEMENT (continued) in the matter of:
Name: Deborah Ann MARTIN

217. I had rung the Ambulance Controller from the residence and
informed them that the child was deceased and I required the
Police. The Controller told me, that there was a lengthy delay
before the Police could arrive there and we would have to wait

there.

22. I may have taken the sheets, from the baby’s cot, but I can’t
remember. The baby’s cot was in another room. I didn’t see any
other children at the premises. I remember seeing an Apnea
monitor in the cot. The Apnea Monitor 1is 1like an electric
blanket, which the baby lies on top of, which detects when they

are breathing or not.

23. Whilst I was waiting for the Police, I had a number of
conversations, with Mr. and Mrs. FOLBIGG. I remember Mrs. FOLBIGG
saying to me, "We’ve had two other cot deaths, both were males.
One was three weeks old and the other ten months old. They think
that I have some sort of genetic abnormality in my male children,
so I am surprise that I’ve lost a girl." Craig said to me, "We’ve
recently moved Sarah from the Apnea Monitor, which we got from the
SIDS Foundation. We took her off it, because it kept alarming,

she was rolling off it."

24. TI thought that this was strange, because if it was alarming,
you would think, that they would have taken her for medical advice

or treatment.

25. After the Police arrived, we departed from the scene about
3.59%9am, to Maitland Hospital, arriving at 4.74am. I conveyed the
baby in my Ambulance to the Casualty Section, where I handed her

over, to the nursing staff.

Witness: é;““7"‘_‘ Signature:'fglg%dgéyi&ﬁJ Jf2:>

/
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Page No: 6 P.190A.
STATEMENT (continued) in the matter of:
Name: Deborah Ann MARTIN

26. In the days following the 30.8.93, I rang Mr. and Mrs.
FOLBIGG, to see if it was appropriate to drop around to get a form
signed, to prevent them getting an account for the Ambulance
transport. I went to the house, around lunch time. Craig
answered the door. I went in and gave them the form. We spoke for
a few minutes and I then left. They appeared to me, to be visible

upset, when I spoke to them on this occasion.

27. Within weeks of the job, I received a Thankyou card and

letter from the FOLBIGGS, thanking me, for my assistance.

28. It is a requirement, when you attend a job, that a Patient
Treatment Report Form is completed at the first available
opportunity. I completed this form at the scene and left a copy
at the Maitland Hospital.

29. Attached hereto, marked ANNEXURE A, is a three page copy of
that New South Wales Ambulance Patient Treatment Report Form, Case

No. 604, which I completed, in relation to this incident.

30. On the Patient Treatment Report Form, under the heading
Glasgow Coma Scale, I note an error, where I have written the
scale as 4,6,5,15. This Glasgow Coma Scale measures the level of

consciousness. This should have read 1,1,1,1.

317. I am unable to determine the body temperature of Sarah
FOLBIGG, when I first arrived at the scene.

32. In relation to the airway, I marked on the Patient Treatment
Form, vomiting NIL, which I altered at the time, to be small,

because of the mucus in the babies mouth.

Witness: C"‘-—7 — Signature: \&%& (]{09
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Uo-APR-2000 WED 15:39

FAX NO,
P. 03/03
NEW SOUTH WALES
. 1995 REGISTRATION NUMBER
1 S, DEATH MARRIAGES REGISTR: TION A
BIRT ATHS AND MARR REGISTRATION ACT 5642511997
BIRTH CERTIFICATE
¥ CHILD : =
Family Name FOLBIGG
Christian or Given Name(s) Laura Elizabeth
sex Female
pate of Birth 07 August 1997
Place of Birth Singlefon Hospital, Singlcton
2 MoTHER B
_Family Name FOLBIGG
Maiden Family Name MARLBOROUGH
Christian or Given Name(s) Kathleen Megan
Qccupation Sales Assistant
Age 30 years
place of Birth Ba main,{_\I.SW. L i
3 FATHER o i

fFamily Name FOLBIGG .
christian or Given Name(s) Craig Gibson !
oceupation < °| - Sales Manager [

Age 35 ycars

) Place of ?_ir)th _Ngwca_stl‘c, NSVVt _
g i 3940 % PR R I L x i
% MARRIAGE OF PARENTS R '
Date of Marriage 05 Septembcer 1987 L
Place of Marfiage ' Kotara, NSW RN S
S PREVIOUS CHILDREN OF RELATIONSHIP -
RO . Calab G.;deceased . =00 0 o i
A . Patrick A. deceased .
A~ o S .Sarah K, deceased .
g{-w,‘r',-l‘“i‘)y"\‘,l'; oo Loty v vt L R 2R $ o . ‘ 1 TS (N S
s oy R v :'.A_‘lv,~ '\.5 Fg e aoah o't % e v ¥ ' . N N
Nyt L HIRE B SRRt Sk g By SO

& INFORMANT(S)

vane ' |- K. FOLBIGG

\'i:ié {100 Address ! .8 Millard Cl CYRECE CO & M :'-.f'.-\}-:.‘-"'
\, : Sin%}l‘eton 2330 S
; Mother 2 .
\ 'C., FOLBIGG = B e h
. .- | $Millard CI
Gz bmﬁlcton 2330 \ . |
Father .
7 REGISTERING AUTHORITY
Name B. A. Flett RC%istrar
date 01 Septembcr 997
8 ENDORSEMENY(S) ‘ o

.1 Not any

Refore accepling copics, sight unaltercd original, The original has A coloured backgronnd.

REGISTRY OF RIRTHS 1 iereby certify that this is a Lrae copy of particulars recorded ina

DEATLHS AND MARRIAGES Register in he Stute of New South Walcs, in thc Commonwcalth of Australin

SYDNEY 04 Apr 2000 ' ) Registrar
s
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Public Health Act 1991

§

606201

9/96

Form No.

MR44/PR16

N.S.W. MIDWIVES DATA COLLECTION

HOSPITAL CODE

|Q|§2|/ |7|

Postcode

Unit Record Number I | W‘ l‘/ﬂ 'Q I#‘# |§3 17] HOSPITAL SING LA ?D/\/
(1st Name) KA L |ele v Fariy vame L LOJA Al /| 6lG
siess & Mulhard Cloze jé_'.'f:v—c.ig: Lefoy

D.O.B. Mother [ ¥ l‘/'!'{j‘)lé !(9 171 Country of Birth Ethnic Orlgin

day month year

Patient Classification S
Hospital

Ii’rivate |:|

Marital Status ’
Married/Defacto @/

Never married |:]
| Div./Sep.Wid. [ ]

(Mother) {Mother)

s
Australia Q/ Caucasian ﬂ

.

England [:] (Aust) Aboriginal I:l

' Lebanon D Asian |:|

New Zealand [] Other []
Philippines [ ]
Vietnam [ ]

Other

LT

BABY

PREGNANCY

LABOUR AND DELIVERY

. greater than 20 weeks?

Has mother had a previous prﬁgnanci
No [

BN
Yes

If yes, specify number of
previous pregnancies > 20 weeks

THIS PREGNANCY

611100 (]

month

Date of LMP
‘ day

year
Maternal medical conditions

Diabetes mellitus D

Essential hypenensiop D

Hepatitis B+ []

Obstetric complications !
— Placenta praevia [_]
— Placenla abruptio D
— Cause unknown [ ]
Pregnancy induced hypertension I:]
Gestational diabetes D

APH

Prelabour rupture of membranes
(> 24 hours) []

Threatened premature labour I:]

Blood group isoimmunisation |:|

/

Labour onset
Spontaneous

No labour D

If labour onset spontaneous:
Augmented with ARM. []

Augmented with oxytocins/prostaglandins D

Induced [ ]

If labour induced:
Oxytocins/prostaglandins D
ARM. only []
A.R.M. with oxytocins/prostaglandins E]

Other I:]

Presentation
Vertex G/ Breech [:]
Other [j Unknown D
Other procedures
Epidural block [ ] Episiotomy [ ]

Type of delivery
Normal vaginal E

Forceps [ ]
Forceps rotation |:|

Vacuum extr. D
Vaginal breech [ ]

Caesarean section:

In [abour
(emergency) |:]

Before labour
onset (elective)

Place of birth (baby)
Hospital theatreflabour ward Ia/
Birthcentre [ ]
Planned birthcentre/Labour ward delivery D
Pianned homebirth ]
Planned homebirth/Hospital admission [:]

Bom before arrival D

Record No. I I ,7|§B |7 IQ |3|

Sex: M [ F L indet. []
. brlogko]
day month year
Plurality:
single [ Multipte []

It multiple birth, total number

L]

If multiple birth, specify baby number = |:|

Estimated gestat;on, age'(’v;éeks): m
[2l4]
/1]

Birthweight (grams).

Apgar (1 minute):
Apgar (5 minutes):

Neonatal morbidity:

Did the baby require admission to @ separate
facility/nursery for special care or observation?

Yes [ No

BIRTH DEFECTS 3

Procedures and operations o

Cervical suture E]

Amnlocentesis (< 20 weeks) I:]
C.V.S. (< 20 'weeks) |:|

Antenniil care

blb)

Duration of pregnancy at first
visit (weeks)

Not booked (tick if applicable)

Complications
PPH. (600 mis +) [’
Retained placenta [ ]
Third degree tear D
Major puemeral infection E]
Shoulder dystocia [___]

Does this baby have a birth defect?

Yes D

If Yes, specify.

No !_Q-’.\
{

minor D ¥i major D

Office use only:

DISCHARGE STATUS — MOTHER AND BABY

Research question
Did the mother smoke at all during

pregnancy?
Yes [] No d

If yes, approximately how many cigarettes
did she smoke each day on average in
the second half of pregnancy?

none [ ]

<10day []

> 10 day []
unknown D

MOTHER BABY
Discharged
Transferred I:]

Died []

Transferred D
Stilibirth []
Neonatal death D

Transferred D
and died

Dischargeddz%

Baby's date of
discharge or

Ly log lan)

transfer day month fysa
Baby transferred to:
If baby died, date | E ] I ! | l
of death ;
/ 7 day mopth year
P

e /f Signature of Midwile at discharge

Hospital Copy

7 . N /
v)?(;LQ ,i/ p. B e T W
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SUDDEN INFANT DEATH P534
. DEATH SCENE INVESTIGATION CHECEKLIST
" (Sudden deaths of children up to two years of age are notifiable)

1nto the 01rcumst ices: of the death of a
Vi s and younger this form is to be completed
' to the Coroner with completed form P7%A

2. Contact the Duty Forensic Pathologist immediately on CGlebe
S660 5977 or

Carefully explain te the parents, family or
carer the need to fully explore the
circumstances in an attempt to esgtablish
the cauge of death. Do not hurrv the
interview.

TELEPHONE INTERPRETER SERVICE
131 450 (24 HRS)

INFANT'S DETAILS

Surname: FOLBIGG Place of Birth: Singleton
Hospital _

First Name/s: Laura Elizabeth Date of Birth: 07/08/97 D/M/Y
Female g Home address: 8 Millard Close,
Suburb: Singleton State: NSW Postcode: 2330
Place of death (Street): Singleton Hospital

Suburb: 8ingleton State: NSwW Postcode: 2330
MOTHER'S DETAILS Date of Birth: 14/06/67 D/M/Y
Surname: FOLBIGG First Name/s: Kathleen Megan
Address at birth of infant: 8 Millard Close,

Suburb: Singleton State: NSW Postcode: 2330
MEDICAL INFORMATION

Weight at birth: 71bs Premature birth? No ¥

Does infant have siblings: No Infant been immunised? Yes O
Normal Delivery? Yes eg. Triple Antigen (or DPT),
Polio {(Sabin)

Comments: Comments:

Is there a past history of unexpected
Infant Death in the family? Yes
If yes, names: Three previoug sgiblings have died and these
deaths were attributed to SIDS.

Was infant previously healthy? Yes ¥ comments
Did infant have any illnesses or changes in behaviour in the past

two weeks especially the last 24 hours? Cold ©
Had the 1infant received any prescription or over-the-counter

medication? Yea

If yes, type: Demozin Amount: 3.5ml Time of last dose:
27.2.99

Did the infant have any falls or sustain any injury recently? No
Comments:

How was the infant being fed? SolidsBrand of formula:

Other: Milk and solid food

Any feeding problems? No When infant last fed? 7am 1.3.99
Describe: Breakfast
Name & address local doctor: Doctor INNIS of S8Singleton Heights

Medical Centre
Location of Early Childhood Centre attended: of

5]



i

Any illnesses in the family? No g Describe:
Any family member on medication? No ® Describe:
Anyone in household smoke? Yes ™ How many live with infant? Two

Who found the infant? Natural mother Time: 12.05pm

How did the infant come to be found? Noige o
Specify: Started coughing and checked 5 minutes
later.

Was any resuscitation attempted? Parent &
Describe: CPR by parent and then ambulance

Where was the infant when found? Other ™
Describe: 8Single bed

Type of mattress: Innerspring

Describe:

Were there items covering the infant’s head? No o
List the items:

Was the infant sleeping alone? Yes ¥ with whom:
Position of infant when put down: Side ®&
Position of infant when found: On Back &

Were there any recent changes in sleeping pattern? No ©
Describe:

Was the infant found in an unusual sleeping position? No 28
Describe: Laying on back

What c¢lothing was the infant wearing at the time? disposable
nappy, tights and shirt

:.

Investigating Officer to complete this section with own
obgervations: t

Evidence of drug/alcchol abuse? No ¥ Describe: -
Describe general condition of premises? Clean and well maintained
Specify which room the infant was found: infant’s own bedroom

Room temp: Comfortable * Ventilation: Comfortable ®
General Comments: House appeared a safe environment for children.

1RFraea



Royal Alexandra
Hospital
for Children

ROYAL ALEXANDRA HOSPITAL FOR CHILDREN (NEW CHILDREN'S HOSPITAL)

MP 3/94

1066-11-43 LM

. FOLBIGG Laura

'8 MILLARD CLOSE SINGLETON 2330
poB 07-Aug-1997 SEX F CLASS 00
PH.: 026572162 AMO SETON

FEEDING HISTORY: Brener /’Q,émj ?/_ru— et b

PR TRSEIDS. s w5 52215 35 FIS0 CONCORBO8 TRIBE. ..o s s i s 5 5 5m s
ROUTINE IMMUNISATION 1st dose 2nd dose 3rd dose 5 years or 10-16 years
(TICK OR WRITE APPROXIMATE DATE GVEN INBOX) | 2 months 4 months 6 months 12 months 18 months pre-school
POLIO (SABIN) v /
DTP (Triple antigen) or CDT . 4 \/
MEASLES/MUMPS/RUBELLA
H. INFLUENZAE type b (Hib)® S /
HEPATITIS B®®: Three doses at 0, 1-2 and 6 months if indicated 1st dose |2nd dose ‘3rd dose
CATCH UP IMMUNISATION REQUIRED? ‘ YES | NO

® Hib TITER indicated for all infants except Aboriginal infants who are given PedvaxHIB instead. If commencing Hib TITER aged between
6-12 months give 2 doses 2 months apart and a booster at 18months. |f aged 12-14 months give one dose then booster at 18 months. If
aged 15 months or older only one dose required.

ee Indicated for Aboriginal, Asian, SE Asian, Indian, Pacific Island, Central European, Mediterranean, Middle Eastern, African and South
American children.

[Father Age: Ethnic grovp: Occupation:

Mother: Age: Ethnc grovp: Occupation:

Sblings:  , . Miscamages:

............. g s i A 53 SR w1 o 5 8 05 % GH £S48 8 e 5 5
L, Ll e s Stillbirths:

................ s BT ER B t f omoen PEPMIES s «mwm mro

........... /“ ... Deaths S5 ks o

[Chronic o hertable lness in parents or sbings:

_SOCIAL HISTORY: 3 B S 3 s v 3 2 R A AR & %S5 § S 5 D 5 B B 8 B 6 e e e e

ALLERGY / ADVERSE DRUG REACTION: .

............................................. /y/,(\/,—" BOENTE ¥ n ucuiee ® Ammm f N MO A S SN B DY X FHNGE B RSN B HomIeG @

SURBENT MEBNCATION: o e e em s 5 5 5 5828 0 et oo

/Y

.............................. A

'MILESTONES: Present Age:  years () months

_Sm@led / weeks. Sat unaided £ months. Crawled mon;iw28

[T



Royal Alexandra
Hospital
for Children

I

RSy

CLASS

-066-11-43
FOLBIGG Laura
8 MILLARD CLOSE SINGLETON 2330

DOB 07-Aug-1997 SEX F
PH.: 026572162 AMO SETON

00

N'S HOSPITAL)

RE

ROYAL ALEXANDRA HOSPITAL FOR CHILDREN (NEW CHILD

AL :
........ /1!7(./'/ .,_rf."j.,'. .(ﬁ,:'.?v;..,/. e 3, i

€

MP 3/94
N
A
N
N
o

n
™
|

N

Q227 PUISTEIRES

HISTORY OF PRESENT ILLNESS Date: 3/2/9 &
Obtained from: —




&8 23/

NSW Institute of Forensic Medicine Pathologist's Data Sheet 1-Mar-99 8:34 PM
Page 1 of 1
Trolley: Pathologist: Cala, Allan For Asst: O'Neill, Darren
49 Supervisor; Protocol: Homicide - Female
Surname: Folbigg Weight: 12
Given Name(s): Laura Elizabeth Height: QO‘ S‘W
Aliases: Age: 1 years 8 months
Case Number: 99-9322 Sex: Female

identity Known Y

Identified By: Mr. Brain { l Y
De Wit Heart Lﬁ 9
Police Station: UNDERTAKER
Identified To: Carruthers, Darren Left Lung (21
Date/Time: 01/03/89 07:32 PM Right Lung [ Lf’
Liver Cf’?”o
| L""jjgf“ﬁ Specimens for Analysis Left Kidney d»?){?
CE?F/ﬁ I F\l/ N~ Lacto Right Kidney 32
CSF / > v j"”ﬂ* Spleen <,
5/!.-/ /U/E —> DAL Pancreas -
Prostate e
Distinguishing Features Thyroid e
Other
AUTOPSY
Date: \ \3) \ Ola\
Cause of Death Time: “ am / ()

1. UWM+W .
2. O{,\/\,\/{” f\] O

Notes and Comments ?:’ c*{ X M\;&f‘@‘«
3 No virad oM madie HC Ut cann

CC Y1 o
- e, W\
W’; QNTQM AYA! jj UAA/%\‘\i(i\ii &/L/Ql /\;C' br(%/" S tan

. - 12-0 e
lo be tlone - (€ 2T e
130
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NSW POLICE SERVICE Pisl

REPORT OF DEATH TO CORONER

Local Area Command: Hunter Valley LAC Phone No.02 65787499/60499
Report Date: 1 March, 1999

- COPS Event No: Morgue Register/Book No.
The Coroner, Singleton Death of: Laura Elizabeth FOLBIGG
Sex: Female ’ Age: 1 . D.O0.B: 07/08/97
Address: 8 Millard Close, Singleton Marital State: Single

Time and Date of. Death: 12.45pm on 1/3/99

Place of Death: Singleton Hospital

Time and Date found: 12.05pm on 1/3/99 .

By whom found: Kathleen Megan FOLBIGG Address: 8 Millard Close, Singleton
Reported to Police by: Brian WADSWORTH Address: Singleton Ambulance
Last seen alive by: Kathleen Megan FORBdfSss: 8 Millard Avenue, Singleton
When last seen alive: 1llam 1.3.99

Time & Date Reported: 12.55pm 1.3.99 Occupation: Child
Deceased a native of: AusTamitdéa Strait Islander/Aborigine: Not Applicable
msion type: Govt. Authority Informed: New South Wales Police Service

©litary/Invalid Disability: Not Applicable

Next of Kin: Craig Gibson FOLBIGGRelationship to deceased: Natural Father
Address: 8 Millard Close, Singleton Phone: 02 65721624
Identifying person: Craig Gibson FOLRAGGress:. 8 Millard Avenue, Singleton
Deceased’s doctor: Paul INNIS of Singleton Heights SurgBhgpneSin§2e&bn31577
Method of Identification (Visual, Dental, F/prints): Visual

Chain of Id (ie. Relative or Friend (name) to Police (name) to other
Police (name): Natural father to Detective Ryan

Criminal Charges Preferreflusploious Circumstances:D&tectives Attending: Yes

Detective/s: D/S/C Ryan and D/Sgt WELLS LAC: Hunter Valley
Crime Scene: Yes Investigator/s: D/S/C Glen WARD Region: Hunter
Crash Investigation: No Investigator/s: Region:

Property/Clothing found on deceased: Disposable nappy, tights and shirt
Property Book Ref: Clothes with deceased Property/clothing disposal:
Authorised by: Phone:
@\}coner’s pamphlet handed to: John FOLBIGG

\'_—

Note

(1) This form should be prepared in quadruplicate in all cases where a death is reported to the Corner. The
or.”iginal and two copies should be forwarded to the Coroner. All statements in duplicate should be lodged
with the Coroner no later than 28 days after receipt of inquest notice.

fosy T e 397 3L

.y

%

Reporting Officer: Bernard Michael RYANInvestigating Officer:
Rank: Detective Senior Constable Rank: e e e e e e e
Station: Hunter Valley LAC .7 Station: R
Annual Leave: . . . . /45'

.
Signature: P & . ./ ‘. ,./.L- e & o e« & &« s e +« e o .Continued overleaf 1337 81503

s
o



Repr t of Death to Coroner Page 2
Dec 3ed: Laura Elizabeth FOLBIGG Report Date: 1 March, 1999

If any previous illness, and deceased seen by doctor, particulars should be given. Where treated by a doctor a
note_ghould be obtained giving particulars of treatment of such.doctor. If died within 24 hours of Anaesthetic -

Narrative of circumstances under which death took place. Craig Gibson
FOLBIGG (DOB: 21.11.61) and Kathleen Megan FOLBIGG (DOB: 14.6.67) are a
married couple currently residing at 8 Millard Close, Singleton. Prior to
this incident, all three of Mr and Mrs FOLBIGG's previous children have
died whilst still in their infancy. These deaths were apparently
attributed to SIDS, with Professor John HILTON of the Institute of
Forensic Medicine being involved with the investigation of these deaths.
These deceased children’s names were Kaleb Gibson FOLBIGG, Patrick Allan
FOLBIGG and Sarah Kathleen FOLBIGG.

On 7 August, 1997 Mr FOLBIGG gave birth to Laura Elizabeth FOLBIGG at the
Singleton Hospital. At the time the child weighed approximately 71b and
3/4 ounces and was born full term. For the first twelve months of her
o' 1fe Laura’s sleeping habits were monitored by medical staff at the

s ;Stmead Hospital. (Ms Margaret TANNER - Westmead Hospital). Her family
{Egctor was Doctor SANDERS of Singleton and Doctor INNIS of Singleton
Heights Medical Practice. The child’s last visit to a doctor was with
Doctor INNIS in early February, 1999 for her 18 month vaccination.

About 6.20am on 1/3/99 the child awoke at the family home and was
suffering from flu/cold symptoms which had plagqued her for the previous
seven days. Mrs FOLBIGG had given the child approximately 3ml of Demozin
on 27.2.99 for these symptoms and this was the last medication that the
child had taken for the illness. Mrs FOLBIGG stated that her child
appeared in a bad mood, however did not appear to be seriously ill.
During the morning Mrs FOLBIGG dressed the child in a disposable nappy
with a pair of floral tights and a pink T shirt. She then took her to a
Singleton gymnasium and to visit Mr FOLBIGG at his place of employment.
About llam that day Mrs FOLBIGG returned to her home with her child who
had fallen asleep whilst travelling in the car on the way home. Once at
the family home Mrs FOLBIGG placed her in the child's bed which is inside
the child’s own room. She placed her onto the bed so she was laying on
ber right side on top of a downer on the single bed. She also placed a
inglen rug over the torso of the child.

About half an hour to an hour later Mrs FOLBIGG was inside the house when
she heard the child coughing. This cough did not cause any alarm to Mrs
FOLBIGG and she waited approximately five minutes until she went into her
child’s room to check on her. When she entered the room she saw her child
laying on her back on the bed and her face was extremely pale. She
checked her and saw that she wasn't breathing. She immediately picked her
up, carried her to the breakfast bar in the kitchen and commenced CPR.
During this process Mrs FOLBIGG also telephoned 000 and raised the alarm.

At 12.14pm that day Singleton ambulance officers attended the premises and
observed Mrs FOLBIGG performing CPR on the deceased. They commenced
treatment and found that the child had no pulse and was not breathing.
They continued attempts to revive, the child during a journey to the

P
~ =
The contents of this document is based on the initial information obtained when Po;jcf e%-/a death. Because of this,
inaccuracies may come to light at a later ?té. :

: . /
Name: Bernard Michael RYAN Signature: .c//.

Rank: Detective Senior Constable Date: 1 March, 1999
Registered No: 25495 133



Rep~ t of Death to.Coroner Page 3
Dec sed: Laura Elizabeth POLBIGG Report Date: 1 March, 1999

Singleton Hospital. These attempts were unsuccessful as were the attempts
by Doctor Tuan AU who pronounced life extinct at 12.45pm that day.

Singleton detectives attended the Singleton Hospital at 1.30pm that day
and conducted preliminary interviews with both Mr and Mrs FOLBIGG. Mr
FOLBIGG formally identified the deceased to Detective Senior Constable
RYAN. At this time it was noticed that skin to the face and back was
discoloured - possibly due to lividity. This discolouring appeared more
severe to the left side of the deceased.

Detective WARD of Maitland Crime Scene Unit attended 8 Millard Close,
Singleton and examined the scene. The bedding was seized and entered as
exhibits at Singleton Police Station. It was apparent that the house
occupied by Mr and Mrs FOLBERG appeared to be a healthy environment with
furniture and fixtures modified for child safety. The house was a
relatively new structure and did not appear to contain high levels of dust
or drafts.

The Singleton coroner, Mr Ron WOODROW was informed of this incident by
:~ ,lephone and the deceased was conveyed to Glebe by Government
ontractors.

Vatied
|
N

Reporting Officer: Bernard Michael RYANInvestigating Officer:
Rank: Detective Senior Constable Rank: R P
Station: Hunter Vallex/héz7_ e Station:

Annual Leave: . . G N h

. /n 0 j. . . . . . . . . . .
Signature: e e . ‘/ ¢ B s e e e ow s « « « « « .« .Continued overleaf 136;4 81503



NSW INSTITUTE OF FORENSIC MEDICINE
INTERIM REPORT

To State Coroner Date: e b, L ST -
. gﬁ?g &%}5 sr. %} @gfﬁf Y g‘/’“’z -
im{;%ﬁﬁww»{l, é\,_.w 2@.“/'"/8\', N}M ﬁj’:ﬁ, £ j?g P % {; g»,v, %:} i 51} {} E"% (% § %: :%;; {’“ {im

!
GIVEN NAMES SURNAME CASE No.
{nterim Cause of Death:
- I . _% &
[ Direct Cause — % i {}5 g}i Ot A A &
Disease or condition directiy leading to death (a) - N
- {due 1o or Jollowing)
Antecedent Causes —
Morbid conditions, if any. giving rise to the above (D) e ettt e e
cause, stating the underlying condition last el 1o o following)
(o T OO SR UUTR RPNt
1. Other significant conditions contributing to the death,
but not relating to the disease or CONJILION CAUSIIE Il oottt s bbb et e e er e rearesssesbarannss reres
P
. + - . m}ff}

Significant Injuries Were Not Present Specify below if not mentioned in Cause of Death:

Significant Injuries Were Present -

Further investigations are being performed:

Specimens retained Forensic Science Analytical Other

at IOEFM ) Laboratories Laboratories Laboratories

s '—,;V/
Samples of tissue for histology Zf Blood . Blood 7 Blood for virology [
Whole organs for examination: . Hair - Liver 2‘/ Bacterial culture ://
e B _\/ )
Brain _7{ Fingernails O Stomach contents [ 2 Viral culture o
Heart O Oral/rectal/vaginal swabs Urine :{; Biochemistry [f/
1811117 SO - [0]4) 7= . Bile o Other v, i
Blood for storage O Vitreous -
Other v, j”/

Remarks:

The body may be released il

The body may not be released 3/ \3 17

NETV. AN
Give reason for non-release: {
E E
f% N /f /
STy (gre
Signature: ..ooceveiennsd O O e OO OOH O
;’; %, £ A
7 g""é‘\} - f%é_, ”fg%
Print Name: .....ocveoreenn, e e e repie e rans 435



CENTRAL SYDNEY LABORATORY SERVICE

RN NSW INS FOQRENSIC MEDICINE
i PO BOX 90
GLEBE NSW 2037

Requested by: CALA, A

Name :

Patient No: (2247)0999322 X

FOLBIGG, LAURA

Sex/Age: FEMALE 01/01/98 14 Mos

Location: NSW FORENSIC MED

DEPARTMENT OF MICROBIOLOGY

Dr R Benn, Dr C MacLeod.

Enquiries: 9515 8278

Fluids

SOURCE: CEREBROSPINAL PLUID

PRELIMINARY

C8F CULTURE MB-99-014698

COLLECTED:02MAR99
RECEIVED: 02MAR99 0904

No growth overnight.
Further incubation in progress.

e

Miscellaneous

SOURCE: SPLEEN

PRELIMINARY

TISSUE/BIOPSY CULTURE MB-99-014696

COLLECTED: 02MAR99
RECEIVED: 02MAR99 0904

Further incubation in progress.

e

Sfeirs

Moderate coliforms of 2 colonial types
Profuse alpha haemolytic Streptococcus
Moderate Staphylococcus epidermidis (presumptive)

Printed: 03MAR99 1327

*** End of Report ***

Page: 1

Incorporating the laboratories of Royal Prince Alfred,
Balmain, Canterbury and Rachel Forster Hospitals.

\\\¥ ONLINE HANDBOOK, FACT SHEETS, NEWSLETTERS-HOME PAGE: http://www.cs.nsw.gov.au/csls g,//

Ref No: MB-99-014696
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CENTRAL SYDNEY LABORATORY SERVICE

( Patient No: (2247)0999322
NSW INS FORENSIC MEDICINE
PO BOX %0 Name : FOLBIGG, LAURA
GLEBE NSW 2037 Sex/Age: FEMALE 01/01/98 14 Mos
Requested by: CALA, A Location: NSW FORENSIC MED
Dr R Benn, Dr C MacLeod.  Enquiries: 9515 8278
Fluids
CSF CULTURE MB-99-014698 COLLECTED: 02MAR99
SOQURCE: CEREBROSPINAL FLUID RECEIVED: 02MAR99 0904
PRELIMINARY
No growth overnight. .
Further incubation in progress. (/
Faeces
STOOL CULTURE MB-99-014699 COLLECTED: 02MAR99
SOURCE: RECTAL SWAB RECEIVED: 02MAR99 0918
AMENDED REPORT //
Profuse normal enteric flora isolated.
No Salmonella/Shigella/Campylobacter isolated.
Miscellaneous
TISSUE/BIOPSY CULTURE MB-99-014695 COLLECTED: 02MAR99
SOURCE: LUNG RECEIVED: 02MAR99 0904
PRELIMINARY ”//// .....
Profuse Post mortem contaminants.
Further incubation in progress.
TISSUE/BIOPSY CULTURE MB-99-014696 COLLECTED: 02MAR99
SOURCE: SPLEEN RECEIVED: 02MAR99 0904
PRELIMINARY
Moderate coliforms of 2 colonial types r
Profuse alpha haemolytic Streptococcus of 2 colonial /////,//
types "
Moderate Staphylococcus aureus (presumptive)
Identification and susceptibilities proceeding.
Printed: 04MAR99 1326 *** End of Report **=* Page: b |

Incorporating the laboratories of Royal Prince Alfred, .
Balmain, Canterbury and Rachel Forster Hospitals.

\ ONLINE HANDBOOK, FACT SHEETS, NEWSLETTERS-HOME PAGE: http: //www.cs.nsw.gov.au/csls j
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CENTRAL SYDNEY LABORATORY SERVICE

Balmain, Canterbury and Rachel Forster Hospitals.

7 \
( Patient No: (2247)0999322
NSW INS FORENSIC MEDICINE
PO BOX 90 Name : FOLBIGG, LAURA
GLEBE NSW 2037 Sex/Age: FEMALE 01/01/98 14 Mos
Requested by: CALA, A Location: NSW FORENSIC MED
DEPARTMENT OF MICROBIOLOGY
Dr R Benn, Dr C MacLeod.  Enquiries: 9515 8278
Fluids
CSF CULTURE MB-99-014698 COLLECTED: 02MAR99
SOURCE: CEREBROSPINAL FLUID RECEIVED: 02MAR99 0904
FINAL REPORT
No growth :
(. ;
Faeces
STOOL CULTURE MB-99-014699 COLLECTED: 02MAR99
SOURCE: RECTAL SWAB RECEIVED: 02MAR99 0918
AMENDED REPORT
Profuse normal enteric flora isolated. 4
No Salmonella/sShigella/Campylobacter isolated. /
Miscellaneous
TISSUE/BIOPSY CULTURE MB-99-014695 COLLECTED: 02MAR99
SOURCE: LUNG RECEIVED: 02MAR99 0904
{',3 FINAL REPORT
\, Profuse Post mortem contaminants.
Profuse coliform /
,/
/ Printed: O09MAR99 1327 Continued Page: 1
Incorporating the laboratories of Royal Prince Alfred, - - a

™A€ wr o, s~ AN L R IR e

\ ONLINE HANDBOOK, FACT SHEETS, NEWSLETTERS-HOME PACE: htty: //www.cs.nsw.gor.au/csls /
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CENTRAL SYDNEY LABORATORY SERVICE

f

PO BOX 90
GLEBE NSW 2037

Requested by: CALA, A

NSW INS FORENSIC MEDICINE

Patient No: (2247)0999322 \
Name : FOLBIGG, LAURA

Sex/Age: FEMALE 01/01/98 14 Mos
Location: NSW FORENSIC MED

DEPARTMENT OF MICROBIOLOGY

Dr R Benn, Dr C MacLeod.  Enquiries: 9515 8278

Miscellaneous

SOURCE: SPLEEN

FINAL REPORT

TISSUE/BIOPSY CULTURE MB-99-014696 COLLECTED: 02MAR99

RECEIVED: 02MAR99 0904

Moderate coliforms of 2 colonial types
Profuse alpha haemolytic Streptococcus of 2 colonial

types
Moderate Staphylococcus aureus
SUSCEPTIBILITIES
S.aureus
MIC INTERP
Penicillin <=0.125 S
Flucloxacillin <=4 S
Cefazolin <=4 S
Eryth/Clinda <=1 S

Printed: 09MAR99 1327

*** End of Report **=x Page: 2

\\ ONLINEF HANDBCOK, FACT SHEETS, NEWSLETTERS-HOME PAGE: http://www.cs.nsw.gov.au/csls j

Incorporating the laboratories of Royal Prince Alfred, o
Balmain, Canterbury and Rachel Forster Hospitals.
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EXPERT CERTIFICATE in the mater of:

Police - v -

Place: Date:

Name: John William CASH

Address: 16 Broughton Street, Tel. No: (02) 6571 1077
SINGLETON NSW 2330
Occupation: Medical Practitioner States:
EXPERT CERTIFICATE

Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence which I would be
prepared, if necessary, to give in court as a witness. This statement is true to the best of
my knowledge and belief and I make it knowing that, if it is tendered in evidence, I shall
be liable to prosecution if I have wilfully stated anything which I know to be false or do
not believe to be true.

2. I am 54 years of age.

3. I hereby certify:

My full name is John William Cash.

My contact address is 16 Broughton Street, Singleton, NSW 2330.

I have a specialised knowledge based on the following training, study and experience:-
30 years experience as a Medical Practitioner.

MBBS FRACGP

Visiting Medical Officer at Singleton Hospital.

4. At about 1.00 am on 22 June 1998 at Singleton Hospital, I examined Laura Folbigg.
She was said to have had a slight upper respiratory infection for several days and had
developed a croupy cough that night. On examination the child showed no distress and
no signs of respiratory difficulties. Her chest was clear. Her throat contained a small
amount of mucus. Her ears were clear. She had no neck stiffness and her abdomen was
soft. She was afebrile.

I diagnosis of Upper Respiratory Tract Infection and mild croup was made.

136
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In view of the family history of three siblings having died with Sudden Infant Death
Syndrome, she was admitted for observation. She was treated with intranasal oxygen and
observed overnight.

On review later that morning her observations, having remained stable, and appearing to
be in no distress, she was discharged home. Her parents were asked to take her to her
usual local medical officer for follow up.

She was reviewed on 23 June 1998 at my surgery. She had signs of an upper respiratory
infection but was in no distress. As outlined in our records, she was seen on several
occasions from September 1997 until August 1998 with minor signs of upper respiratory
infection never requiring antibiotics.

On one occasion she had vomiting and diarrhoea which settled on conservative
management.

Laura was up to date with her routine immunisations which had been done at the surgery.
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EXPERT CERTIFICATE in the matter of:
Police -v-Folbigg

Place: Singleton Date:

Name: Paul Innis

Address: 32 Fleet Street BRANXTON NSW 2335 Tele. No:  (02) 6573 1577
Occupation: General Medical Practitioner STATES:-

EXPERT CERTIFICATE
Section 177, Evidence Act 1995 No. 25
1 This Statement made by me accurately sets out the evidence which | would be
prepared, if necessary, to give in court as a witness. The statement is true to the best of my
knowledge and belief and | make it knowing that, if it is tendered in evidence, | shall be liable
to prosecution if | have willfully stated anything which | know to be false or do not believe to be true.

2 | am 31 years of age.
3 | hereby certify:

My full name is Paul Francis Innis
My contact address is 32 Fleet Street BRANXTON NSW 2335

| have specialized knowledge based on the following training, study and experience:-
MBBS Sydney University 1995.

4 My medical consultations with Laura Folbigg were as follows:

The 14 of August 1998 Laura was aged One. She had had Flu like symptoms for Five days
with symptoms of coughing, sleep disturbance, had been of her food, had no fevers

and was continuing to have wet nappies. She had had two episode Croup in the past.

Her back ground included no allergies and her immunisations were up to date. On examination
chest clear no signs of respiratory distress and her throat was red. | diagnosed a viral upper
respiratory track infection and advised Mum to treat her symptoms with Panadol and fluids.

The 19th of October 1998 Laura presented with a bum on her left forearm and palm. The bum

was superficial with the skin sloughing off and a plan of daily dressing was instituted. Each day over
the next Eight days the bum dessing was changed and the wound was healing well | last saw her in
relation to the bum on th 30th October 1998 in which stage the bums had healed quite well

%/ﬂﬂ%
Signature . Witness ; 4
\3\ ’)‘ ) 19 %)Op)
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The 19th Januaray 1999 Laura presented with her Mum. Her Mum had claimed she had a rash
present for five days. At that stage she was Seventeen months old. Her diet was normal she
continued to have normal number of wet nappies. She had no upper respiratory track symptoms and
was behaving normally. The rash was itchy. On examination she had a macular red rash and her
throat was also red. The rash was distributed on her shoulders, upperarms and down her arms.

| diagnosed a allergic rash and prescribed Phenergan to treat this rash. At that stage she

weighed 12 kilos and a dose of 2.5 - 5mg of Phergan orally three times a day as needed was
precripted | told Mum to bring her back for review if the rash didn't go away over the next few days.

Laura represented on the 22nd of January 1999 for review of the rash. She had fevers over the
last few days. | diagnosed a viral rash and on examination her throat was red but no additional
treatment was prescripted.

} The 5th February 1999 Laura's Mum brought her in for her 18 month Immunisation. At that stage
she was well. On examination her throat and ears were clear and | advised our Nurse she may have
her 18 month Immunisation. She received her Hib vaccine and Infanrix.

5 Based wholly or substantially on the knowledge, | am of the opinion that

During the seven month period, in which | saw Laura Folbigg approximately 13 times I'm of the

opinion that Laura was a normal and healthy child. | was not aware of any chronic illness or
disabilities. Her death was completely unexpeted.

Dr Paul F Innis MBBS

Signature, Witness
(74

\6\%\ %) '\3‘|)’,OW)
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New South Wales Police P.190
v2.9
STATEMENT in the matter of: Place: Morisset
Death of FOLBIGG children Police Station
Date : 1 September 1999
Name: Louise Ann ALDERSON
Address: 35 Lakeview Street, Boolaroo Tel. No.: 02 49586479
Occupation: Ambulance Paramedic STATES: -
[P This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in evidence,
I shall be liable for prosecution if I have wilfully stated in it

anything which I know to be false, or do not believe to be true.
2 I am 35 years of age.

3. I am a qualified Ambulance Paramedic with the Ambulance
Service of New South Wales. I have been employed with the service
for the past sixteen years with twelve of those years as a

paramedic.

4. On Wednesday the 1st of September, 1999 I spoke with
Detective RYAN at the Morisset Police Station. Detective RYAN
showed me copies of two Ambulance Report Sheets, numbers Q001 and
Q604. I read these two documents and recognised that they related
to an incident which I attended at 9 Dower Close, Thornton at
1.48am on 30 August, 1993. At that time, I was stationed at
Hamilton as a Paramedic and was performing duty with Ambulance
Officers Robert FOXFORD and Rod AVERY. We attended this residence
to assist Ambulance Officer Debra MARTIN who was treating a young
child for a suspected Sudden Infant Death Syndrome.

5. I remember attending the premises to assist Debra who had
S

Witness:

/ L/ i Signature: @’[//Oém
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Page No: 2 P.190A.
STATEMENT (continued) in the matter of: Death of FOLBIGG children
Name: Louise ALDERSON

been off at the premises for sometime. I walked into a bedroom of
the house and saw a baby laying on the floor with Debra obviously
treating the baby. The baby had a intra-ossessous needle inserted

into one leg and attempts were being made to resuscitate the baby.

6. According to the notes made by Robert FOXFORD he, Rod or
myself administered the following prescribed drugs via the intra-
ossessous needle: 6ml of adrenaline, 15ml1 of sodium bicarbonate
and 1 ml of calcium chloride. These drugs are the protocol for
treatment due to a reading of asystole on the ECG monitor. From
memory the asystole was recorded prior to my arrival at the scene
and it was obvious that the baby was deceased prior to my arrival
also.

7 s I do not recall what the baby looked 1like on external
examination. From reading Robert FOXFORDs' notes I can only state

that they are a correct recording.

Witness: éﬁ;/ f/ﬁxbmz/94;£WV\

= Signature
/)/’/,
/%57
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New

South Wales Police

STATEMENT in matter of:
Death of FOLBIGG children

Place: Singleton Police Station

Date: 15 September 1999

Name: WADSWORTH, Brian

Address: 12 Gardiner Cr,
Occupation:

States: -

Tel No.: 02 65732174

Singleton

Level Four Ambulance Officer

1. This statement made by me accurately sets out the evidence

which I would be prepared,

witness.

belief and I make it knowing that,

evidence,
stated in it anything

to be true.

if necessary, to give in court as a

The statement is true to the best of my knowledge and

if it is tendered in

I shall be liable to prosecution if I have wilfully

which I know to be false or do not believe

2. My age is 37 years.

3. I am a level four ambulance officer attached to the

Singleton Ambulance Station.

I have been employed with the

service for the past twelve years and reached level four

qualification around 1991.

4. On Monday the 1st of March,

1999 I was working at the

Singleton Ambulance Station with Ambulance officers Harold

PICTON and Ted SMITH.
that day.

B At 12.12pm that day,

Station responding to
being performed.

Singleton.

I was the most qualified officer working

Harold and I left the Ambulance
call of a child not breathing and CPR

This call was to a house at 8 Millard Close,

Harold drove the ambulance vehicle straight to this

address and we arrived there at 12.14pm that day.

6 ; As soon as Harold stopped the vehicle I alighted and

carried the oxy-viva and drug box into the house via the front

)

i

Witness: L4 e

e e

. i (_ N
Signature: Z Tr—TTmE—o
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Page No. : 2 P1950A
STATEMENT (Continued) in Matter of: Death of FOLBIGG children
Name : WADSWORTH, Brian

door. I saw a woman leaning over a small child who was laying
in the supine position on what appeared to be a breakfast bar.
The woman appeared to be performing CPR on the child. The woman
was crying and I think there was another woman in the house. I
went straight up to the child, checked the vital signs and found
that the child was not breathing and had no pulse. I looked
inside the child’s mouth and did not see any blood, vomit or
foreign object. I tilted the child’s head slightly ensuring
that the airway was clear. I then continued CPR for a period.
Harold then took over from me and continued CPR. I walked
around to the other side of the breakfast bar on the kitchen
side and placed an intravenous line into the child’s right
cubital fossa (inside right elbow). Whilst I was doing this the
ECG monitor was applied to the child at 12.17.32 that day. This
monitor showed that the child was in bradycardia. There baby
still had no pulse at this stage. Harold resumed CPR and I
obtained the appropriate drugs in accordance with the ambulance
protocols. Around this time, I asked the woman who had been
performing CPR, "Can you tell me what happened?"

She said, "I heard her coughing in the bedroom and when I
checked her five minutes later I found her not breathing. "

She also indicated that the child had been suffering from a

runny nose and coughing for a couple of days.

T Between 12.19pm and 12.28pm that day I administered three
doses of adrenalin 1:10,000 (2.5ml per dose) as per protocol.

At this time, the child was placed on the stretcher and taken to
the Ambulance vehicle parked in the driveway. Ted and I got
into the back of the vehicle with the child and Harold drove. I
administered another similar dose of adrenalin en route to the
Singleton Hospital. We arrived at the Hospital at 12.32pm that
day where the child was treated by Hospital staff. Shortly

after the doctor pronounced life extinct.

S/ gt e,

X . B s o i e e
Witness: A\ Signature: = *7 e
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Page No. : 3 P1950A
STATEMENT (Continued) in Matter of: Death of FOLBIGG children
Name: WADSWORTH, Brian

8. When I was treating the child I noticed that her skin was
warm to touch and cyanosis was present. By cyanosis I mean the

child had a blue colouring around the lips and face.

9 At the hospital I completed Patient report V70724 in

relation to this i1ncident.

EXHIBIT: I NOW SEEK TO PRODUCE PATIENT REPORT V70724.

10. I also printed the ECG report relating to this incident
whilst at the Hospital that day.

EXHIBIT: I NOW SEEK TO PRODUCE THAT ECG REPORT.

//'-/'
=
/S St , i
Witness: .2 Signature: = e
B. Ryan
D/s/C
15.9 .99
Witness: Signature:
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New South Wales Police

STATEMENT in matter of: Place: Singleton Police
Death of FOLBIGG children Date: 15 September 1999
Name: PICTON, Harold Francis B Tel No.: 02 65722455 )
Address: 95 George Street, Singleton
Occupation: Ambulance Officer - Station Officer
States: -
14 This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it 1is tendered in
evidence, I shall be liable to prosecution if I have wilfully
stated in it anything which I know to be false or do not believe

to be true.

2. My age is 57 years.
3. I am the Station Officer in charge of the Singleton
Ambulance Station. I am a level three ambulance officer and

have been in the service for the past twenty nine years.

4 .. On Monday the 1st of March, 1999 I was performing duty at
the Singleton Ambulance Station with Ambulance Officers Brian
WADSWORTH and Ted SMITH. Brian is a level four officer and Ted

is a level three.

5; At 12.12pm that day, Brian and I left the Station en route
to 8 Millard Close, Singleton to respond to a twenty month old
child not breathing at that location. Apparently the mother of

the child was performing CPR at scene.

6. At 12.14pm that day, we arrived at .the address. Brian as

the treating officer entered the house first whilst I call on

scene and obtained/certain equipment. I walked into the house

about thij ezonds behind Brian and I saw him leaning er a

/
532;/47 A

Signature:
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Page No. : 2 P1S0A
STATEMENT (Continued) in Matter of: Death of FOLBIGG children
Name: PICTON, Harold Francis

small child who was laying in the supine position on a breakfast
bar inside the house. He was performing CPR on the child and I
saw a woman sitting on a chair behind Brian and she appeared

upset. She was screaming and crying.

% I took over from Brian and checked for a pulse and
breathing on the child. I couldn’t identify either, so I
continued CPR. At this time I noticed that the child was
wearing a pair of floral tights and a small top. She was warm
to touch. The ECG monitor was attached to the child and
registered asystole. Brian administered the protocol (Drugs) to
the child via an intravenous line which failed to restore a
cardiac output. The ECG monitor was still registering asystole.
A short time later Ted SMITH arrived and assisted with CPR.

Bis At 12.29pm that day the child was placed in the ambulance.
Ted and Brian continued to treat the child whilst I drove the
ambulance vehicle to the Singleton Hospital. At 12.32pm that
day we arrived at the Hospital where the child was treated by
Doctor AU and other medical staff. Life was pronounced extinct
at the Hospital and the oral airway was removed. Brian
completed the Patient Report (incident number 4934) and I signed
the report as the driver attending the incident. I noticed that
Brian reported conversation from the mother of the child. I
cannot confirm this conversation because I can’t remember any
conversation about the child’s history. I was concentrating on

treating the child and was not listening to the mother at the

Signature: 0%2§’A£7

house.

Witness:

Witness: Signature:
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EXPERT CERTIFICATE in the matter of: Kathleen FOLBIGG
Police -v-

place: Westwead Co. onevs Office Dpate: ZSIJI(QC(

Name: Christopher SETON
Address: 5/3 Pacific Ave, Tamarama Tel.No: 02 98453437

Occupation: Paediatrician STATES: -

EXPERT CERTIFICATE

Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence
which I would be prepared, if necessary, to give in court as a
witness. The statement is true to the best of my knowledge and
belief and I make it knowing that, if it is tendered in evidence,
I shall be 1liable to prosecution if I have wilfully stated

anything which I know to be false or do not believe to be true.
2. I am 42 years of age.

3. I hereby certify:

My full name is Christopher Denis SETON.

My contact address is New Childrens Hospital Westmead.

I have a specialised knowledge based on the following training,
study and experience: -

I completed MBBS (Bachelor of Medicine/Surgery) in 1980, FRACP
(Fellow of the Royal College of Physicians) in 1991 and have
studied clinical and research aspects of Sudden Infant Death
Syndrome since 1990. I am currently employed as Staff Specialist
in the Sleep Disorders Unit at New Childrens Hospital at Westmead.

I have performed these duties for the past five years.

4, I first met Craig and Kathleen FOLBIGG on the 3rd of May 1996
at my rooms at Randwick after they were referred to me by Doctor
Quentin KING from Fairholme Surgery in Singleton. They presented

at my office seeking advice about the potential risk of SIDS after

See Continuation Sheet

_ Signature: ms—
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EXPERT CERTIFICATE (Continued) Page No: 2
In the matter of: Kathleen FOLBIGG

Police -v- _

Name of expert: Christopher SETON Date: 13 l i , a9

they had lost three of their previous children. I remember I was
told by Mr and Mrs FOLBIGG that their previous children had all
died of SIDS. During this consultation, I discussed many aspects
relating to SIDS prevention and risk assessment that could be

applied to any future children.

5. The history supplied by Mr and Mrs FOLBIGG was highly
suggestive of familial clustering of obstructive apnoea. This
included Mr FOLBIGG suffering heavy snoring as did his siblings,

and Patrick and Sarah FOLBIGG also suffering from snoring.

6. In January 1997 I was notified by Mr FOLBIGG that he and his
wife were expecting the birth of their fourth child. I wrote back
to them offering a full investigation by the Sleep Disorder Unit
in regards to their expected baby and the risk of SIDS. Mr and
Mrs FOLBIGG agreed with this approach. I was later informed that
Mrs FOLBIGG gave birth to her daughter, Laura Elizabeth FOLBIGG at
the Singleton Hospital on 7 August 1997.

7. On Tuesday the 19th of August 1997 I examined Laura at the
Sleep Disorders Unit at Westmead. Laura was admitted and
underwent polysomnography (sleep study) which demonstrated mild
central apnoea and no obstructive apnoea. Laura also underwent
full biochemical, blood and metabolic investigation which were
normal. Laura was discharged on the 21st of August 1997 and her
parents were supplied a corometric home cardiorespiratory
monitoring device which was designed to record and download
breathing and heart information during Laura’s sleep. Mr and Mrs

FOLBIGG were instructed on CPR and how to operate the monitor.

8. Laura was monitored on the machine for approximately twelve
months without complication. Initially there was evidence that
Laura suffered from a mild central apnoea which improved and was

totally normal by February 1998.

/ e e
Witness: 59// e Signature: <ii///3/1«/1?ﬂ}”—"~
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EXPERT CERTIFICATE (Continued) Page No: 3
In the matter of: Kathleen FOLBIGG

Police -v-

Name of expert: Christopher SETON Date: 23]"{ﬂq

EXHIBIT: SEE SLEEP STUDY REPORT DATED 3RD FEBRUARY 1998.

9. Laura did not at any time show signs of suffering from
obstructive apnoea which is a potentially inherited breathing

disorder associated with SIDS.

10. In March 1998 Margaret TANNER who is a nurse/consultant with
the Sleep Study Unit approached me with a letter addressed to her
by Mr Craig FOLBIGG. I read this letter where Craig expressed
concern that his wife was not utilising the monitor during Laura’s
daytime sleeps and was not as diligent as maybe she should. I
wrote to Mr FOLBIGG and expressed my concern that he and his wife
should continue to use the device due to the family history. g

requested that they consult with me.

o 151 On the 30th of April 1998 I saw Mr and Mrs FOLBIGG with
Laura in Sydney where it became clear to me that the monitoring
was becoming tedious for both Mr and Mrs FOLBIGG. I encouraged
them to continue monitoring Laura in all her sleeps until her
first birthday and I asked to review Laura at that time. I did
not see the FOLBIGG family after this day. I am not sure of the
exact date when the monitor was returned to the New Childrens

Hospital but it approximated Laura’s first birthday.

12. In March 1999 I was informed that Laura had died whilst at

home in Singleton.

13. Based wholly or substantially on the above knowledge, I am of
the opinion that Laura FOLBIGG did not at any time fit the profile
of a high risk SIDS patient. Laura suffered mild central apnoea

which had completely resolved by six months of age.

14. I have spoken to Detective RYAN from the Singleton Police

Station and suppli him with my complete medical file relating to

Signature: <::/TA5/L///h£ul—-

Witness:




EXPERT CERTIFICATE (Continued) Page No: 4
In the matter of: Kathleen FOLBIGG

Police -v-

Name of expert: Christopher SETON Date: 23199

Laura Elizabeth FOLBIGG.

Signature: <:i/(/i/(///H1TT-

Witness:
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The New Children’s Hospital

Royal Alexandra Hospital for Children

Chris Seton
Consultant Sleep and Respiratory Paediatrician
Tel: (02) 9845 3437 Fax: (02) 9845 3439

DEPARTMENT OF RESPIRATORY MEDICINE: SLEEP DISORDERS UNIT
SLEEP STUDY REPORT

CS.CF
Tuesday, 7 October 1997
RE: LAURA FOLBIGG, DOB: AUGUST 7, 1997

8 MILLARD CLOSE, SINGLETON. NSW. 2330
NCH.MRN: 0662860

NAME OF STUDY: NOCTURNAL POLYSOMNOGRAM SLEEP STUDY.
DATE OF STUDY: THURSDAY, OCTOBER 2, 1997.

CLINICAL REPORT:

This study demonstrates moderate central apnoea of infancy. Sleep-disordered breathing has demonstrated «
mild improvement since the previous sleep study. There are occasional mixed apnoeas and hypopnoeas, but
the obstructive component of sleep-breathing is not severe, and there is no bradycardic response to apnoea
or hypopnoea.

Home apnoea monitoring should continue and downloaded information from this monitor will be carefully
observed by the New Children’s Hospital. All other SIDS-protective factors should continue to be
undertaken diligently. Extra precaution including serious consideration of hospitalisation, should be
undertaken if Laura develops an upper respiratory tract infection. A further sleep study will be organised fo:
two months time.

Chny  SH —.

C. SETON,
STAFF SPECIALIST,
SLEEP DISORDERS UNIT

ce, Dr. D. Sanders, Fairholme Surgery, 16 Broughton Street, Singleton. NSW. 2330

The New Children’s Hospital Postal Address Tel: (02) 845 0000
Cnr Hawkesbury Rd & Hainsworth St PO Box 3515 Fax: (02) 845 3489
Westmead Parramatta NSW 2124 DX 8213 ParraTéti
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The New Children’s Hospital

Royal Alexandra Hospital for Children
Chris Seton

Consultant Sleep & Respiratory Paediatrician
Tel: (02) 9845 3437 Fax: (02) 9845 3439
Email: ChristS1@nch.edu.au

17th February, 1998

Dr. D. Sanders,

Fairholme Surgery,

16 Broughton Street,
SINGLETON. N.S.W. 2330

Re: Laura FOLBIGG: D.O.B.: 7.8.97
8 Millard Close, Singleton. NSW 2330

Name of Study: Polysomnogram
Date of Study: 3rd February, 1998

Clinical Report
Her sleep breathing has now normalised. There is no evidence of upper airway obstruction in sleep.
Sleep quality is excellent. Home apnea monitoring should continue, but a further Sleep Study will

not be required unless there is evidence of new or changing sleep breathing symptoms.

The family should re-consult with Dr. Seton at their convenience during their next visit to Sydney,
and ideally this should be undertaken in two to three months’ time.

Charny A -

Chris Seton,

The New Children’s Hospital Postal Address Tel: (02) 845 0000
g:\dat@\qecHyfslespuniXiplRig®detainsworth St PO Box 3515 Fax: (02) 845 3489
Westmead Parramatta NSW 2124 DX 8213 Parramatta
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18/05/98
DEAR MARGARET,

| HOPE THIS LETTER FINDS YOU WELL.

KATHY LAURA AND | ARE FINE.

LAURA IS GOING GREAT GUNS NOW THAT SHE HAS SHAKEN ALL THE
LITTLE BUGS SHE HAD, SHE IS IN THE PROCESS OF LEARNING TO
CRAWL AT THE MOMENT AND DOES NOT LIKE IT ONE BIT," WHY
CRAWL WHEN MUM OR DAD CAN CARRY ME OR GET THINGS FOR ME"
(1 BET THAT'S WHAT SHE THINKS ). WE HAD PIXIE PHOTO'S DONE
AND | HOPE YOU DON'T MIND BUT | HAVE SENT YOU ONE.

I'M SORRY IT ISN'T ANY BIGGER BUT AT LEAST IT WONT GET BENT IN

THE MAIL.

OUR LAST REPORT ON LAURA'S SLEEP STUDIES WAS VERY GOOD
AND | WAS PLEASED TO SEE THAT CHRIS WANTED THE HOME
MONITORING TO CONTINUE.

| PERSONALLY FIND THE FLASHING LIGHTS OF THE MACHINE
COMFORTING ALTHOUGH THE ALARMS ARE FRIGHTENING AS YOU
ARE TOTALLY UNAWARE OF WHAT AWAITS YOU WHEN YOU GET TO
LAURA. HAPPILY SO FAR ALL HAS BEEN FINE.

STRANGELY THOUGH | FEEL THAT KATHY FINDS IT ALL TEDIOUS AND
FRUSTRATING AND WOULD PROBABLY RATHER NOT USE IT AT ALL,
MERELY ENTRUSTING LAURA'S SURVIVAL TO FATE!

YOU WOULD THINK THAT AFTER ALL SHE HAD BEEN THROUGH AS A
MOTHER SHE OF ALL PEOPLE WOULD BE MORE DILIGENT WITH THE
MONITORING.

IS IT NECESSARY THAT LAURA BE MONITORED THROUGH HER DAY
TIME SLEEPING AS I'M MORE THAN SURE THAT KATHY DOES NOT DO
THIS , HAVE YOU NOTICED THIS ON THE DOWN LOADS ?

I'M SORRY IF | SOUND PARANOID BUT WITH EVERY PASSING DAY |
FALL THAT MUCH FURTHER IN LOVE WITH THIS CHILD AND TRULY
COULD NOT BEAR HER NOT BEING A PART OF MY LIFE.

WE WILL BE SEEING CHRIS SEATON IN MAY SOME TIME AND | AM
PREPARING A LIST OF QUESTIONS TO BRING UP IN OUR DISCUSSION
WITH HIM THEN.

ANY WAY | DIDN'T MEAN FOR THIS LETTER TO BE ANYTHING MORE
THAN A HELLO AND A THANK YOU ONCE AGAIN FOR ALL YOUR HELP
SO FAR.

| LOOK FORWARD TO TALKING TO YOU ON OUR NEXT DOWNLOAD
SINCERELY YOURS

CRAIG, KATHY AND LAURA.
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The New Children’s Hospital

Chris Seton Royal Alexandra Hospital for Children
Consultant Sleep & Respiratory Paediatrician

Tel.: (02) 9845-3437 Fax: (02) 9845-3439

E-Mail: ChristS1@nch.edu.

CSler
1%t February, 2000

Detective Senior Constable Bernard Ryan,
Criminal Investigation Unit,

Singleton Police Station,

22 Hunter Street,

SINGLETON. N.S.W. 2330

Dear Detective Ryan,

Following our discussion and meeting late last year about Laura Folbigg, | have now, as
agreed, investigated the date of return of Laura’s home apnoea monitor.

The monitor was returned to The New Children’s Hospital on 20" January, 1999. The last
record of breathing information, which was downloaded from the monitor via modem to

The New Children’s Hospital, was on 25" August, 1998.

On the basis of this information, | cannot definitely determine whether or not Laura was
monitored in sleep during the period from 25™ August, 1998 until 20" January, 1999.

| hope this information is helpful in your investigation.

With kind regards.

Yours sincerely,

(s S —

CHRIS SETON,
Staff Specialist, Sleep Disorders Unit

The New Children’s Hospital Postal Address Tel: (02) 9845 0000
Cnr Hawkesbury Rd & Hainsworth St PO Box 3515 Fax: (02) 9845 3489
Westmead Parramatta NSW 2124 DX 8213 Parr1r853



Laura Elizabeth FOLBIGG ICN: 9979322 (es) Dr A Cala Page l of 12

CORONERS ACT, 1980
NSW INSTITUTE OF
AUTOPSY REPORT FORENSIC MEDICINE
42-50 PARRAMATTA ROAD
P
Name: Laura Elizabeth FOLBIGG GLERE Now 2037
PHONE (02) 9660 5977
Institute Case No: 99/9322 AR (0293521613
Age: 1 year 8 months
Sex: Female
Identification Process:
Identified by Mr De Wit - Undertaker - Beresfield Funerals Pty Ltd
Identified to D Carruthers
Identified as Laura Elizabeth FOLBIGG
Method used Visual
Identity confirmed by -
Pathologist: Allan David Cala
Pathologist’s qualifications: MBBS Dip RACOG FRCPA
Time of autopsy: 9.00 pm
Date of autopsy: 1 March 1999
Place of autopsy: NSW Institute of Forensic Medicine, Glebe
Autopsy Assistant: D O’Neill

This laboratory is accredited C%@QQQQ@QQ@QQQ@%QQQQ
under the accreditation scheme 5 ::2{%5:3‘%5 1 aES
of the National Association of The University )R e A rad)
Testing Authorities, Australia 3 of Sydney 0000 0aA0 R0

and The Royal College of

. CENTRAL SYDNEY
Pathologists of Australasia,

AREA HEALTH SERVICE
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Laura Elizabeth FOLBIGG ICN: 99/9322 fes) Dr A Cala Page 2 of 12

OPINION:

In my opinion, based on what I have observed myself, my experience and training, and
the information supplied to me:

A,

B.

C.

Time and date of death: Sometime between approximately 11.00 am
and 12.45 pm on 1.3.99

Place of death: Singleton Hospital

Cause of death:

1. DIRECT CAUSE:

Disease or condition directly leading to death:
(A) UNDETERMINED
ANTECEDENT CAUSES:

Morbid conditions, if any, giving rise to the above cause, stating the
underlying condition last:

(B)
©

Other significant conditions contributing to the death but not relating to
the disease or condition causing it:

REPORT SUMMARY AND OPINION:

This 20 month old child, Laura FOLBIGG, was the fourth child born to Craig and Kathy
FOLBIGG, of Singleton.

The first born child, Caleb, was born on 1.2.89. He apparently “had classic stridor, which was
particularly noticed during feeding” (in a letter written by Dr Chris Seton, Paediatrician, to Dr
Quentin King, General Practitioner, on 3.5.96). He was allegedly last seen alive by his mother
at about 0100 20.2.89, and was found deceased again by his mother at 0253 later that
morning on 20.2.89. A coronial post mortem examination at Newcastle by Dr R.Cummings
failed to find a cause of death, so a diagnosis of Sudden Infant Death Syndrome (SIDS) was
made. No further investigations were performed by police officers in relation to the death of
this child.
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Launra Elizabeth FOLBIGG ICN: 99/9322 (es) Dr A Cala Page3 of 12

The second child, Patrick, was born on 3.6.90. He was “a snorer from early infancy”. He and
remained apparently well until he allegedly had some sort of “life threatening event” at three
months of age, “resulting in cortical blindness and subsequent seizures™ (letter, Dr Seton). He
also was found by his mother at the time of this event. The ambulance were called, he was
conveyed to hospital, where he remained for a very prolonged period of time. He was
discharged eventually, but was allegedly found deceased by his mother at 0930 on 13.2.91,
aged about 8 months. A hospital post mortem was performed, and this confirmed hypoxic
brain damage. The case was not notified to the Coroner, although the underlying cause of the
child’s initial “life threatening event” was never uncovered.

The third child, Sarah Folbigg, was born on 14.10.92. She had apparently been well, although
“was a very loud snorer who suffered witnessed apnoea and choking episodes during sleep.
Sadly none of this was investigated prior to her death™ (letter, Dr Seton). She was allegedly
last seen alive at 0030 on 30.8.93, and was found deceased by her mother at 0130 30.8.93,
aged 11 months, The case was notified to the Coroner, and a post mortem examination was
performed by Professor Hilton at the NSW Institute of Forensic Medicine. A cause of death
was not found and a diagnosis of SIDS was subsequently made, although “Sarah had a very
long palate and uvula. It is well known clinically that soft palates and uvulas become swollen
and elongated as a secondary effect of habitual snoring” (letter, Dr Seton).

The fourth child, Laura Folbigg, was born full term at Singleton Hospital. Over the first 12
months of her life, Laura’s sleeping habits were monitored by Medical Staff at Westmead
Hospital. Laura was diagnosed with “central apnoea”, with no evidence of obstructive
apnoea. This condition was felt to be essentially of no medical significance. (per phone Dr
Seton, Westmead Children’s Hospital) Despite this, intensive electronic monitoring of
Laura’s sleep pattern was performed for quite a lengthy period of time, however at no stage
were any significant sleep abnormalities ever uncovered. The father of all of the children has
allegedly been diagnosed with Obstructive Sleep Apnoea.

Laura had last seen a doctor in early February for her 18 month vaccination. She had recently
been unwell for approximately 1 week with cold and flu type symptoms and had been given
Demazin on 27.2.99 as treatment for the symptoms. Demazin is a mixture of
chlorpheniramine maleate, an anti-histamine, and phenylephrine hydrochloride, a
decongestant, and can be given in syrup form to infants and children.

On the day of her death, Laura was apparently in a bad mood but did not appear to be ill. She
was taken by her mother to a gym, then visited her father at work. She had allegedly fallen
asleep in the car on the way home, and was then put into her own bed at home. She was heard
to cough approximately 30 to 60 minutes after being placed down, and approximately 5
minutes after this the mother went into Laura’s room to check on her. Laura was lying on her
back on the bed. Her face was very pale, and she was noted to be not breathing. The mother
then picked her up, carried her to the breakfast bar and commenced CPR whilst dialling
“000" and requesting an ambulance attend. She was taken to Singleton Hospital however
attempts to resuscitate her were unsuccessful.
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Postmortem examination on the body of Laura Folbigg was performed later that evening on
1.3.99. There was lividity mainly on the left side of the face. There was also dorsal lividity
present. There were no significant injuries externally apart from minor bruises to the lower
limbs. There were no injuries to the face or in the oral cavity. There were no petechial
haemorrhages on the face or on the eyelids, and re-examination the next day also failed to
show petechial haemorrhages. The neck examination was normal. There were no injuries to
the oral cavity. Internally, there were no significant abnormalities apart from focally
haemorrhagic and collapsed lungs.

Histological examination of tissues showed an inflammatory infiltrate in the heart, consistent
with myocarditis, of probable viral origin. This accords with the history of a cold/’flu-like
illness for several days prior to the death of the child. There are a variety of causes for
myocarditis, including some viruses, bacteria, fungi, some immune-related disorders, some
drugs, and several other causative agents.

Toxicological examination of tissues and fluids showed no drugs, alcohol or poisons present.
The absence of the medication (Demazin) which Laura is alleged to have been prescribed 2
days before her death suggests it had not been given for some time prior to Laura’s death,
possibly 12-24 hours or longer.

The death of Laura Folbigg cannot be regarded as “another SIDS”(Sudden Infant Death
Syndrome). The family history of no living children following four live births is highly
unusual. Laura had metabolic blood and urine tests as an infant, as part of screening for
possible inherited metabolic diseases. These tests were all normal, and this would exclude a
metabolic abnormality as a cause of sudden death in Laura. Obstructive Sleep Apnoea has
also been excluded as a cause of death for Laura, as there was no evidence to substantiate this
diagnosis despite intensive monitoring by doctors at New Children’s Hospital, Westmead.

The diagnosis of SIDS should be made very sparingly after the age of 12 months. This
diagnosis should only be made after a death scene investigation, post mortem examination,
and various toxicological and microbiological cultures have failed to establish any other
reasonable cause of death. Although there was an inflammatory infiltrate in the heart
consistent with myocarditis, this may represent an incidental finding.

The possibility of multiple homicides in this family has not been excluded. If homicidal acts
have been committed, it is most likely these acts have been in the form of deliberate
smothering. Smothering, whether deliberately or accidentally inflicted, may leave no trace.
There are no specific post mortem findings for smothering. It is usually performed by one
person, in the absence of any witnesses. It is relatively easy for an adult to smother an infant
or small child with a hand, pillow, soft toy or other similar object.

The bodies of all the Folbigg children have been cremated.
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DOCUMENTATION AND OTHER MATERIAL AVAILABLE:

At the time of the autopsy, the following documentation and material relating to the case had
been made available to me:

1. Form P79A - Report of death to the Coroner.

2. Post Mortem Report Sarah Folbigg 93/673.

The following reports relating to this case have previously been compiled:
1. Interim Autopsy Report - Date: 1 March 1999.

2. Provisional Autopsy Report - Date: 8 March 1999,

SPECIMENS RETAINED FOR FURTHER EXAMINATION:

Tissue for histology.

Brain retained for neuropathological examination.

Blood, liver, stomach, urine and bile sent for toxicological examination.
CSF sent for biochemistry.

CSF, oral, rectal, nasal, lung and spleen sent for bacterial cultures.
Vitreous sent for urea, creatinine, glucose and electrolytes.

THOSE PRESENT AT POSTMORTEM:

Professor ] Hilton - Director of Institute of Forensic Medicine.
Detective Constable Clint Nicoll - Sydney Crime Scene Unit.
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AUTOPSY FINDINGS

Clothing:

Clothing had been removed prior to post mortem examination and consisted of a multicoloured
short pair of pants, a disposable nappy and a yellow singlet.

EXTERNAL EXAMINATION OF THE BODY:

The body was that of a deceased female infant whose appearances were consistent with the stated
age of 1 year and 8 months.

Body weight -11.52 kg. (50th-75th percentile)
Body length -80.5 cm. (<25th percentile)
Head circumference -47 cm. (50th percentile)
Chest circumference -49 cm.

Abdominal circumference  -44.5 cm.

Intercanthal distance -2.7 cm.

Foot length -12 cm.

The head hair was light brown/blonde, curly and measured approximately 10 cm.
The eyebrows were light brown.

The eyes were blue-green and natural.

The pupils were equal and measured approximately 3 mm.

There were no petechial haemorrhages on the upper or lower lids.

There was a small amount clear fluid present at the nostrils.
The lips were slightly dried and cyanosed.

The teeth were normal for age.

The frenulum was intact.

The anterior tongue appeared normal.

There were no injuries to the oral cavity.

The ears, chin and neck appeared normal.

The nipples and umbilicus were in their normal anatomical position.
The trunk was normal for age.

The external genitalia was normal.

The hymen was normal for age.
The perineal region was normal with a small amount of faecal material present around the anus.

The fingemails were slightly dirty.
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Evidence of natural disease:
There was no evidence of ankle oedema, lymphadenopathy or jaundice present,

Post mortem changes:

Rigor mortis was fully developed in all major muscle groups.

The body had been briefly refrigerated.

Lividity was present dorsally but was also present on the left side of the face where lividity was
rather pronounced on the left cheek and left forehead.

There was no evidence of decomposition.

Marks or scars:

Nil present.

Evidence of injury:!

I. An ovoid 5 x 3 mm brown bruise was present just medial to the left patella.

2. On the right anterior lower leg approximately 60 mm above the right ankle was an ovoid
12 x 10 mm brown bruise.

Evidence of medical intervention:

1. A defibrillator pad was present on the central chest.
2. Three ECG dots were present on the chest,
3. An infravenous cannula was present in the right antecubital fossa.

'Conventions used in description of injuries:
1. The body is described in the Standard Anatomical Position. Reference is to this position only.

2. Injuries are numbered for reference purposes only. This is arbitrary and does not correspond to
any order in which they have been incurred.

3. All injuries are perimortem, unless otherwise specified.
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INTERNAL EXAMINATION OF THE BODY:
Head & neck:

The scalp and skull were normal.

There were no skull fractures.

The meninges were normal and there was no extradural, subdural or subarachnoid haemorrhage.
The brain weighed 1154 g and on external examination appeared normal.

The brain was placed in formalin for further detailed examination.

The base of skull was examined and the middle ears opened.

There were no abnormalities present.

The eyes, ears, nose and mouth were normal.

The eyes were examined with an opthalmoscope prior to the internal examination.

No retinal haemorrhages or other abnormalities were present.

The neck was normal and there were no cervical spine, hyoid bone or thyroid cartilage fractures.

Cardio-vascular svstem:

The heart weighed 62 g.

The pericardium was normal,

The valves and atria of the heart were normal apart from an 8mm diameter area of haemorrhage
on the posterior surface of the left atrium.

The free wall thickness of the right ventricle was 2 mm and that of the left ventricle was 7 mm.
The myocardium was normal on section.

The coronary arteries had a normal distribution and were free of disease.

The venous system, portal veins and hepatic portal system showed no abnormality.

The aorta and its branches were normal.

There was no evidence of congenital heart disease.

Respiratory system:

The pharynx, larynx, trachea and main bronchi were normal.

The epiglottis, vocal chords and trachea showed no abnormality.

The left lung weighed 122 g and the right lung weighed 114 g and both were focally
haemorrhagic and collapsed on section.

There was no evidence of pneumonia or other pathology.

There was no free fluid in either pleural cavity.

The ribs and ribcage were infact.

The mediastinum was normal.

The thymus weighed 28 grams and was normal apart from petechial haemorrhages on the
anterior aspect of the suprasternal thymus gland.

This part of the thymus measured approximately 15 x 10 x 10mm and projected superiorly
beyond the suprasternal notch.
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Gastro-intestinal system:

The mouth, tongue, oesophagus, stomach and duodenum were normal,

The stomach contained a small quantity of milky type fluid mixed with vegetable type material.
The gastric mucosa was normal.

The small and large intestines showed no abnormality.

There was normal intestinal material within the small intestine and semi-solid green/brown stool
within the colon.

There was no free fluid in the abdominal cavity.

Hepato-biliary system:

The liver weighed 430 g and was normal on section.

No mass lesions were present.

The gallbladder and extrahepatic biliary system were normal.
The pancreas was normal.

Genito-urinary system:

Both kidneys weighed 36 g each.

The capsules of both kidneys stripped with ease to reveal normal renal parenchyma.

Both ureters were patent and of normal calibre, ending in a normal urinary bladder containing
10 ml of clear urine.

The bladder mucosa was normal.

The uterus, fallopian tubes and ovaries were normal for age.

Haemonpoietic system:

The spleen weighed 46 g and was normal on section,
There was mild mesenteric lymphadenopathy.
The bone marrow, macroscopically, appeared normal.

Endocrine system:

The pituitary gland, thyroid gland and both adrenal glands were normal, both of which weighed
2 g each.

Musculoskeletal system:

Where examined as part of the internal examination, appeared normal.

Radiological examination:

The entire body was X-Rayed on 2.3.99.
There were no fractures detected.
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Re-examination of the body:

The body was re-examined on 2.3.99, and shown to other medical staff at the Institute.
No additional significant findings were present.

The body was re-examined 3.3.99 and a facial dissection was performed.

Several photographs of the face were taken.

There were no bruises or any other injuries detected on facial dissection.

MICROSCOPIC EXAMINATION OF TISSUES:

Liver:
Kidney:

Spleen:

Heart:

Heart:
(2nd/ 3rd cuts)

Normal.
Normal.

The splenic architecture is normal. Many germinal
centres are present within white pulp areas and there is a
markedly increased number of lymphocytes in red pulp.
The appearances are of a probable viral infection. There
is no evidence of malignancy. Nor are there any
histological features to suggest any specific underlying
viral infection.

Within the myocardium is a moderately dense infiltrate of
lymphocytes which have aggregated in certain areas
particularly subendocardially and along the superficial
surface of the myocardium, although further sections
show large aggregates in the central area of the left
ventricle. In these areas, there are large clusters of
lymphocytes  surrounding  degenerate  myocytes.
Myocytolysis is present. No viral inclusions are seen.
The appearances are of myocarditis, which is probably
viral in aetiology.

Further blocks taken confirm the presence of aggregates
of lymphocytes in a similar distribution to those in the
first histological examination of the heart.
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Lungs:

Stomach:

QOesophagus:

Adrenal:

Salivary gland:

Small and large intestine:
Thyroid:

Bone marrow:

Pancreas:
Diaphragm/skeletal muscle:
Ovary:

Thymus:

NEUROPATHOLOGY REPORT:

See attached report.

There is an increased number of lymphocytes within the
interstitium and in some alveolar spaces. There are
widespread areas of haemorrhage with numerous red
blood cells within alveolar spaces, which also oedema
fluid, foamy macrophages and some fibrin. There is no
evidence of pneumonia. The trachea is normal.
Autolysed, within normal limits.

Normal.

Normal.

Normal.

Normal, autolysed.

Normal.

Reactive changes are present.

Normal

Normal

Normal

Focal cortical haemorrhages are present.

ANALYTICAL TOXICOL.OGY REPORT:

See attached report.

Quantitative procedure results:

Blood alcohol: Not detected.
Blood (preserved) Chlorpheniramine:  Not detected.
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The screening and quantitative tests reported by laboratory staff of the Division of Analytical
Laboratories, NSW Health Department were selected by the laboratory staff with due regard to
the information supplied and the Laboratory’s objectives: to detect toxic levels of poisons.
Furthermore, neither minor drug levels nor all specimens may have been fully examined.

A D Cala MBBS Dip RACOG FRCPA

it

Forensic Pathologist
NSW Institute of Forensic Medicine

13 December, 1999
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NSW INSTITUTE OF
FORENSIC MEDICINE

42-50 PARRAMATTA ROAD
NEUROPATHOLOGY REPORT: PO BOX 90
bl Al Rl RLLAIRE. GLEBE NSW 2037

. PHONE (02) 9660 5977
Name: Laura Elizabeth FOLBIGG FAX (02) 9552 1613

Institute Case No: 99/9322

Macroscopic examination:

The brain was examined after fixation in formalin and weighs 1307 g (fresh weight 1154 g).
Several irregular pieces of cranial dura are submitted for examination. These show no gross
abnormalities. The leptomeninges over the convexities and at the base of the brain are thin and
transparent. The vessels about the base of the brain, forming the circle of Willis are normally
arranged and show no focal abnormalities. No aneurysms are identified. The external surface
of the cerebrum is unremarkable and the gyri are normally arranged. The cerebrum is
proportional to the size of the cerebellum. The cranial nerves, brainstem and cerebellum show
no external abnormalities.

The brainstem is separated from the cerebrum through the rostral midbrain (brainstem and
cerebellum 155 g; 11.8% brain weight) and the cerebral hemispheres are sectioned in the coronal
plane at approximately 1.0 cm intervals. The cortical ribbon is of appropriate thickness without
focal abnormality. The grey/white junction is well defined and the ratio of cortical grey matter
to white matter volume is normal. The pattern of myelination is normal for age.

The ventricles are symmetric and of normal size. The striatum, thalamus, hypothalamus
including the mamillary bodies, globus pallidus, amygdala and hippocampus show no gross
abnormalities.

The cerebellum is separated from the brainstem and sectioned in the parasagittal plane at 0.5 cm
intervals. The superior and inferior vermis and cerebellar hemispheres including the deep white
matter and dentate nuclei show no gross abnormalities. The brainstem is sectioned in the
transverse plane at 0.5 cm intervals. The substantia nigra and locus coeruleus are not pigmented
which is normal for age. No gross abnormalities are identified.

This laboratory is accredited

B0 00 00nE 000

under the accreditation scheme e ﬁt‘%ﬁﬁ&%
of the National Association of % The University P b L)
Testing Authorities, Australia % of Sydney 00Dk 0Bulich
and The Royal College of y CENTRAL SYDNEY
Pathologists of Australasia. AREA HEALTH SERVICE
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Also submitted for examination is a 20 cm segment of spinal cord enclosed in dura. The dura
1s intact without focal abnormalities. The dura is opened longitudinally in the posterior midline.
The leptomeninges are thin and transparent. The external surface of the cord and the ventral and
dorsal roots are unremarkable.” The cord is sectioned in the transverse plane at approximately 1.0
cm intervals. No focal abnormalities were identified.

Microscopic Examination:

Unless otherwise stated, sections from the left side of the brain are examined. Sections of
posterior frontal and anterior parietal lobes including Brodmann areas 4&7, hippocampus, globus
pallidus, medulla, cerebellar hemisphere and spinal cord, stained with haematoxylin and
eosin/luxol fast blue or haematoxylin and eosin are examined and show no significant
pathological abnormalities.

Diagnosis:

Brain showing no significant abnormalities (brain weight 1154 g),
Development is appropriate for age (20 months).

Dr M Rodriguez
Neuropathologist
13 December, 1999 (es)
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NSW Police Service

EXPERT CERTIFICATE

Section 177, Evidence Act 1995 No. 25

in the matter of :
Place Statement Taken:
Date:

R-v- FOLBIGG
ADELAIDE
28 MARCH 2003

\-—_‘ e e e s = . e

[ ame:
Work Address:

Work Teleghonse
GCerupatien:

DR ALLAN DAVID CALA
FORENSIC SCIENCE CENTRE

21 DIVETT PLACE ADELAIDE

SA 5000 AUSTRALIA

08-8226-7700

FORENSIC PATHOLOGIST

SYATES:

1. This staternent made by me accurately sets out the evidence which | would be prepared. if necessary, to

give 1n count as a withess. The statement is true to the best of my knowledge and belief and | make it

knowing that, it i is tendered in evidencge, | shall be liable to prosecution if | have witfully stated in it anything

whicn i know 1o be false, or go not believe to be true.

2. lam44

W

years of age.

I'have a specialised knowledge based on the following training, study, and experience

Qualification
:MB, RBRS3. Dip
RACGG, FRCPA

4 AtapouiZpm

Other Study/Exparience:

....... ,..__.._.,__]l
|
|
i

an the 27" March 2003 at Goulburn Police Station

. | examined s video.

5. Based whaily or substantially on the above knowledge, | am of the opinion that (SEE BELOW)

Witness.

Signature:

ALLAN DAVID CALA
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Statement of ALLAN DAVID CALA
in the matter of FOLBIGG

1. At approximately 2pm 27 March 2003, | viewed a video with Det. Sgt. Bemard Ryan
at the Goulburn Palice Station. This video was dated 28 February 1999, with the
time given on the video as 3.07 to 3.11pm. '

«. In this video. a small female child, identified to me by Bemard Ryan as Laura
Falbigg. was seen playing around and in a backyard swimming pool. The child was
wearing a swimming costume and had floatation devices on her arms and tarso.

3. Laura Folbigg appeared to be in good health, and was well nourlshed. Her general
development appeared normal for a child of her age. $he responded appropriately
when called, and exhibited no evidence of a cough, shortness of breath, wheeze or
cther form of obvious ailment or physical impairment.

4. Although not seen to be vigorously exercising, Laura Folbigg was nevertheless
playing normally. At no time did | see her exhibit signs of being in any form of

physical distress. N

5. Had she been suffering from significant myocarditis at this time, irespective of the
cause. | would not have expected her to appear as she does. If the myocarditis was
of any clinical significance at the time of the video recording. | wauid have expected

the parents to notice Laura was unwell and they would have sought medical

would have expectad Laura to have been disinterested in play, possibly to have

p’)

been lethargic or pale, and to have exhibited poor exercise tolerance. | would have
expected her to have been shont of breath on even slight exertion. She may have
been vomiting and been uninterested in eating, and had a fever, requiring the use of

medication such as panadol.

7. Thal Laura Folbigg appeared in such good health iess than 24 hours prior (o her
death makes me beligve more firmly that the myocarditis which was found at

! L. L~ ~

aulcpsy piayed no role whatsoever in her death, and was an incidental finding.

L ke
Withess: - Signature: /(.—(X

ALLAN DAVID CALA

TOTRL P.24
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New South Wales Police

STATEMENT in the matter of:

Patrick FOLBIGG
DOB: 3/6/90 Date: 12 March, 1999

Name:

Address:

Ian Arthur WILKINSON

115 Elder St, Lambton. Tele: 022/4952 6599

Occupation: Paediatric Neurologist

I hereby state:

1

This statement made by me accurately sets out the
evidence which I would be prepared if necessary to give
in court as a witness. The statement is true to the
best of my knowledge and belief, and I make it knowing
that, if it is tended in evidence, I shall be liable to
prosecution if I have wilfully said anything which I
know to be false or do not believe to be true.

I am 53 years of age.

I hereby certify that my full name is Ian Arthur
Wilkinson, and my contact address is 115 Elder St,
Lambton. 2299. I have specialised knowledge based upon
the following training study and experience. I trained
in Medicine at the University of Queensland, and
subsequently trained in General Paediatrics in Sydney,
before training in Neurology in Sydney and Milwaukee,
U.S.A. I had a total of 4 years training in General
Paediatrics and 4 years training in Neurology. I have
been in practice as a Consultant Paediatric Neurologist
in Newcastle for the last 18 years, and during that
time I have seen something in the order of about 12,000
patients.

I have examined, to the best of my knowledge, only one
of the Folbigg children, namely Patrick. I first
examined him on October 18, 1990, and lastly at the
time when he was brought to the Mater Hospital in
Newcastle, I think on February 13, 1991. I am
enclosing a copy of my letter of November 28, 1991,
which details the history of my involvement with him.
Basically he presented to me with what were described
as episodes of stopped breathing, subsequently had some
seizures, and these were difficult to control, and I
had treated him with both Tegretol and Phenobarb. He
had suffered damage previously to the back part of his
brain, for reasons that were never explained.
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A lot of investigations were carried out to try and
find the underlying cause for his problems, and I
suspect that some investigations were also carried out
on his siblings.

I think it is fair to say that no particular cause for
the deaths of these children was ever established,
despite quite a lot of work-up from various
laboratories.

I have no explanation for why these children have died.
It is certainly extraordinarily unlikely that this can
all be blamed on "cot death", and indeed the latest
child was well past the age one would expect this to
happen.

Yourg faithfully,

Ian Wilkinson.

MAvREEN [ PRICE Ves) @L{,@

Witness Signature
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Detective B. Ryan
Singleton Police
SINGLETON NSW

29 June 1999
Dear Detective Ryan,
Re: FOLBIGG DEATHS

As you are aware, I performed a post mortem examination on the deceased body of Laura
Elizabeth FOLBIGG, aged twenty months, who died at Singleton on 1 March 1999. She was the
fourth child in the one family to die, the others having died over a period of 10 years from 1989
until this year, All have died at various ages, with none surviving either infancy or the toddler
age. As a result of the investigations in relation to the death of Laura, I have obtained certain
other information in relation to the deaths of the other children. Two of the four children have
been diagnosed with “Sudden Infant Death Syndrome” (SIDS) and one other child has died
months after a seizure/fit/apnoeic episode. The cause of death for Laura remains undetermined.

SIDS is diagnosed when a child (usually aged between 3 to 6 months, but usually not older than
12 months) dies and no cause of death is able to be given despite a thorough investigation of the
circumstances surrounding the death of the child, including a visit to the death scene, full post
mortem examination including detailed histopathological, neuropathological, microbiological,
biochemical and toxicological testing of various tissues and fluids has been performed.

The first child, Caleb Folbigg, died when he was 20 days old in 1989 of “Sudden Infant Death
Syndrome”. He was allegedly found deceased or unresponsive but alive in his cot by his mother.
This case was referred to the Coroner and a post mortem examination was performed in
Newcastle. No significant disease processes were found to explain the death of this child.
Toxicological analysis was unhelpful, and therefore, with consideration of all factors, a diagnosis
of “Sudden Infant Death Syndrome” (SIDS) was submitted as the cause of death. No further
investigation was done by police in relation to this death once the diagnosis of SIDS had been
made, and this would be appropriate under the circumstances.

The second child, Patrick, died at nine months of age. He allegedly had some sort of apnoea
attack (ceased breathing), or seizure at about 3 months age at home one night, having been found
to be not breathing and unresponsive by his mother. He was taken to hospital, where he remained
very unwell for some time. He was later diagnosed with blindness, as an area of the brain
controlling vision had been affected by hypoxia (reduced blood oxygen) at the time of his initial
presentation. Patrick was taken home months later, but may have suffered a further fit at home
and subsequently died. Again, I believe, the mother of the child found him either deceased or
unresponsive at home, following which a post mortem was performed at the John Hunter
Hospital. This case was not referred to the Coroner. A death certificate was issued and the case
was not investigated further.

184



The third child, Sarah, died at 10 months of age in 1993. She also was found unresponsive by her
mother in the family home. She had allegedly been a loud snorer in life, and a possible diagnosis
of Obstructive Sleep Apnoea was therefore tentatively made after her death based on her own
history of snoring and a family history of snoring. A post mortem was performed by Professor
John Hilton, Director of the NSW Institute of Forensic Medicine, and a diagnosis of Sudden
Infant Death Syndrome was made. Again, this diagnosis was made after a negative post mortem
with exclusion of natural diseases, drug intoxications, violence etc.

The fourth child, Laura, had been investigated very thoroughly by Dr Chris Seton at Westmead
Hospital for many months after her birth in view of the possible family history of Obstructive
Sleep Apnoea. She had been meticulously and carefully monitored during life, and no apnoeic
episodes of any significance were ever uncovered. No definite diagnosis of any life-threatening
condition was ever made during her life. She had been unwell for about a week prior to her death
with some ‘flu-like illness, and was found by her mother to be apnoeic and unresponsive in her
bed after she fell asleep in the car on the way home from the gym.

This fourth child did not die of SIDS, as she was too old for this diagnosis, and had an
intercurrent illness which might have explained her death. I do not believe that SIDS runs in
families, but other conditions may do so. Many natural diseases may cause death during infancy,
and these seem to have been excluded either during life or at post mortem. The deaths of all
children in the one family in Australia in 1999 is not only extremely puzzling but clearly
warrants thorough investigation.

In my opinion, the possibility of multiple homicides in this family has not been reasonably
entertained, investigated and excluded. If acts of foul play have been committed, it is most likely
that these acts have been in the form of deliberate smothering. Smothering, whether deliberately
or accidentally inflicted, may leave no trace, there are no specific post mortem findings, and it
is usually performed by one person, when alone with their victim. There are usually no other
witnesses to these events. Very young children have small openings to their airways, (nose and
mouth) and it is relatively easy for an adult or even a large child to deliberately smother an infant
or small child using a hand, pillow or other similar object applied to the face without great force.

I believe that many causes of death such as overt physical violence (including shaken baby
syndrome), poisoning, and many natural diseases can be reasonably excluded in causing the
deaths of these children. There remains as an exceedingly remote possibility, and so remote as
to be almost impossible, of some underlying and undiagnosed genetic or metabolic disease which
has so far not been detected.
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In my opinion, the deaths of the Folbigg children should be investigated as a single unit. I am
greatly concerned by the deaths of these children, and I believe very vigorous efforts of enquiry
should be made to exclude homicide in any or all of these children.

Please do not hesitate should you require any further assistance from me in this matter.

Yours,

Mo G

{

Allan Cala, FRCPA
Staff Forensic Pathologist
NSW Institute of Forensic Medicine
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EXPERT CERTIFICATE in the matter of: Death of FOLBIGG children

Place: John Hunter Hospital Date: 6 December 1999

Name: David Michael COOPER
Address: John Hunter Hospital Tel.No: 49213000

Occupation: Paediatrician STATES: -

EXPERT CERTIFICATE
Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence which
I would be prepared, if necessary, to give in court as a witness. The
statement is true to the best of my knowledge and belief and I make
it knowing that, if it is tendered in evidence, I shall be liable to
prosecution if I have wilfully stated anything which I know to be

false or do not believe to be true.
2. I am 56 years of age.

3. I hereby certify:

My full name is David Michael COOPER

My contact address is John Hunter Hospital,

I have a specialised knowledge based on the following training, study
and experience:-

I completed MBBS (Bachelor of Medicine, Bachelor of Surgery) at the
University of Adelaide in 1965, Master of Science (Physiology) at the
University of Toronto in 1974, MRACP (Membership of the Royal
Australasian College of Physicians) in 1970 and FRACP (Fellowship of
Royal Australasian College of Physicians)in 1973, Fellowship of the
Royal Surgeons of Canada in 1974. I am currently Head Paediatrian
at the Paediatric Respiratory and Sleep Service at the John Hunter
Hospital. I have been performing this duty at the John Hunter
combined with the Mater Hospital, Newcastle for the past eleven
years. The Sleep Service is concerned with the clinical evaluation

of infants and children suffering apparent sleep and breathing

Witness:
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EXPERT CERTIFICATE (Continued) Page No: 2
In the matter of: Death of FOLBIGG children

Name of expert: David COOPER Date: 6.12.90

disorders.

4. At 10.45am on Monday 6 December 1999, I spoke with Detective RYAN
at the John Hunter Hospital, Newcastle. He showed me copies of a
sleep study dated 15.6.90, and two EEG reports dated 18.10.90 and
5.11.90. I saw that these medical records related to a patient known
as Patrick FOLBIGG born 3.6.90. I do not personally recall Patrick
however from reading the above medical records I can supply the

following information.

5. The sleep study was conducted on the 15th of June 1990 at the
Mater Hospital in Newcastle where I was a Paediatrician at the time.
I would have supervised this sleep study which was a pneumogram
performed using Corometrics apparatus. This apparatus involved ECG
leads being attached the chest and abdomen of the child to detect
spells of apnoea and periodic breathing (PB). This device was not
capable of distinguishing between central and obstructive apnoea.
Central apnoea is one in which the brain does not give a signal to
breath, there is no effort to breath by any of the respiratory
muscles whereas an obstructive apnoea is one in which there is effort
by the respiratory muscles, but due to upper airway obstruction no

iirflow takes place.

6. The study dated the 15.6.90 did not demonstrate any apnoeic
episodes and the periodic breathing (PB%) was within normal limits
for this unit. As a result, the study was recorded as normal. I
believe at that time, Patrick was under the care of Doctor Richard
HENRY and Barry SPRINGTHORPE's (Paediatricians).

EXHIBIT: I NOW SEEK TO PRODUCE SLEEP STUDY DATED 15.6.90

7. The EEG (Electroencephalogram) report dated 18.10.90 relates to
a test performed py t¥e Neurologist Dr J.T. Holland which appeared

Witness:

A Signature: 4 o d
7
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EXPERT CERTIFICATE (Continued) Page No: 3
In the matter of: Death of FOLBIGG children

Name of expert: David COOPER Date: 6.12.90

normal.

EXHIBIT: I NOW SEEK TO PRODUCE EEG REPORT DATED 18.10.90

8. The EEG report dated 5.11.90 relates to a test performed by Dr
Holland where he identifies asymmetry between the right and left
sides of the brain both awake and asleep, and there was some seizure
activity on the left side of the brain for a short period. There was

excessive electrical slowing on the right side compared to the left.

9. Based wholly or substantially on the above knowledge, I am of the
opinion that Patrick had no record of sleep apnoea at the age of 1.7
weeks and that later in his life he had a normal EEG and then a

distinctly abnormal EEG sixteen days later.

10. Detective RYAN also showed me a sleep study report dated 5.11.92
and I saw that it related to a patient known as Sarah Kathleen
FOLBIGG. I do not recall Sarah but I realise that she was Patrick's
sister and this was reason for the study being completed. I
supervised the study at the John Hunter Hospital which was the
pheumogram with oximetry (oxygen saturation) performed on 5.11.92.
The oximetry was normal; there were very few sleep apnoea recorded
and some periodic breathing detected. Even so, the results were

judged to be normal.

EXHIBIT: I NOW SEEK TO PRODUCE SLEEP STUDY REPORT DATES 5.11.92

11. Based wholly or substantially on the above knowledge, I am of

the opinion that Sarah did not exhibit and signs of a respiratory

control problem.

Witness:

Signature: / /. j !
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PATRICK FOLBIGG 360390 3/6/90
STUDY DATE AGE (WKS)
15/6/90 1.7
RESULTS : APNOEA>10 APNOEA>12 PB%
- 0.00 0.00 6.04
MINUTES OF MONITORING:-—- 540
fﬁ\
SHANNON & KELLY'S DATA -
AGE (WKS) APNOEA>10 | APNOEA>12 =
0 - 4 1.9 0.3
4 - 8 1.2 0.2
8 - 20 1.4 0.2
20 - 52 - 1.6 0.6

COMMENT: NORMAL TRACE




‘ The Royal Newcastle Hospité/
Department of Clinical Neurophysiology

al'’:
E.E.G. REPORT 2.

DATE: 18/10/90

NAME: FOLBIGG PATRICK ALAN DOB: 3/6/90 MRN: 621375
ADDRESS: 36 RAWSON ST MAYFIELD SEX: M No.: M90/1144
REFERRED BY: DR COOPER ATER HOSP

L RRY:

P
g

“' =/ .
Ajrfoea, ? seizure.

y -

REPORT:
The bulk of the ;ecording is done in stage 2 sleép.‘

The 14 Hz sleep spindles are extremely well formed and distributed and although frequently asynchronous
there is no overall asymmetry noted.

The background activities are normal and symmetrical with a very well formed frequency amplitude gradient
and the appearance from time to time of cone wave posteriorly.

The arousal response at the end of the recording is normal and symmetrical.

_(_1,:_ - CAL INTERPRETATION:

This is a normal EEG for this age and the states of sleep.

J. T. HOLLAND
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The Royal Newcastle Hospital
Department of Clinical Neurophysiology

E.E.G. REPORT

DATE: 5/11/90

NAME: FOLBIGG PATRICK DOB: 3/6/90 MRN: 521375
ADDRESS: 36 RAWSON ST, MAYFIELD SEX: M No.: M80/1205-3
REFERRED BY: DR. MORRIS MATER

HISTORY:

Recurrent fits, focal fits and oculogyric episodes.

REPORT:

The recording was done with the child asleep reaching stage Il and subsequently waking at the end of the
recording. In the early part of the recording, although there is a frequency amplitude gradient which can
be identified, it is asymmetrical, with slow activities seen significantly slower on the right than on the left,
In addition throughout the period of cleep, there are frequent mullifocal spikes seen throughout both
hemispheres. Some of these are polyspike.

In the recording stage Il sleep is reached with asynchronous, but overall symmetrical and well formed 14
Hz sleep spindles.

Following arousal at the end of the recording, the record on the whole changes appropriately, but again the
asymmetry is still apparent and just immediately prior to the end of the recording there is a brief repetitive
seizure phenomenon seen in the left parietal region.

CLINICAL INTERPRETATION:

The record is abnormal in spite of the normal appearance of sleep spindles in stage | sleep. There is some
attention drawn independently to both hemispheres. There is an excess slow on the right in comparison with
the left. However, whilst there is independent potentially epileptogenic activity seen in a multifocal nature
in both hemispheres, there is one further brief seizure event seen in the left parietal region,

On review there does appear to have been some deterioration in the record since the previous two. Review
of the original one is again absolutely normal. The second one, | think, is borderline and this one frankly
abnormal. The picture suggests an ongoing encephalopathic process.

J. HOLLAND
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SLEEP STUDY RECORD SHERT

TIME STUDY
COMMENCED

DA235

REFERRING DOCTOR:

DIAGNOSIS:

Date: 5////91» ,

FOLB1GG SARAH KATHLEEN

9 BOMER CLUSE THORNTON 4322
1§~Uct~]993 o AMU IR, R, HENRY
Wi.Rr2 ONM.OB/711792 12
TIME STUDY
COMPLETED
/6 /0
HARDACRE -

SIin G OF SADS

MEDICATIONS:

e

PHONE NUMBER:

5G5S &F .

IF THE CHILD IS AWAKE RECORD BELOW

Time Awake

Back to Sleep Machine On/0Off

1038 /4104y Off
1200 | 325 OF (-
/ ©/0
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EXPERT CERTIFICATE in the matter of: Death of FOLBIGG children
Place: Westmead Coroner’s Court Date: 14.1.2000

Name: Bridget WILCKEN
Contact Address: The New Children’s Hospital Tel.No: 02 98453654
Occupation: Clinical Geneticist (Metabolic Physician) STATES: -

EXPERT CERTIFICATE

Section 177, Evidence Act 1995 No. 25

1. This statement made by me accurately sets out the evidence

which I would be prepared, if necessary, to give in court as a

witness.

The statement is true to the best of my knowledge and belief and I
make it knowing that, if it is tendered in evidence, I shall be
liable to prosecution if I have wilfully stated anything which I

know to be false or do not believe to be true.
2. I am 66 years of age.

3. I hereby certify:

My full name is Bridget WILCKEN

My contact address is The New Children’s Hospital, Westmead.

I have a specialised knowledge based on the following training,
study and experience: -

I completed Bachelor of Medicine at the University of Edinburgh in

1956. I am a fellow of the Royal Australasian College of
Physicians and I am a certified Clinical Geneticist (Human
Genetics Society of Australasia.) I have twenty nine years

experience 1in the field of Biochemical Genetics and Metabolic
Medicine. I am currently employed by the New Children’s Hospital
at Westmead as a Senior Staff Physician and I am the Director of
the New South Wales Newborn Screening Programme and the New South
Wales Biochemical Genetics Service. I am also the Chairman of the

New South Wales Health Department’s Genetics Services Advisory

- /
é;;/ See Contirfugtion Sheet
/

o | x .
Witness: 78 Signature: \} WA

B 7277 " Do




EXPERT CERTIFICATE (€Continued) Page No: 2
In the matter of: Death of FOLBIGG children

Police -v-

Name of expert: Bridget WILCKEN Date:

Committee.

4. On the 13 February 1991 I was employed by the New Children’s
Hospital. Between the 13 February 1991 and 25 February 1991 an
examination was made of a urine sample at the Oliver Latham
Laboratory of a urine sample reference 36-03-90. The results of
this examination showed a normal amino pattern and essentially
normal organic acid profile. (Lactic acid was slightly elevated, a

finding to be expected in a post mortem urine sample.)

EXHIBIT: I NOW SEEK TO PRODUCE N.S.W BIOCHEMICAL GENETICS SERVICE
REPORT.

In December 1991, I received a letter from Doctor Alison
COLLEY from the Regional Medical Genetics Unit at the Western

Suburbs Hospital in Newcastle.
EXHIBIT: I NOW SEEK TO PRODUCE LETTER DATED 4 DECEMBER 1991.

On 10 December 1991 I replied to Doctor COLLEY giving my
opinion on the information that I had received that there was no
clear indication of a fatty acid oxidation disorder and some
fairly strong evidence against it. This evidence could not

positively exclude every form of fatty acid oxidation.
EXHIBIT: I NOW SEEK TO PRODUCE LETTER DATED 10TH DECEMBER 1991.

In December 1999, my staff and I at the NSW Biochemical
Genetics and Newborn Screening Services conducted tests on the
newborn screening blood samples for all four babies of Kathleen

FOLBIGG,; dares o©f birth 01.02.198%, 03.06.1%90, 14.10.1892, and

07.08.1997 wusing tandem mass spectrometry. The results were
entirely normal. (These tests were released after I had received
permission from Mt and Mrs FOLBIGG’s solicitor Mr Brian DOYLE.

Witn%s/ 'l Signature' \’:Lg@i P




EXPERT CERTIFICATE (Continued) Page No: 3
In the matter of: Death of FOLBIGG children

Police -v-

Name of expert: Bridget WILCKEN Date:

These normal results tend to exclude certain disorders of
amino acid metabolism (phenylketonuria, the tyrosinaemias, maple
syrup urine disease, homocystinuria due to cystathionine synthase
deficiency) and a large number of organic acidurias and fatty acid
oxidation defects, including methylmalonic acidaemia, propionic
acidaemia, medium chain acyl CoA dehydrogenase deficiency, and
several other disorders which are extremely rare. While these
negative results of tests performed on cards stored for a varying
number of years do not definitely exclude the disorders mentioned,
there is no positive evidence indicating an inherited metabolic
disorder affecting amino acid, organic acid or fatty acid

oxidation pathways.

The tests performed by tandem mass spectrometry cannot be
regarded as definitive because of the age of the samples and also

because the sensitivity of this new type of test is not yet fully

known.

We also conducted a DNA test for the common mutation seen in
medium chain acyl CoA dehydrogenase deficiency, which is present
in 98% of known cases of this disorder. This mutation was not

present in any of the children’s samples.

EXHIBIT: I NOW SEEK TO PRODUCE NSW NEWBORN SCREENING PROGRAMME
REPORT RE CALEB, PATRICK, SARAH AND LAURA FOLBIGG.

i ‘/ : 3 J ‘ K Iy
Witness: AQ/// o Signature: iy — WA

Witness: / . ‘ Signature: \ \Aqéé —




Department of Health, N.S.W.

'OLIVER LATHAM LABORATORY

SENIOR SCIENTIST

TELEPHONE ENQUIRIES:
CLINICAL GENETICIST 887 565¢

887 564

REFORT FRINTED

LEASE

11342 25-Feb-21

CLINICAL GENETICIST
RETATN UMTII SUFERSEDED

BY & RFFORT WITH 3 SAMFLES’

SENIOR SCIENTIST:MS J HAMMOND

(RIOCHEMISTRY):DOR E WILCKEN
RESULTS.

: g - - RESULTS 887 566¢
N.S.W. BIOCHEMICAL GENETICS SERVICE . e
/
3.0 \/(/
REFERRELDI RYIMATER NEWCASTLE Q\
Ward: 4G _ 36—03—-20
FOLBIGGs FATRICK
Dr, WILKINSON
Male DOR: 03-Jun-1990
KIDNEY URINE
210427 9210428
12130 12130
13Fab 13Feb
TEST REF RANGE UNITS 1991 1991
RINARY AMINO ACID FATTERN
"AMINO ACIDL FATTERN ‘e ’ e N NAL
'ETHYLMALONIC ACID SCREEN
METHYLMALONIC ACIL ‘e .o N NEC
RINARY ORGANIC ACID FROFILE
LACTIC ACILD ‘e N I 4
OMMENT
LARORATORY COMMENT ve e ¥ RO FHUC1
STORED FOR FURTHER AMALYSIS e . STARE v e v v v s
NALD = NO AEBRNORMALITY DETECTED
NEG = NECATIVE
+ = SLIGHT INCREASE
FMUC1 = Urine collected rost-mortem.
STORE = B3amerle is beims® stored for further ansluses ot 2 future
date.

by
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- The Hunter Area Health Service

REGIONAL MEDICAL GENET!ICS UHNIT

C/=. Hewncasiis ‘Western Suburbs Hosaia:

Turton Roz7.

Waratah 2262

Telephone: (048) 60 2262

T 1(049)60 1652

Fax: (049) 683854

Eres——— P.O.Box 2,

Director E Wasdlah goss

.Dr. Michael Partington R ;

“"M.B.B.S. PhD (Lond) FRCPE FRCPC

Our Reference

AC:HB:1564 \
Your. Reference:

4 December 1991

Dr Bridget Wilcken
Oliver Latham Laboratory
PO Box 53

NORTH RYDE NSW 2113

Dear Bridget

Re: Caleb FOLBIGG (DOB 1/2/89, DOD 20/2/89)
Patrick FOLBIGG (DOB 3/6/90, DOD 13/2/91)

‘Mr & Mrs Folbigg have had two pregnancies to date both resulting in the
early loss of their sons. Mrs Folbigg is adooted and we do not have any
past history. Mr Folbigg is 1 of 8 siblings and one of his brothers had a
child die in the neonatal period cause unknown. There is no other relevant
family historv. I am writing to enquire whether vou think specific testing
for MCAD deficiency is warranted on blood spots from these bovs. I will
enclose all the results of metabolic results that I have, mainly on
Patrick, and if you feel there is anvthing outstanding they should be
tested for please do go ahead. The parents are considering a 3rd pregnancy

and are naturally very anxious as we do not have a diagnosis for their two
SOns.

Caleb was born at term after a well pregmancy and weighed 7l1b 7oz. He was
bruised from forceps and remained overnight in a humidicrib. I understand
he had phototherapy for jaundice. His parents describe him as a poor
feeder with a lazy larynx. There is a note about stridor in his file. He
was discharged home on day 5 gaining weight and no abnormalities were noted
" in the routine check by the paediatrician. I enclose his post mortem.

: Patrick was born at term after a well pregnancy. He weighed 71b loz. He
did not need a humidicrib, had no problems feeding, and no stridor. He
also didn't have jaundice. He went home on day 6 and a neonatal check by
the paediatrician was also normal. His milestones were thought to be
normal. He was about 3 months of age when his parents went into his
bedroom at 3am and found him limp, pale and gasping. When he arrived at
hospital he was said to be apnoeic and .needed resuscitation. Subsequently
he developed seizures and the question was raised as to whether he in fact

NEWCASTLE WESTERN SUBURBS HOSFITAL IS WHQOLLY FUNDED BY THE N.S.W. DEPT. OF H51§§



Folbiqq Page 2

came in postictal or whether the seizurszs were secondary to cerebral
ischaemia following this original episncde. He continued to have seizures
which were very difficult to control. 2 CAT scan showed hypodense areas in
the occipital regions posteriorly. a1l iqvestigations to " find an
infectious agent including herpes encephalitis were negative and blood
samples were sent to Adelaide for lysosomal and long chain fatty acids
wvhich were normal as were  his urinary MPS screen and serum carnitine. He
was admitted a month later with a prolonged seizure and because of the
possibility of encephalitis he was given lumbar puncture but he may well
have coned and impaired the blood supplvy to his posterior cerebral
circulation at that time as he then had cortical blindness. On his date of
death he suffered a cardio-respiratory arraest at home and was unable to be
resuscitated.

His brain was sent to the Roval Alzzzndra Hospital for Children for
histopathological examination. I enclecsz ¢ copv of the report which seemed
only to show old necrosis presumably from ischaemia. Dr Ian Wilkinson has
stored fibroblasts and approached Gesf:I Thompson, Murdoch Institute,
regarding a disorder of lactate metabolism 2s there was an arterial lactate
of 1.6 and in the laboratorv the upper limit was 0.8. However Geoff didn't
reallv feel happy to go ahead unless %ta2re was further support for a
lactate disorder which was unable to be Zoua<d.

parents are anxious to have everv possitcilizv explored as thav are planning
their 3rd pregnancy. I wondered whether ti2 normal plasma carnitine levels
ruled out the possibility of MCAD and wvhsther vou thought that there was
any mileage in this as a diagnostic possiziiitv. Thank you for your time
and thoughts on these two voung bovs.

It mav be that these two bovs died of unrslated causes. Naturally the

Yours sincerelv,

i}_u, (e

ALISON COLLEY
STAFEF SPECIALIST.

Encl:
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New South Wales Government

Department of Health

" B W e

OLIVER LATHAM LABORATORY
The Macguarie Hospital, North Ryde

Dr Alison Coiley L Cox's Roac. MORTH RYDE 2113 Sben i
Staff Specialist Phone: 887 5566

Regional Medical Genetics Unit Fax: 805 1233 '

C/- Newcastle Western Suburbs Hospital ADDRESS TC REPLY TO:

WARATAH 2298 P O. Box 53. North Ryde, N.SW. 2113

Our reference.

Your reference:

10th December, 1991

Dear Alison,

Re: Caleb and Patrick FOLBIGG

Thank you for your letter about these boys. [n considering my answer I am
slightly handicapped by not knowing the date of Patrick's "near miss" event.
However I note with interest that a urine sample dated 20th October, 1990 was
sent to us, and that that contained no suspicious dicarboxylic acids. I further
notice that a plasma sample taken on 25th October and sent to Adelaide had a
totally normal carnitine value including the ratic of acylated to free carnitine.
Both of these would argue against a fatty acid oxidation disorder. Of course the
normal urinary findings would rather depend upon the relationship between the date
of the urine sample and the actual date of the episode, but if it was within a day
or so I rather think it would argue against it. Also against such a diagnosis is
the age of death of Caleb and the post-mortem findings which in neither child
show any evidence of fatty diathesis. [ am aware of a recent paper of James
Leanard's but even so I feel that there are so many factors not suggesting MCAD
that there is no real need to go ahead with any further analysis. If you disagree
very strongly, then I suppose we could pull out the blood spots and send them for
an analysis of the G mutation. A normal finding would be a further evidence

against this possible diagnosis although, as you know, it would not utterly exclude
it.

With kind regards,

-
’

Yours sincerely, \\b ’\.’
//-%V\k

Bridget Wilcken
Clinical Geneticist

B
(TN

ey b T A o -
=TT O Al
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- The Hunter Area Health Service

REGIONAL MEDICAL GENETICS UNIT
C/o. Newwcastle Western Suburbs Hospital
Turton Road, -
Waratah 2298
b e A Teiephone: {043) 60 2206 --
(049) 60 1613
Fax: (049) 60 1968
y : : “~P.0. Box 21,
. DiréétorJ : . Waratah 2298
Dr. Michael Partington :
M.B. B.S. PhD (Lond.) FRCPE FRCPC

Our Reference: AC:CG

Your Reference:

27 February 1992

Dr Bridget Wilkikeou<
Clinical Gemeticist
Oliver Latham Laboratory
PO Box 53

NORTH RYDE NSW 2113

Dear Bridget
Re: Caleb and Patrick FOLBIGG

Thank vou for your letter about these brothers. Firstlv the urine sample
that vou had on Patrick dated 20 October 1990 was on the second dav after
his near-miss event which occurred on 18 October. Thank vou for
explanation of Patrick's investigations. I certainly agree that there are
so many factors not suggesting MCAD that there really 1isn't enough
suspicion to go ahead with any further analysis.

Mr and Mrs Folbigg have recently returned to the Clinic where I discussed
with them a lack of a diagnosis for both children but that Patrick's near-
miss and Caleb's SIDS mav be related but as vet we do not have anv evidence
for this. They informed me that they are now expecting their third child,
8 weeks gestation at this Clinic. Naturallv thev are going to be very
anxious during the pregnancy as well as after the birth of the baby and we
have organised some ultrasound scans for screening and hopefully
reassurance on the physical development of the baby. Thev will be seeing
Dr Hardacre, paediatrician in Maitland for postpartum care of the infant
which will undoubtedly involve the wusual monitoring systems. They
understand that as we do not have a diagnosis on either boy we do not have
anything in the way of specific prenatal diagnosis for this baby and indeed

a definite recurrence risk is elusive although 25% would be the upper mark
I would think.

Kind regards, thank you again for your help with this mystery.

Yours sincerely,
n ﬂ\ A ‘;\ =
'\J\/LJ&'JW/\T
ALISON COLLEY \’
STAFF SPECIALIST.
Copy to Dr C Marley

Dr M Holland ’
Dr I Wilkinson

Ve clend o
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—NSW Newborn Screening Programme
Locked Bag 2012
Wentworthville NSW 2145
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Tel:«02) 9845 3255 Int'5 6172 98457255
(02) 9845 3659 Int + 61 2 9845 3659
Fax: (02) 9845 3800, Int’+ 612 9845 3800

Patient Results Report run on 13 Jan 2000

Dr B Wilcken

NSW Biochemical Genetics Service
The New Childrens Hospital
WESTMEAD NSW 2145

Patient Details

Patient ID : PA056649

Name : CALEB FOLBIGG

Birth Date : 01 Feb 1989 Hospital: Newcastle Western Suburbs Hosp
Mult. Code

Patient Sex : M

Mother’s name: KATHLEEN FOLBIGG

Sample Results

ACYL CARNITINES:C2,C3,C4,C5,C50H;C6,C8,€C10,#L%,Cl4, 21,Cl6,CAR
Ref.Range: Intensity > 10000 units
Sample ID Collected Result Comments

BJ041682 0S5 Feb 1989 58632 No further tests are indicated

AMINO ACID PROFILE: Ala, Cit, Gly, Leu, Met, Tyr
Ref.Range: Intensity > 10000 units
Sample ID Collected Result Comments

BJ041682 0S5 Feb 1989 78052 No further tests are indicated

PHENYLKETONURIA: Phenylalanine
Ref.Range: <200 umol/L
Sample ID Collected Result Comments

35041682 0S5 Feb 1989 11 No further tests are indicated

Medium Chain Acyl CoA Dehydrogenase
Ref . Range: Not detected [--]
Sample ID Collected Result Comments

2.041632 05 Feb 1989 -- The common A Zo G change was not
detected at position 985 on either
chromosome, thus a diagnosis of MCAD
deficiency 1s unlikely, but still
possible. See separate Biochemical

(*) = date of receipt, no collection date available

Clinical Geneticist (Biochemistry): Dr Bridget Wilcken

Principal Scientist: Dr Veronica wilei;/i:>



0(0 Screen/hg
A° %
) ©)
- &
5 jf S

: e
NSW Newborn Screening Programme - - - *=~——— %
Locked Bag 2012

Wentworthville NSW 2145

_ Tel: (02) 9845 3255 int-+61-2-9345 3255
(02) 9845 3659 Int + 61 2 9845 3659
Fax: (02) 9845 3800 Int + 61 2 9845 3800

Patient Results Report run on 13 Jan 2000
Patient ID: PA0S56649 CALEB FOLBIGG

Genetics reports for urine biochemical

markers.
(See attached fact sheet for further
details)
(*) = date of receipt, no collection date available
Clinical Geneticist (Biochemistry): Dr Bridget Wilcken

Principal Scientist: Dr Veronica Wiley
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NSW Newborn Screening Programme
Locked Bag 2012
Wentworthville NSW 2145

0(0 Scre en/'ng

Tel: (02) 9845 3255 Int + 61 2 9845 3255
(02) 9845 3659 Int + 61 2 9845 3639
Fax: (02) 9845 3800 Int + 61 2 3845 330C

Patient Results Report run on 13 Jan 2000

Dr B Wilcken

NSW Biochemical Genetics Service
The New Childrens Hospital
WESTMEAD NSW 2145

Patient Details

Patient ID PAQ089589

Name PATRICK FOLBIGG

Birch Date 03 Jun 1990 Hospital: Newcastle Western Suburbs Hosp
Mult. Code

Patient Sex : M

Mother’s name: KATHLEEN FOLBIGG

Sample Results

ACYL CARNITINES:C2,C3,C4,C5,C50H,C6,C8,C10,:1,¢cl4, +1,ClE,CAR
Ref.Range: Intensity > 10000 units

Sample ID Collected Resulct Comments
B3J168360 07 Jun 1990 65860 No further tests are indicated
AMINO ACID PROFILE: Ala, Cit, Gly, Leu, Met, Tyr
Ref.Range: Intensity > 10000 units
Sample ID Collected Result Comments
2J168360 07 Jun 1990 84256 No further tests are indicated
PHENYLKETONURIA: Phenylalanine

L
Ref.Range: <200 umol/L
TE Comments

27158360 07 Jun 1990 14 No further tests are indicated

Medium Chain Acyl CoA Dehydrogenase
Rei.Range: Not detectad |
Resulc Comments

=)
4
Sample ID Collected

The common A to G change = &
detected at position 985 on either
chromosome, thus a diagnosis of MCAD
deficiency is unlikely, but still
possible. See separate Biochemical
date of receipt, no collection date available
Clinical Geneticist (Biochemistry): Dr Bridget Wilcken
Principal Scientist: Dr Veronica Wiley \\

Py
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Tel: (02) 9845 3255 Int + 61 2 9845 3255
(02) 9845 3659 Int + 61 2 9845 3659
Fax: (02) 9845 3800 Int + 61 2 9845 3800

NSW Newborn Screening Programme
Locked Bag 2012
Wentworthville NSW 2145

Patient Results Report run on 13 Jan 2000
Patient ID: PA089589 PATRICK FOLBIGG

Genetics reports for urine biochemical
markers.

(See attached fact sheet for further
details)

Principal Scientist: Dr Veronica Wiley

£ 1205

Clinical Geneticist (Biochemistry): Dr Bridget wilcken:>



NSW Newborn Screening Programme ———

Locked Bag 2012
Wentworthville NSW _2145

O((\ Screen,'ng

Tel: (02) 9845 3255 TATF61 2 9845 3255
(02) 9845 3659 Int + 61 2 9845 3659
_Fax:(02) 98453800 Int + 61 2 9845 3800
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Patient Results Report run on 13 Jan 2000

Dr B Wilcken

NSW Biochemical Genetics Service
The New Childrens Hospital
WESTMEAD NSW 2145

Patient Details

Hospital: John Hunter Hospital

Patient ID PA419632

Name SARAH FOLBIGG
Birth Date 14 Oct 1992
Mult. Code

Patient Sex : F

Mother’s name:

KATHLEEN FOLBIGG

Sample Results

ACYL CARNITINES:C2;C3,C4,€5,CS0H,C6,¢8,€C10,:1,C14,:1,Cl6,CAR

Ref .Range:
Result

Sample ID Collected

Intensity > 10000 units
Comments

BB138274 12 Jan 2000* 59152 No further tests are indicated
AMINO ACID PROFILE: Ala, Cit, Gly, Leu, Met, Tyr
Ref.Range: Intensity > 10000 units
Sample ID Collected Result Comments
BB138274 12 Jan 2000* 76600 No further tests are indicated
PHENYLKETONURIA: Phenylalanine
Ref.Range: <200 umol/L
Sample ID Collected Result Comments
BB138274 12 Jan 2000+ 18 No further tests are indicated

Medium Chain Acyl CoA Dehydrogenase

Ref .Range:
Resulc

3B138274 12 Jan 2000+ --

Clinical Geneticist

date of receipt,

Not detecrted
Comments

{~--]

The common A to G change was not
detected at position 985 on either
chromosome, thus a diagnosis of MCAD
deficiency is unlikely, but still
possible. See separate Biochemical
no collection date available

(Biochemistry): Dr Bridget Wilcken

Principal Scientist: Dr Veronica wilei//:>



Tel: (02)9845 3255 Int + 61 2 9845 3255
(02) 9845 3659 Int + 61 2 9845 3659
Fax: (02) 9845 3800 Int + 61 2 9845 3800

NSW Newborn Screening Programme —
Locked Bag 2012
Wentworthville NSW 2145

Patient Results Report run on 13 Jan 2000
Patient ID: PA419632 SARAH FOLBIGG

Genetics reports for urine biochemical
markers.

(See attached fact sheet for further
details)

(*) = date of receipt, no collection date available

Clinical Geneticist (Biochemistry): Dr Bridget Wilcken
Principal Scientist: Dr Veronica Wiley \\
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NSW-Newborn Screening Programme
Locked Bag 2012
Wentworthville NSW 2145

Tel: (02) ¢ 9845—3255 Int ¥61 2.__ 845'“372755-
(02) 9845 3559 |m +61 g 9845 3659
45°3800°

Dr B Wilcken

NSW Biochemical Genetics Service
The New Childrens Hospital
WESTMEAD NSW 2145

Patient Details

Patient ID : PB556029

Name 2 FOLBIGG

Birth Date : 07 Aug 1997 Hospital: Singleton District Hospital
Mult. Code

Patient Sex : F

Mother’'s name: KATHLEEN FOLBIGG

Sample Results

CONGENITAL ADRENAL HYPERPLASIA: 17Hydroxy Progesterone
Ref.Range: <50nmol/L :fullterm;BWt>2

Sample ID Collected Result Comments
BB608364 11 Aug 1997 14 No further tests are indicated
BB611211 20 Aug 1997 12 No further tests are indicated

GALACTOSAEMIA: Galactose metabolites
Ref .Range: < 1.5 mmol/L

Sample ID Collected Result Comments
BB608364 11 Aug 1997 < 1.5 No further tests are indicated
BB611211 20 Aug 1997 < 1.5 No further tests are indicated

CYSTIC FIBROSIS: Immunoreactive trypsin
Ref.Range: <100 ug/L whole blood

Sample ID Collected Result Comments
BB608364 11 Aug 1997 45 No further tests are indicated
38611211 20 Aug 1997 41 No further tests are indicated
ACYL CARNITINES:C2.,€3,C4,CS5,C50H,C6,C8,C%0,:1,Cl4,:1,Cl6,CAR
Ref.Range: Intensity > 10000 unics

Sample ID Collected Resulct Comments
8B608364 11 Aug 1997 55436 No further tests are indicated
BB611211 20 Aug 1997 61240 No further tests are indicated

(*) = date of receipt, no collection date available

Clinical Geneticist (Biochemistry): Dr Bridget Wilcken
Principal Scientist: Dr Veronica Wiley
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Tel: (02) 9845 3255 lnt ¥ 61T§835‘3455
(02) 9845 3659 Int + 61 2 9845 3659
Fax: (02) 9845 3800:Int +61.2.9845 3800 °

Locked Bag 2012 e v
Wentworthville NSW 2145 ... .. . s

Patient Results Report run on 13 Jan 2000
Patient ID: PB556029 FOLBIGG

AMINO ACID PROFILE: Ala, Cit, Gly, Leu, Met, Tyr
Ref.Range: Intensity > 10000 units

Sample ID Collected Result Comments
BB608364 11 Aug 1997 69436 No further tests are indicated
BB611211 20 Aug 1997 73656 No further tests are indicated

PHENYLKETONURIA: Phenylalanine
Ref .Range: <200 umol/L

Sample ID Collected Result Comments
BB608364 11 Aug 1997 < 200 No further tests are 1indicated
BB611211 20 Aug 1997 < 200 No further tests are indicated

HYPOTHYROIDISM: Thyroid Stimulating Hormone
Ref.Range: <20 mIU/L whole blood

Sample ID Collected Result Comments
BB608364 11 Aug 1997 1 No further tests are indicated
BB611211 20 Aug 1997 1 No further tests are indicated

Medium Chain Acyl CoA Dehydrogenase
Ref.Range: Not detected [--)
Sample ID Collected Result Comments

38608364 11 Aug 1997 -- The common A to G change was not
detected at position 985 on either
chromosome, thus a diagnosis of MCAD
deficiency is unlikely, but still
possible. See separate Biochemical
Genetics reports for urine biochemical

markers.
(See attached fact sheet for further
details)
33611211 20 Aug 1997 -- The common A to hange was not

G c

detected at position 985 on either
chromosome, thus a diagnosis of MCAD
deficiency is unlikely, but still
possible. See separate 3Biochemical
Genetics reports for urine biochemical

markers.
(See attached fact sheet Ior further
details)
(*) = date of receipt, no collection date available
Clinical Geneticist (Biochemistry): Dr Bridget Wilcken

Principal Scientist: Dr Veronica Wiley
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09707 2001 14:59 FAX 02 65787411 SINGLETON POLICE dood

Detective Snr Cnst.B.Ryan,
Singleton Detectives
Singleton Police Station
SINGLETON NSW 2330

19 June 2001

Dear Detective Ryan,

Re: R v Kathleen FOLBIGG

Tacknowledge receipt of a 3 page fax from you dated 6 June 2001 in relation to this matter. I set
out my responses below to some of the questions raised which have relevance to the post mortem

examination I performed on Laura Folbigg.
Question (1)

“An examination of the literature indicates that Staining from iron can indicate the
presence of haemosiderin-containing macrophages (siderophages) in alveoli. In respect

of any of the deceased was such a staining conducted?”

In the case of Laura Folbigg, staining for haemosiderin-laden macrophages was performed using
a Perl’s stain, with a negative result. (No iron was present in any of the 10 sections of lung tissue

examined)

The presence of haemosiderin-laden macrophages (siderophages) has been regarded by some
pathologists to be a marker or indicator for previous attempts at mechanical airway obstruction,
or deliberate smothering (1). This is a view which bas not been widely accepted by the forensic
-pathology community. There are many causes for the presence of these macrophages, however

their absence does not negate or exclude a diagnosis of deliberate smothering.

In my opinion, it is dangerous to conclude that a child has been deliberately smothered by the
presence of iron in the lungs. The presence of iron in this setting is highly non-specific, and I
would give the presence or absence of haemosiderin-laden macrophages no weight in assessing

whether a child might or might not h