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Department of Health 
 

 

 
 

File No.: 

File Note 

Prepared by: Julia Bullock Acting Nursing Director Surgery 

Phone: (03)   

Date Prepared: 30/9/2025 

Subject: 
Communication 
with Work Safe 
Incident 5507 

 

 

• 26/9/2025 approx. 1600 hours WorkSafe notification complete via phone 

• 26/9/2025 approx. 1730 hours WorkSafe regulator contact via phone with update provided 
and planned actions Saturday 27/9/2025 and 28/9/2025 

• 29/9/2025 Phone notification from Tania Giddens senior inspector that planned site visit to 
occur approx. 1000 hours 

• 29/9/2025 approx. 1025 Tania Giddens and colleague Andrew attended LGH and walk 
through of ORS and inspection of ORS4 undertakes whilst gathering information on incident 
and subsequent actions 

• 29/9/2025 2124 requested additional information emailed to Tania Giddens  

• 30/9/20251254 email update to Tania Giddens re delay in arrival of environmental testing 
consultant and resources arriving onsite 

• 30/9/2025 1533 phone call to Tania Giddens with proposed testing arrangements for 
consideration of testing whilst cleaning undertaken in OR4. Referred to Shane Toon and 
environmental testing consultant for additional detail and proposed actions 

• 30/9/2025 1537 phone call from Shane Toon to advise Tania Giddens WorkSafe had given 
approval to progress with planned testing and cleaning of OR4 
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From: Operating Room Suite Nurse Unit Manager <orsnum@ths.tas.gov.au>  
Sent: Friday, 6 February 2026 11:34 AM 
To: Bullock, Julia M @ths.tas.gov.au> 
Subject: Signal communication 

 

Hey there 

 

Here are some screenshots of info on the signal ap 

 

Madeleine Postmus 

NUM Operating Room Suite 

Launceston General Hospital  

Level 5, Charles St, Launceston TAS 7250 

phone:  

mobile:   

email:  

 

 

I acknowledge and respect Tasmanian Aboriginal people as the traditional owners and ongoing 
custodians of the land on which I work and live, and pay respect to Elders past, present and emerging. 

 

 

From: Postmus, Madeleine J < >  
Sent: Friday, 6 February 2026 11:33 AM 
To: Operating Room Suite Nurse Unit Manager <orsnum@ths.tas.gov.au> 
Subject:  
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received this email and any attachments by mistake, and delete them. If this email and any attachments include
advice, that advice is based on, and limited to, the instructions received by the sender. Any unauthorised use
of this email and any attachments is expressly prohibited.  Any liability in connection with any viruses or other
defects in this email and any attachments, is limited to re-supplying this email and any attachments.

 
 

CONFIDENTIALITY NOTICE AND DISCLAIMER
The information in this transmission may be confidential and/or protected by legal professional privilege, and is intended only for the
person or persons to whom it is addressed. If you are not such a person, you are warned that any disclosure, copying or
dissemination of the information is unauthorised. If you have received the transmission in error, please immediately contact this
office by telephone, fax or email, to inform us of the error and to enable arrangements to be made for the destruction of the
transmission, or its return at our cost. No liability is accepted for any unauthorised use of the information contained in this
transmission.
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INSPECTION REPORT
Work Health and Safety Act 2012

Date of Report: 01/10/2025
Name of Inspector: Tania Giddens
Phone Number:
Email:
Entry Date and Time: 29/09/2025 10:25
Departure Date and Time: 29/09/2025 12:10

Name of business or undertaking: The Crown in the right of the State of Tasmania (Tasmanian
Health Service)
ABN: 15 359 196 040 ACN:
Phone No: Mobile:
Email:

Main address of business or undertaking:

George Town Hospital 47 Anne Street, George Town TAS 7253, Australia
PLACE ENTERED
Trading name (if different from above): Tasmanian Health Service
Address of attendance: Launceston General Hospital  Launceston General Hospital 274-280
Charles St, Launceston TAS 7250, Australia

OTHER PERSONS ATTENDING WITH INSPECTOR
Regulator staff: Andrew Oakley HSR: Kylie STUBBS
PERSON SPOKEN WITH DURING INSPECTION

Name: Julia BULLOCK Tel: Role: A/Nursing Director

Name: Kylie STUBBS Tel: Role: HSR

Name: Madeleine POSTMUS Tel: Role: Manager
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INSPECTION DETAILS
Purpose of Entry
Incident
Summary of Inspector’s Observations
On Monday 29.09.25, Inspectors Tania GIDDENS and Andrew OAKLEY attended Launceston General
Hospital, 274-280 Charles Street, Launceston. I met with Julia BULLOCK, A/Nursing Director . We
identified ourselves as inspector's with WorkSafe Tasmania, appointed under the Work Health and
Safety Act 2012, and produced my identification card. I explained the reason for the visit, being the
incident that occurred on involving staff feeling unwell in theatre 4.

I observed and discussed the following:
theatre 4 and equipment contained within•
scrub area•
chemicals used for cleaning•
summary of incident and procedures followed•
remedial action undertaken•

INSPECTION OUTCOMES SUMMARY
Actions Agreed, Advice provided
Agreed Actions; to be forwarded to inspector

TFS finding•
Biotech test results•
Summary of incident and procedures followed•
summary, followed by Air monitoring Report from Occupational hygienist upon completion•

Advice provided;
ensure that results of air monitoring are readily accessible to staff•

Guidance to information to assist with compliance
www.worksafe.tas.gov.au
www.legislation.tas.gov.au
www.safeworkaustralia.gov.au

Guidance to Codes of Practice to assist with compliance
Managing Risks of Hazardous Chemicals in the Workplace
Managing the Risks of Plant in the Workplace
Work Health and Safety Consultation, Cooperation and Coordination
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GIVING OF REPORT

Name of person given
to:

Julia BULLOCK Date:  01/10/2025

Person’s position: Manager

Person’s email:

Method of giving: Email

Name of person given
to:

Kylie STUBBS Date:  01/10/2025

Person’s position: HSR

Person’s email:

Method of giving: Email

DISCLAIMER
This report only deals with matters the subject of the specific inspection.  It does not purport to indicate
overall compliance status of the relevant duty holder(s) with work health and safety laws.
INTERNAL REVIEW OF CERTAIN INSPECTOR DECISIONS
You are able to apply for internal review of a decision made by an inspector during this visit.
Information on how to seek an internal review is available on our website: www.worksafe.tas.gov.au.
FEEDBACK
If you want to clarify any matter that is covered by the Inspection Report and any associated Notices or
Directions, please contact the issuing Inspector, whose name and contact details appear at the top of
this Inspection Report.
If you want to provide feedback about any aspect of how this inspection was conducted, please lodge a
complaint through our website at www.worksafe.tas.gov.au.
PERSONAL INFORMATION PROTECTION
Personal information we collect from you will be used by WorkSafe Tasmania for that purpose and may
be used for other purposes permitted by legislation and policies administered by WorkSafe Tasmania
or WorkCover Tasmania. Your personal information may be disclosed to contractors and agents of
WorkSafe Tasmania, WorkCover Tasmania, law enforcement agencies, courts and other public sector
bodies or organisations authorised to collect it. This information will be managed in accordance with the
Personal Information Protection Act 2004 and may be accessed by you on request to this Department.
FURTHER INFORMATION
WorkSafe Tasmania has a range of publications to explain your legal responsibilities and help you
make your premises/site safer. To inquire about these publications, telephone 1300 366 322 (inside
Tasmania) or (03) 6166 4600 (outside Tasmania) or visit our website www.worksafe.tas.gov.au.
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From: Wilson, Ronald
To: Parnell, Alan D; Prabhat, Prabhat
Cc: Toon, Shane A; Bullock, Julia M; Postmus, Madeleine J; Day, Stuart K; Chen, Sunny
Subject: Re: LGH ORS 4. Biomed Investigation.
Date: Saturday, 27 September 2025 5:44:15 PM

Alan/Sunny,

Thanks very much for sending this through and for all your amazing effort last night
and today. 

Thank you!
Ron

Get Outlook for Android

From: Parnell, Alan D < >
Sent: Saturday, September 27, 2025 4:48:15 PM
To: Prabhat, Prabhat < >
Cc: Toon, Shane A < >; Wilson, Ronald

>; Bullock, Julia M < >; Postmus,
Madeleine J < >; Day, Stuart K < >;
Chen, Sunny < >
Subject: LGH ORS 4. Biomed Investigation.
 
Hi Prabhat,
 
As discussed, Sunny and I have spent the day thoroughly inspecting and testing all Biomed
equipment in ORS 4.
 
Over a period of many hours today, we have found no issues.
 
In Particular - Sunny spent many hours giving the Anaesthetic machine a full check /
service and has verified its full functionality.
 
There are no leaks of anaesthetic agents or Nitrous Oxide from the machine. (looks like
Nitrous was not in use at the time anyway).
 
We are also satisfied that both the detachable Desflurane and Sevoflurane cassettes
present in the theatre had no agent leaks.
 
Other Equipment that was present in the theatre such as Smoke Extractors, Diathermy,
and patient warmers, operating table, theatre lights etc, the were all run for some hours to
verify their integrity.
 
No equipment exhibited any unusual odours or malfunctions, and all passed electric
safety testing.

P  
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I can also verify there is no fridge in the Theatre or Anaesthetic Bay. (rules out a refrigerant
gas leak).
 
Happy to discuss further if anyone requires any more information.
 
Kind regards
 
Alan Parnell
Senior Biomedical Technician
Biomedical Engineering
Launceston General Hospital.
 
Tel 
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From: Toon, Shane A
To: Bullock, Julia M
Cc: Wilson, Ronald; Matthews, Cameron T
Subject: FW: 144866M LGH air quality L5 theatre 4
Date: Wednesday, 1 October 2025 7:37:52 AM
Attachments: image001.png

image002.png

FYI
 
From: Samantha Clarke < > 
Sent: Wednesday, 1 October 2025 7:25 AM
To: Toon, Shane A < >
Subject: 144866M LGH air quality L5 theatre 4

 

Good morning Shane,
 Please find below a summary of findings following our site Assessment undertaken at
the Launceston General Hospital (LGH), 274-280 Charles Street, Launceston TAS 7250 on

the 27th and 30th of September 2025 (the Site).

Background
Around 2pm on Friday the 26th of September 2025,   adverse health effects were
reported by Tasmanian Health Services (THS) surgical staff during a routine procedure
within operating theatre 4 on Level 5 at the Launceston General Hospital (LGH).
Objective
The objective of the Assessment was to assist the THS with investigating potential
sources of hazardous airborne contaminants within the nominated areas of the LGH.
Scope of Works          
The scope of this Assessment was limited to operating Theatre 4, Level 5 at the LGH,
including the adjacent anaesthetic bay and clean up room (the Work Area). As part of
this Assessment, Prensa conducted a visual inspection and indoor air quality sampling
within nominated areas of the Site. Discussions with LGH staff, from Facilities, BioMed
and Theatre, and a review of available data information was also undertaken as part of
the Assessment.
Discussions with Key Stakeholders
Based on discussions with THS staff, Prensa understands the following:

At approximately 3:30 pm on Friday the 26th September 2025, the LGH Facilities
team were notified that surgical staff, working in operating theatre 4, were
experiencing various symptoms including feeling hot, irritated eyes, nausea, and
syncope (the Event). Three (3) staff members reported to the LGH Emergency
Department, and one (1) additional staff member later reported adverse health
effects from home;
Adverse health effects occurred approximately one (1) hour into the routine
abdominal surgery, with approximately twenty (20) staff present in theatre 4;
One (1) staff member described a smell like ‘dry cleaning’;
Theatre 4 was evacuated, except for only essential staff who (utilising medical
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oxygen) completed the medical procedure;
As per LGH protocol, the Tasmanian Fire Service was notified and conducted air
monitoring to measure airborne concentrations of oxygen, carbon monoxide,
carbon dioxide, hydrogen disulphide, lower explosive limit, hydrogen cyanide and
volatile organic compounds (VOC’s). No airborne concentrations of these gases
were detected during the sampling period;
Results from health monitoring, collected from affected staff members, did not
identify any findings of concern;
THS Biomed staff conducted a full service, and functionality checks, of the
anaesthetic machines and confirmed no leaks of anaesthetic agents or nitrous
oxide, and that both Desflurane and Sevoflurane cassettes were verified as leak-
free;
Theatre equipment, including smoke extractors, diathermy, patient warmers,
operating table, and lights operated without odours or faults. Equipment passed
electrical safety testing and no fridge was present in the theatre or anaesthetic
bay
Gauges for gas inlets to the theatre were also confirmed to not leak;

No sterilisation of instruments is conducted in LGH theatres;
No ethylene oxide or glutaraldehyde has been utilised at the LGH for some time;
Plastering works were conducted on the day of the event in surgical Theatres 1
and 2, with hording and sealing of doors observed, to isolate the area. Theatre 3
was between Theatres 1 and 2, and Theatre 4;
Other concurrent maintenance works included vinyl laying in Ward 4D, which is
not near the Level 5 surgical theatres;
Surgical theatre 3, adjacent Theatre 4, was also in use at the time of the event, to
with no health symptoms or concerns reported on the day of the Event;
Inspections and checks to Theatre 4 air handling unit (AHU) were conducted by
THS Facilities staff, without any findings of concern;
AHUs to Theatres 3 and 4, and adjacent recovery rooms all shared the same fresh
air intake;

The heating, ventilation and air-conditional (HVAC) system was designed to
ensure Theatre 4 is maintained at a positive pressure;
Temperature data indicated typical set points and measured temperatures within
Theatre 4 around the time of the Event;
Spill air data indicated maximum available fresh air contribution to the Theatre 4
recirculation system around the time of the Event;
No data was available for carbon dioxide concentration or humidity within Theatre
4;
Cleaning of the theatres, in between procedures, is conducted throughout the



shift. A terminal clean is conducted by cleaning staff at the end the shift;
Disposable personal protective equipment (PPE) available in Theatre 4 was
isolated for inspection;
Typical cleaning chemicals were observed to be stored together and presumed to
be combined during disposal in the ‘slop hopper’ or sink, both within the clean-up
room; and

Flushing of the ‘slop hopper’ and sinks was conducted on the 28th September
2025.

Preliminary Findings

An indoor air quality assessment was conducted within Theatre 4 and the

adjacent anaesthetic bay and clean-up room on the 30th of September 2025; 
Prior to the Assessment, the Work Area had been sealed and purged by the HVAC
system;
Pressurisation of Theatre was observed visually;
The following instrumentation was used;

A TSI Q-trak was used to measure carbon monoxide, carbon dioxide,
temperature, and relative humidity throughout the Work Area; and

A ppbRAE3000 photo ionising detector (PID) to conduct a targeted sweep
for total volatile organic compounds (TVOC’s) throughout the Work Area;
and

Instrumentation was hired from a specialist supplier and provided with current
calibration certificates. Instruments were zeroed as per manufacturer’s
requirements prior to use.

Preliminary Results
The following table outlines the results of a range of parameters within the Work Area,
during no activities and low occupancy.

Indoor Air Quality Assessment Findings

Room
CO

ppm

CO2

ppm

Temp
deg C

RH

%

TVOC

Baseline

ppb

TVOC
max

sustained

ppb

TVOC
spike

ppb

Theatre 4 ND 500-
600

20-21 45-
48

0 0 0

Clean up
room

ND 550-
700

20-22 46-
51

0 0 0

Anaesthetic
bay

ND 550-
650

20-22 48-
53

0 0 0

Acceptable <2.0 <800 20 – 40 – <200 <1000 <5000



range 24 60
Additional monitoring was conducted during cleaning activities within Theatre 4 and
adjacent rooms. All gaseous, temperature and humidity readings were within acceptable
ranges. Total volatile organic compound (TVOC) concentrations did spike over 1000ppb,
during chemical cleaning activities.
Discussion

All monitoring found indoor air parameters at acceptable levels during the
Assessment;
Identification of TVOC’s was confirmed during the assessment, including from
chemical cleaning products containing  and ;
Previous inspections confirmed that gas feeds to the Work Area, the anaesthetic
machine and other surgical equipment in the Work Area and the HVAC system to
the Work Area were as functioning effectively, and without any identified faults;
and
The likelihood of elevated concentrations of carbon dioxide, due to a reduction of
oxygen partial pressure was not assessed, in the absence of typical activities and
occupancy within the Work Area.

Conclusion
Based on Prensa’s visual inspection, monitoring, and discussions with staff, the Event
appears to have been transient. Whilst a definite source was not identified, multiple
credible causes were ruled out and potential contributors were removed or mitigated.
The findings from the Assessment show that the area is suitable for re-
occupation. Recommendations for additional investigation and controls to reduce the
likelihood of a recurring event are made below.
Recommendations
Prensa make the following recommendations for additional investigation to continue to
attempt to identify the source of concern from the event, as well as provide assurances
to theatre staff of a safe work environment:

Conduct further monitoring within the Work Area during routine occupancy of the
Work Area, to confirm the effectiveness of the HVAC system during normal
operation;
Install fixed carbon dioxide sensors in theatres and a system to identify when
theatres require reduced (essential roles only) occupancy; and
Ensure all chemicals are effectively managed within the LGH Chemalert chemical
management system, including up-to-date area-based registers, regular storage
incompatibility checks and routine inspections.

A formal report will be issued prior to the end of the week. I'll give you a call later today
to discuss further. However, feel free to contact me in the meantime with any further
questions. 
Kind regards,
Sam.
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Samantha Clarke | Principal
Occupational Hygienist | Prensa Pty Ltd 

Certified Occupational Hygienist (COH) | FAIOH
Office: Launceston | Tasmania
Phone: (03)  | Mobile: 
Email: 
| Web: www.prensa.com.au

 

PRIVILEGED - PRIVATE AND CONFIDENTIAL
 

DISCLAIMER
E-mail transmission cannot be guaranteed to be secure or error-free and e-mails may be interfered with, may contain computer viruses or other defects and may not be
successfully replicated on other systems. The sender does not give any warranties nor accept any liability in relation to any of these matters. If you have any doubts about the
authenticity of an e-mail purportedly sent by us, please contact us immediately. If you do not wish to receive further commercial electronic messages from prensa  please send
a reply email with the subject "UNSUBSCRIBE" in the heading.
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From: Toon, Shane A
To: Bullock, Julia M
Cc: Wilson, Ronald
Subject: RE: Required information
Date: Monday, 29 September 2025 3:37:18 PM
Attachments: Fw Hazmat Gas leak - Tas Fire Service.msg

image001.png
1962.24 - LGH - NOV 2024 - Operating theatre 4.pdf

Hi Julia
Please see below responses in red. A quick reply let me know if I need to expand(possible
around the 3rd question, I am happy to take you for a tour of the equipment in the plant
room if needed as the worksafe contact)
 
O2 – Oxygen
CO – Carbon monoxide
CO2 – Carbon Dioxide
H2S – Hydrogen sulphide
LEL – Lower explosive limit
HCN – Hydrogen cyanide
 
Regards
Shane Toon
Site Coordinator North | Facilities and Engineering 
Launceston General Hospital Level 2, 274-280 Charles St, Launceston TAS 7250 
phone:  | mobile:  | email:  |
www.dhhs.tas.gov.au  
  
THS SB Dark Blue with TasGov Logo

 
 
From: Bullock, Julia M > 
Sent: Monday, 29 September 2025 1:46 PM
To: Toon, Shane A < >
Subject: Required information

 
Hi Shane,
 
Can I please have:
TFS report from Friday Attached
Gasses that we test for H2S, CO, LEL and O2 level
Any commentary around air intake, air handling recirculating that you think I don’t know
Attached AG&G report from last NATA certification.
Planned testing with Presna – what do they check for? Will reply to this after install to give a
100% accurate answer.
 
Thank you!

Personal Information Personal Information Personal Information

Personal Information

Personal Information





From: Wilson, Ronald
To: Toon, Shane A
Subject: Fw: Hazmat Gas leak - Tas Fire Service
Date: Saturday, 27 September 2025 11:37:52 AM

Hi Shane,

TFS information. To be shared with Prensa, noting that it's confidential.

Kind regards,
Ron

Get Outlook for Android

From: Williams, Alisdair < >
Sent: Saturday, September 27, 2025 11:23:25 AM
To: Wilson, Ronald >
Cc: Mahnken, Rick (TFS) < >
Subject: Hazmat Gas leak - Tas Fire Service
 

You don't often get email from alisdair.williams@fire.tas.gov.au. Learn why this is important

Good morning Ron,

I was provided your contact details by Shane Toon from the LGH following discussions
this morning regarding the above-mentioned incident. I would like to provide you with a
summary of our operations and findings from our attendance yesterday.

The initial call was received as:
“Hazmat Gas Leak – Theatre – Staff have fainted, unsure what gas it may be.”

On arrival:

Theatres were in the process of being evacuated.
Doors had been opened to assist with ventilation.
A briefing was received from staff at reception, advising:

Incident occurred in Theatre 4 with approximately 20 people present.
Four people were affected, all of whom were later reported in recovery.
Some staff remained in the room to complete the surgical procedure and were
unaffected.
Three gases are utilised in theatres: Tool Air, CO₂, and Nitrous Oxide.

Atmospheric monitoring:

Monitoring commenced prior to entering theatre reception and continued through to
the entrance of Theatre 4 (doors open). Zero readings were obtained at this stage.
Two LFB members entered Theatre 4 and conducted systematic monitoring using
two detectors (one pump and probe, one diffusion).
Monitoring covered all levels of the room (floor to ceiling) including corners where
stagnant air could collect, as well as equipment and associated waste.
Detection equipment is capable of identifying 150+ products; however, it does not
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detect Nitrous Oxide (confirmed to be plumbed into the theatre but switched off
prior to our arrival).

Atmosphere monitored for:

O₂
CO
CO₂
H₂S
LEL
HCN
VOCs/PID 10.6ev (140+ products)

Interviews and observations:

While monitoring was underway, I attended recovery and spoke with three of the
four affected staff. Key details:

Order of onset: Persons 1, 2, and 3 (closest to the patient).
Persons 1 & 2 had a more compact stature, suggesting that if a gas was
involved, it may have been heavier than air.
The Doctor affected confirmed there was nothing unusual about the patient or
procedure.

Discussions were also held with LGH maintenance, engineering, anaesthetist, and
management staff regarding possible causes and theatre history.

Findings:

After 30 minutes of systematic monitoring, no contaminants were detected.
Theatre 4 was then closed, plumbed gases reinstated, and a detector left on the
operating table in diffusion mode for one hour. No readings were recorded.
At completion, LGH staff were advised that:

No gas was detected in Theatre 4.
The absence of findings, combined with the fact that staff who remained
during the incident were unaffected, suggests that the occurrence was acute in
nature, had resolved prior to our arrival, and was no longer present.

Kind regards

 

 
Al Williams
Senior Station Officer
Northern Region

Tasmania Fire Service
Service | Professionalism | Integrity | Consideration

Launceston Fire Station | 89 Patterson Street Launceston 7250
Mobile 

| www.fire.tas.gov.au
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The information in this transmission may be confidential and/or protected by legal professional privilege, and is intended only for the
person or persons to whom it is addressed. If you are not such a person, you are warned that any disclosure, copying or
dissemination of the information is unauthorised. If you have received the transmission in error, please immediately contact this
office by telephone, fax or email, to inform us of the error and to enable arrangements to be made for the destruction of the
transmission, or its return at our cost. No liability is accepted for any unauthorised use of the information contained in this
transmission.
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Bloods were taken from the patient, which came back with 
no indication of anything that could have caused such 
symptoms. The patient had open disclosure of the incident 
once awake and alert in PACU. 
 
Facilities and Engineering arrived at the suite within a few 
minutes of being called, Tas Fire Services in 6 minutes. 
Once the theatre was empty a team from Facilities and 
Engineering along with Tas Fire checked and tested the 
theatre for anything abnormal over the next two hours. 
Gases were turned off to the theatre. 
They could not detect anything that could have caused a 
response like what was experienced. 
Further testing continued Saturday for 5-6 hours and did 
not detect anything. 
 
Other surgeries that were being carried out at the time 
were able to continue and finish safely, with theatres being 
decanted as cases concluded and nonessential staff awaiting 
further instructions in the tearoom. Constant risk 
assessments were performed on the other operating 
theatres and deemed safe to continue and close. 
Two elective surgeries were cancelled on Friday, and only 
emergency cases continued. Theatre 3’s patient who had 
been anesthetised prior to the incident but had yet to be 
operated on was woken up, transferred to PACU and 
talked about the incident and explained why their 
operation was to be postponed. Further open disclosure 
was undertaken with the patient later that day.  
 
Saturday and Sunday elective cases were postponed, 
emergency cases continued. 
 
Theatre 1 and 2 were checked for any capital works that 
may have influenced theatre 4 and came back clear. 
The builders had left at midday, no one was in Theatre 1 
and 2 at the time of the incident. Theatre 1 and 2 will be 
painting and laying vinyl in the coming days and weeks, 
there will be ongoing challenges to reduce the smell of 
those fumes. 
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A meeting point was set up within PACU for the directors 
to stay up to date with any changes, monitor the situation 
and alert staff as required. 
 
In theatre 4 the day prior, the staff alerted the Flow 
Manager to a strange smell in the morning. Engineering was 
alerted and came to the theatre to assess. Noted that the 
smell was from a new fan belt within the air conditioning 
system and nothing of concern. This incident has been 
confirmed to not relate to the incident the following day, 
and no one within theatre 4 that day was unwell or had any 
symptoms. 
 
It is being hypothesised that 2 chemicals were poured into 
the sink in theatre 4’s clean up room, alcohol and chlorine 
and created chloroform, and transferred to the theatre by 
the door being opened and closed a few times within a 
short time frame. With the way the HVAC units transfer 
air within the suites and provide fresh air every two 
minutes, there has been no way to confirm if this is the 
cause or not. There is no confirmed evidence, and ongoing 
testing may will likely not confirm this hypothesis due to 
the transient nature of the event and staff impact.  
 
Theatres 1 – 6 share a plant room and duct supplies air 
from outside to these theatres. Testing has taken place and 
confirmed that there was nothing in the outside air coming 
in that could have caused the incident at the time, nor any 
of the capital works around the LGH. 
When air is recycled within the theatres, it is only recycled 
from the theatre it came from, no where else. 
 
What has happened since – 
Environmental testing has been taking place in theatre 4 
since the incident. Nothing has been detected. 
On going welfare checks with the team/ staff impacted. 
EAP was available in the meeting room for anyone requiring 
it. 
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Huddling often, keeping the teams up to date with any 
changes. 
WorkSafe have been on site to answer any questions and 
give guidance. 
Theatre 4 reopened on Wednesday 17th. Any staff that did 
not feel comfortable being in the theatre were able to be 
allocated elsewhere. 
Air reports are available. 
On going monitoring on theatre 4. 
Secretary and unions have been informed. 
The staff within theatre 4 at the time of the incident noted 
a residual headache for 24 hours following the incident, no 
further symptoms. Injury management and workers 
compensation was available to the affected staff. 
Once theatre 4 was reopened, there was not open 
disclosure with every patient that came through alerting 
them of the incident, however full transparency was given 
when asked. 
 
 
What went well –  
Clear escalation of the situation. 
Clear, kind communication between all. 
Theatre 4 was aired out as soon as possible. 
Welfare checks to team members carried out over the 
following days. 
Theatre 4 staff appreciated staying together in PACU. 
Decanting staff to the tearoom once noted that noise levels 
had escalated. 
 
 
 
 

Meeting Closed 0844   
Signed 
Chairperson 
Date: 
Recorder of Minutes 

 
M Postmus and J Bullock 
25.09.2025 
C Lund 

  

 









 

  



 
 

  



 

  



 

  



 

  



 

  



 

  



 

  



 

 

 





 

  








