Table 1: Characteristics of recommendations that were more likely to be implemented.

Evidence of theory/systems review

Were evidence based 6
Relevant to the local context

Aligned with national strategic objectives, government policies and priorities 5,9

Put the case in the context of wider mortality 6,10, 15
Where prior coronial recommendations arising from investigation of similar deaths were drawn to 5.6.9.14. 15
the attention of relevant authorities by coroners or others e
Logic

Were well-formulated recommendations 5,9,11
Clearly able to be implemented 5,11,12
Fixed what was conspicuously broken first 11
Factors relating to the socio-political environment

Framed to appeal to common values 5,11
Made use of allies 5,14
Developed collaboratively or in consultation 5,6
Were made at an opportunistic time 5
Where some form of public advocacy accompanied the recommendations 9
Where there was significant media attention 6,9,12,14
Positive political interest, or at least a political “champion” 12
Organisational factors

Were communicated well to the correct agency and part thereof 6,9,15
Where there was an environment of good leadership in institutions with a strong professional 1
commitment to improve their performance

Where the organisation the recommendation was directed to had a proactive system for review of 9
recommendations

Where a mandatory system of reporting organisational responses to recommendations was in 8.9
place ’
Where the organisational reputation could be at risk by not implementing the recommendations 6,8
Were directed to a single organisation 5

Other

Financially viable/affordable 6,12
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Table 2: Characteristics of recommendations that were less likely to be implemented.

Perceived lack of knowledge/expertise

Where there was a lack of evidence to support the recommendations 6,8
Where coroners lacked expertise 10
Where there were issues of feasibility 5,6,8,9
Recommendations that were “costly and impractical” 6,10
Issues of ambiguity

Where there was an insufficient link between findings and recommendations, or between problem 510
and solution ’
Where there was overlap between the coronial role and that of other investigating authorities 10
Where there were a range of behaviours that were considered to be acceptable practice 10
Unclear or vague recommendations 5-8
Not targeted to a specific entity, or sent to the wrong entity 5,6
Wider socio-political/fiscal environment

Where changes were not priorities that would attract funding 5
Suboptimal timing 5
When the time between the death and recommendations being made to agencies was prolonged 10,12
Other

Where there was implicit apportionment of blame 6,10
Recommendations that required legislative changes or new entities to be established 12

Table 3: Steps to follow when making recommendations.

relevant and is implementable.

with other issues, and showing alignment with national priorities and/or strategies.

common values and directed to the correct organisation.

1. Ensure that the recommendation is based in theory or research evidence, fixes the issues that are most

2. Provide justification for the recommendation, including defining the size of the problem, potentially compared

3. Maximise the receptibility of the recommendation through ensuring it is clearly written, framed to appeal to

4. Capture public attention—through partnering with allies and utilising the media—at an opportune time.

New Zealand Medical Journal
Te ara tika o te hauora hapori

2026 Jul 31;139(1639). ISSN 1175-8716
https://www.nzmj.org.nz/

©PMA





