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“...any man’s death diminishes me...”

"All mankind is of one author, and is one volume; when one man dies, one

chapter is not torn out of the book, but translated into a better language;

and every chapter must be so translated...As therefore the bell that rings

to a sermon, calls not upon the preacher only, but upon the congregation

to come: so this bell calls us all: but how much more me, who am brought
so near the door by this sickness....No man is an island, entire of
itself...any man's death diminishes me, because I am involved in

mankind; and therefore never send to know for whom the bell tolls; it
tolls for thee."”

John Donne
Meditation XVII
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Executive Summary

Executive Summary

NSW Government Response to Tracking Tragedy 2004 (Second
Report of the Committee)

The NSW Mental Health Sentinel Events Review Committee (the Committee)
determined that in order to evaluate its work and to assist in preparing future reports,
it required advice from the Department of Health on progress with the
implementation of the recommendations, including the requested timeframes.
Accordingly, the Chairman asked the NSW Department of Health on behalf of the
Committee to provide progress reports on priority matters for implementation.

The NSW Government Response to Tracking Tragedy 2004 (Second Report of the
Committee) was released in December 2005. All the recommendations were
accepted. The Committee noted the advice that the vast majority of
recommendations were implemented or that implementation was ongoing.

Overview of the Third Report of the Committee

The Committee continues its work to review independently and report on incidents
involving serious injury to or the death of a person, where a person experiencing
mental illness is involved, in circumstances where a public sector agency was
involved in that person’s care, management or control. The Committee reviews
aggregate data on such events and provides advice on a systemic basis with a view
to the improvement of the care of persons experiencing mental illness, and a
decrease in the morbidity or mortality of such persons.

While considering suspected suicide death of persons in contact with mental health
services, it is important to acknowledge that most suicides in NSW occur in people
not in contact with mental health services. Arguably the greatest scope for improved
prevention of suicide may lie with strategies aimed at increasing access for people
with mental health problems to mental health services.

Mental health services in general do a very effective job of managing people with
severe mental illness, preventing many incidents of minor and major self-harm, and
violence towards others. While the Committee recognises that tragic events such as
suicide death and homicide are not necessarily predictable, its findings indicate that
a level of accountability nevertheless must be accepted by all those involved in the
provision of mental health services.

At times, the Committee observed poor clinical systems and standards of practice.
The development of clinical systems and standards is a complex task requiring
scientific and policy input, and extensive consultation with professional groups and
consumers. The Committee has attempted to avoid defining specific clinical
standards or methods, instead recommending that NSW Health should take
responsibility for the management of such strategies where they are necessary.
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The Committee accepts that in some circumstances, the setting of a minimum
standard may pose immediate practical and resource issues. Itis not possible to
plan for an effective mental health system without articulating some minimum
standards that the system should be designed, and resourced, to achieve.

The Committee’s recommendations are a representative view, but not the only
possible view, of the issues involved and are not intended to be absolute or non-
negotiable. The spirit and intent of the recommendations may be met in a number of
ways, for example by combining several recommendations into broader policy
initiatives, or by evaluating these approaches through piloting and refinement rather
than through immediate statewide implementation.

The implementation timeframes incorporated in the recommendations of this Report
reflect the Committee’s concern about the issues raised and its view of the urgency
with which these matters should be addressed.

Review Of Suicide Death in Persons Receiving Community
Treatment for Depression

The review this year focussed on people receiving community care for depression.
The quality of care of depression was examined as measured against the Australian
and New Zealand Clinical Practice Guidelines for Depression (ANZ CPGSs),
developed by the Royal Australian and New Zealand College of Psychiatrists Clinical
Practice Guidelines Team for Depression. These guidelines provided a valuable
framework for the review, and while they may change over time, provide the best
framework available at present.

This review asked the question: For people receiving care for a depressive disorder
who died by suspected suicide, to what extent did NSW Mental Health Services
provide assessment and treatment which were in line with that suggested by the
ANZ Clinical Practice Guidelines for treatment of depression?

The Committee’s particular focus has been on review of clinical documentation,
including case files and additional reports such as Coronial reports and critical
incident reviews. As in previous years, the Committee briefed an external
experienced medical file reviewer to review clinical documentation, and based its
conclusions on this review. Also as in previous years, it has not been within the
scope of the Committee’s methods to commission a study of a comparison or control

group.

Summary of findings
One hundred and thirteen (113) clients were included in the review. Most
(75%) had a past history of contact with mental health services and of past
suicide attempts (71%).
Assessments were mainly conducted by mental health nurses (80%) and
psychiatry registrars (48%). Around two-thirds of assessments were neither
seen by nor discussed with a psychiatrist.
Most files (92%) documented an assessment of risk, mainly using the MHOAT
Al form.
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Most files included documentation of past medical history (95%), medications
and adverse drug reactions (99%), past suicide attempts (90%) and the
person’s supports, stressors and coping styles (99%).
There were some significant gaps in assessment documentation:
The subtype and severity of depression were not recorded in more
than 70% of files;
Physical examination was recorded in only 5% of files;
In around half of files where a person was identified as a parent, child
safety was not documented,;
Corroborative history was only recorded for around one third of people
living with their families;
Standardised measures of depression severity were used in only one
fifth of files.
Treatment provided was of brief duration. Fifty nine percent (59%) of clients
received only one or two contacts. Even those continuing in care for three
months averaged just over one contact per month. Around one third had only
one or two contacts in the first three months of care.
Medication was the main treatment modality. All persons received
antidepressants, primarily Selective Serotonin Uptake Inhibitors (SSRIs, 52%)
and Venlafaxine (25%). Around one third received adjunctive antipsychotic
agents or mood stabilisers. Only 42% of persons received any documented
psychological treatment.
Monitoring of medication and side effects was documented in more than half
of files, but risk monitoring in ongoing treatment was documented in only 27%.
Communication with GPs was poor. Of those referred by a GP, 18% had
evidence that history had been sought from the GP. Only 21% had any
documented communication back to the referring GP on discharge from care.
Persons continuing in care at three months were mainly reviewed by senior
staff, and their care was mainly consistent with the ANZ CPGs.
Some clinical notes remain complex and fragmented; in up to 10% of files it
was difficult to determine whether the person was an active patient of a
mental health service and/or whether further care was planned.

Clinical care and service system capacity

Of the 15,000 — 30,000 persons with depression assessed or treated each year by
NSW public mental health services, data from this review suggest that around 1 in
1000 are reported to have died by suspected suicide during or after that treatment.
The “true” rate of suicide death in this group cannot be known until better systems for
detection and reporting of suicide death are implemented. However, it is clear that
the vast majority of persons assessed and treated for depression do not have suicide
death as an outcome.

This review may suggest that the typical community mental health service model
provides limited support for the effective treatment of depression. In a number of
cases assessment was conducted by nurses or registrars, with limited involvement
of other senior medical or nursing staff and almost no involvement of psychologists.
This was often followed by brief treatment focusing on medication rather than
psychological intervention. Communication with families and GPs was poor.
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Better service models may involve clearer roles for senior staff in assessment or
consultation earlier in assessment and treatment, more systematic use of specific
psychological interventions, and processes to support communication with other
service providers and with the individual’s family or supports. Such systems may
require additional resources and additional training, but training and resources alone
are unlikely to translate into better care without a broader approach to building
capacity for treatment of depression.

Could some of these suicide deaths have been prevented?

Other systematic reviews of suicide! and previous work of this Committee suggest
that around a third of suicides may realistically have been preventible with more
optimal care. This review identified some apparent departures from the components
of care recommended by the ANZ CPGs. Care that differs from that recommended
by the ANZ CPGs is not necessarily ineffective or inappropriate. However, it is
reasonable to assume that in a proportion of the cases reviewed, different care may
have resulted in a different outcome. All health systems should aim continuously to
improve care and minimise preventable death. Those aspects of care where there
appear to have been the greatest departures from the ANZ CPGs may be useful
starting points in considering such clinical improvement strategies.

Analysis of Homicide Cases

Introduction

The work of the Committee during 2005 -06 included the analysis of cases of
homicide committed by persons who were receiving care or had recently received
care from NSW public mental health services. The Committee focused on the
standards and processes of care with a view to making recommendations in relation
to systemic issues, as illustrated by the analysis. In this respect, these tragic
incidents serve as a window onto the standards and delivery of care by our public
mental health services.

The invaluable information and insight made available through external review
reports for a number of these incidents assisted the Committee’s analysis of these
events. The Committee notes the introduction of Root Cause Analysis (RCA) by all
Area Health Services and the quality of RCA reports is expected to improve.
However, the Committee was again hampered in its work by the poor level of
documentation of incident reviews performed by some Area Health Services.
Frequently the detail of the information available through the RCA reports was scant,
often insufficient to allow testing of whether all concerns or issues in the case had
been captured in the summary findings and recommendations of the RCA.

For this Report the Committee had the benefit of access to the medical record in
most cases. Analysis of the medical record was led by one of the Committee’s
clinicians in each case that this material was available. The Committee’s general
approach in reviewing sentinel events is to examine the systems issues and make

! UK National Confidential Inquiry into Suicide and Homicide by People with Mental lliness. Avoidable Deaths.
Five Year Report of the National Confidential Inquiry into Suicide and Homicide by People with Mental lliness;
The University of Manchester; 2006.

Tracking Tragedy vi



Executive Summary

recommendations that will improve the delivery and processes of care within NSW
Health Services.

Summary of findings
Ten cases were referred to the Committee. One case was excluded from analysis
because the incident did not involve patients of the mental health service.

Two of the nine cases analysed involved the deaths of children. Three cases were
homicides associated with suicide death or attempted suicide. Eight cases involved
the killing of a family member or close acquaintance of the perpetrator. Eight of the
perpetrators were men. There was a history of recent substance abuse, mainly
cannabis and amphetamines, in seven cases. In five cases the perpetrator was
homeless and/or itinerant.

Although this series is small these findings are a matter of concern. It was also noted
that pressure on acute bed places was a factor in three cases being discharged
earlier than would have seemed clinically appropriate.

The Committee developed a number of recommendations from the analysis of the
nine case histories. These covered the key areas of

Standards for scheduling and guidelines for early contact with police

Risk assessment and management

Transferring care across services and jurisdictions

Assessment of persons referred by the courts

Gun licences

Assertive follow up of patients with continuing high risk

Quality of documentation.
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Recommendations

Recommendations

Recommendation Commence

Implement

Page

Implementation of Recommendations

1. NSW Health give priority to expediting the full Immediate
implementation of recommendations of previous
reports of the Committee. In particular, a
standardised framework for the assessment and
management of risk of harm to others should be
implemented as an immediate priority.

6 months

9, 83

Future Role of the Committee

2. The Minister for Health extend the Terms of Immediate
Reference of the NSW Mental Health Sentinel
Events Review Committee to include the review of
events associated with incidents involving serious
injury to or the death of a person in circumstances
where a person in the care of public sector Drug and
Alcohol Services commits or is closely associated
with the sequence of events that led to the incident.

6 months

16, 77

Service Standards

3. NSW Health develop strategies and allocate Immediate
resources to increase compliance with the recording
of standardised measures of patient outcomes.

12 months

45

4. NSW Health develop and implement a service 6 months
standard for the treatment of depression. This
should address, but not be limited to:

the use of standardised and structured tools
suitable for use in depression;

documentation of physical examination and
specific diagnosis;

documentation of parental responsibility and child
risk assessment;

access to or discussion with senior clinicians; and
access to psychological treatments.

12 months

46

5. NSW Health as a matter of urgency develop a Immediate
process for ensuring that all patients of mental health
services have a full medical history recorded at least
annually while in active care.

12 months

47
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6. NSW Health develop and implement a process
which identifies and records for each patient of a
mental health service a senior clinician responsible
for ensuring that appropriate service standards are
met, including the maintenance of the required
standard of medical record documentation.

Immediate

12 months

58, 90

7. Area Health Services undertake at least twice yearly
audits of active clinical files to assess adherence to
the service standard for the treatment of depression,
and these audits should be signed off by the
responsible clinician.

6 months

12 months

58

8. Area Health Services ensure that no patient of a
community mental health service is discharged
without the signed approval of the responsible
clinician following review and confirmation that the
appropriate service standard was met.

Immediate

6 months

67

Involuntary Detention and Assessment

9. NSW Health commence work on the development of
guidelines for involuntary detention and assessment
under the revised Mental Health Act, ensuring that
the guidelines address in their application the
education of clinicians and the regular monitoring of
clinicians’ practice.

6 months

6 months

81

10.NSW Health ensure that the guidelines for
involuntary detention and assessment under the
revised Mental Health Act include guidelines for early
communication and exchange of information
between the health service and NSW Police.

6 months

6 months

81

Cross-jurisdictional Care

11. NSW Health, in consultation with Area Health
Services, develop and implement a process to
ensure continuity of care when care is being
transferred across jurisdictions, including State
borders.

6 months

12 months

84
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12. NSW Health implement a process to ensure the
recognition and transfer of a Community Treatment
Order within and across State jurisdictions.

6 months

12 months

84

Court Referrals

13. NSW Health, in consultation with Area Health
Services, develop procedures for the assessment
and follow up of persons referred by the Courts that
ensure that:

1. minimum standards of report writing and
documentation include:

a thorough psychiatric examination

a physical examination

corroborative history

a formal risk assessment

a management plan, and

notation of case discussion/s with the senior

clinician;
2. outcomes are communicated back to the Courts
and to other relevant service providers.

Immediate

6 months

86

Education and Training

14. NSW Health commence work immediately with
professional bodies to develop and implement
training guidelines regarding the diagnosis of
malingering and the application of the diagnosis,
particularly where mental illness and criminal
charges co-exist. As minimum provisions these
guidelines should include that:

a conclusion of malingering should be reached
only after a second opinion is sought, and

a diagnosis of malingering per se should not be
the basis for excluding a person from care by a
mental health service.

Immediate

12 months

86

Firearms

15. The Minister for Health request the Attorney
General to review urgently the utility of existing
police powers to seize firearms from persons
suffering from or reasonably suspected of suffering
from mental illness.

Immediate

6 months

87
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Discharge and Follow up

16. NSW Health put in place a mechanism that
ensures, that for high risk patients who have
required involuntary admission and are referred on
discharge to another care provider:

a recommended period of follow up is specified;
at least one subsequent communication is made
to ensure that contact with the new provider has
occurred.

Immediate

12 months

88
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Part 1 Introduction

Introduction

The NSW Mental Health Sentinel Events Review Committee

The New South Wales Mental Health Sentinel Events Review Committee (the
Committee) was established in response to an urgent need for an independent body to
review and report on morbidity and mortality issues associated with incidents relating to
the care, management and control of persons suffering from a mental illness, and on
any future sentinel events.

The Minister for Health established the Committee on 27 May 2002 by Order of
authority under section 23 of the Health Administration Act 1982, as to Specially
Privileged Information. It was established as a Ministerial Advisory Committee pursuant
to section 20(4) and (6) of that Act, and is comprised of Ministerial appointees who
represent a selection of consumer, carer and professional groups.

The Committee reports directly to the Minister for Health through the Chairman. Its first
report entitled Tracking Tragedy — a systemic look at suicides and homicides amongst
mental health inpatients was submitted to the Minister and released in December 2003.
The Committee’s second report, entitled Tracking Tragedy 2004 — a systemic look at
homicide by mental health patients and suicide death of patients recently discharged
from mental health inpatient units was submitted to the Minister for Health and released
in April 2005.

The terms of reference, membership and objectives are reviewed on a regular basis to
determine whether the Committee should continue activities under the same conditions.
Modifications to the terms of reference of the Committee and membership require the
approval of the Minister. The terms of reference were modified with the approval of the
Minister for Health in November 2005.

The current term of appointment to the Committee is up to and including 29 February
2008.
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Terms of Reference

1. To review Sentinel Events (that is, events associated with an incident involving
serious injury to or the death of a person, where a person suffering or reasonably
believed to be suffering from mental illness is involved, commits or is closely
associated with the sequence of events that led to the incident);

2. To review Sentinel Events involving the death of a person suffering or reasonably
believed to be suffering from mental illness, in circumstances where a public
sector agency was involved in that person’s care, management or control;

3. To generally advise the Minister for Health and the Department of Health on
means to minimise or prevent such Sentinel Events;

4. Without limiting the generality of paragraph 3, the NSW Mental Health Sentinel
Events Review Committee (“the Committee”) will -

(a) review aggregate data on Sentinel Events which have had fatal
consequences and examine the events or circumstances surrounding such
deaths;

(b) identify factors which might have prevented such fatal Sentinel Events and
make policy recommendations for the prevention of such events;

(c) provide advice on clinical policy issues relating to the morbidity and mortality
of persons suffering from mental iliness, arising from matters coming to the
Committee’s attention from public sector agencies;

(d) provide advice on a systemic basis to public sector agencies on matters
arising from the consideration of fatal Sentinel Events with a view to the
improvement of the care of persons suffering from mental illness or a
decrease in the morbidity or mortality of such persons; and

(e) contribute expertise to the preparation of regular reports of aggregate data on
Sentinel Events and morbidity or mortality trends in persons suffering from
mental illness.

5. The Committee will report directly to the Minister for Health through the Chairman
of the Committee.

Tracking Tragedy 4
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Committee Structure, Tasks and Methods

The Committee is comprised of two sub-committees, the Homicide Sub-Committee and
the Suicide Sub-Committee, which meet and report separately to the Head Committee
through their Chair in respect of their progress. The Committee determined that the work
of the sub-committees will continue in 2007.

Since the Committee’s establishment the Department of Health has made
recommendations to the Minister for Health with regard to membership changes due to
resignations and retirements and also with regard to the need to enhance clinician
representation. The recommendations were accepted by the Minister and new
appointments approved in 2004, 2005 and 2006. In 2006 the senior clinician
membership was enhanced with the inclusion of an addictions medicine specialist to
assist in addressing matters where substance misuse or dependence may have been a
contributing factor to a sentinel event (see Appendix).

The Committee’s reviews are restricted to systemic analyses. It does not address the
practices of individual clinicians or the mental state of clients at the time of the sentinel
event. However when analysing emerging cases the opportunity arises to report on
individual cases, and to bring them to the attention of the Coroner, Health Care
Complaints Commission and relevant professional registration boards if appropriate. It
remains the role of the Committee to review incidents, identify systemic issues and to
refer on any cases of gross incompetence.

Suicide Sub-Committee

The Suicide Sub-Committee reviews suspected suicide deaths of patients of public
health facilities who were suffering or reasonably believed to be suffering from a mental
illness, reports on trends and makes recommendations to the Head Committee.

Cases for review are identified from Department of Health Mental Health Service Client
Death Reports from which NSW Health records the demographics of suspected suicide
deaths of patients of mental health services. Until confirmed by Coroner’s
investigation, a reported suspected suicide death remains unconfirmed. It is
important to note that Client Death Reports notify cases of suspected or possible
suicide death that must be confirmed by coronial investigation.

The Sub-Committee classified suspected suicide deaths into four general categories to
assist in developing an approach to the identification of risks associated with those
deaths:
1. Inpatient deaths (including deaths within public mental health facilities, deaths of
patients on leave and deaths of patients who had absconded — AWOL)
2. Post-discharge deaths (death occurred within one month of discharge from an
inpatient facility)
3. Community outpatient deaths (those who have had an interface with community\
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mental health services)
4. Non-contact deaths (where the suicide victim did not have a known interface with
any mental health service).

While it is likely that the cases of suicide victims who had no prior contact with health
services would be outside the terms of reference for the Committee, the Committee
considered it important to keep a watching brief, in the event that a link may be
established with mental health services. It is important to acknowledge that most
suicides in NSW occur in people not in contact with mental health services. Arguably
the greatest scope for improved prevention of suicide may lie with strategies aimed at
increasing access for people with mental health problems to mental health services.

In 2003 the Suicide Sub-Committee reviewed the suspected suicide deaths in the
previous five years of clients of public health facilities who were suffering or reasonably
believed to be suffering from a mental illness, to reported on trends and made
recommendations based on a review of cases.

In 2004 the Sub-Committee reviewed, reported and made recommendations on the
clarity of the discharge process and the effectiveness of the transfer of care.

In 2005 and 2006 the Sub-Committee considered cases of people suspected to have
died by suicide while receiving community mental health care, with a focus on the
treatment of depression.

Homicide Sub-Committee

Harm minimisation in a risk management environment is the philosophical basis for the
Homicide Sub-Committee’s work and its subsequent recommendations, which therefore
focus on minimising potential causes and on systemic analysis.

In 2003 the Sub-Committee analysed case reviews of homicides that took place in 1999
- 2002, involving clients of public mental health facilities who were suffering or
reasonably believed to be suffering from a mental illness.

In 2004 the Sub-Committee analysed case reviews of six homicides that occurred in
2002 to January 2004. The Sub-Committee looked specifically at systemic issues
around child deaths caused by adults with a mental iliness, as a sub-group of
homicides.

In 2005 and 2006 the Sub-Committee analysed cases which occurred from 2004 to
2006, including new cases as they arose. In any year the coronial process will
influence the number of cases available for analysis.
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Sources of information

Documentation available to the Sub-Committees includes:
NSW Health Department Mental Health Service Client Death Reports
Reportable Incident Briefs
Area Health Service case files, including inpatient records, and community
mental health records
Root Cause Analyses
External and Internal reviews, including Critical Incident Reviews
Police Records
Coroners Reports
Coroners Recommendations

Area Health Service case files are matched with reports from the Office of the State
Coroner, including Police Records, Briefs of Evidence and Coroners findings or opinions
where these are available.
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NSW Government Response to Tracking Tragedy
(First Report of the Committee)

The First Report of the Committee, Tracking Tragedy — a systemic look at suicides and
homicides amongst mental health inpatients was submitted to the Minister for Health in
December 2003.

The NSW Government Response to the First Report of the Committee was released in
December 2004. All but one of the 52 recommendations of the First Report were
supported. The exception was not accepted because of its current form, although its
underlying purpose and objective were acknowledged. The Committee noted the
advice that the vast majority of recommendations were implemented or that their
implementation was ongoing.

The Implementation Taskforce established as part of the Government’s response to the
Upper House Select Committee Report on Mental Health also oversees the
implementation of the Committee’s recommendations.

The Committee determined that in order to evaluate its work and to assist in preparing
future reports, it required advice from NSW Health on progress with the implementation
of the recommendations, including the requested timeframes. Accordingly, the
Chairman asked the NSW Department of Health to provide progress reports on priority
matters for implementation. He also requested to be advised of any feedback from
Area Health Services on the usefulness and practicality of adopted recommendations
and on any batrriers to their implementation. Two Progress Reports on the First Report
of the Committee have been made to date: in March 2005 and in December 2005.

NSW Government Response to Tracking Tragedy 2004
(Second Report of the Committee)

The Second Report of the Committee, Tracking Tragedy 2004 — a systemic look at
homicide by mental health patients and suicide death of patients recently discharged
from mental health inpatient units was submitted to the Minister for Health in April 2005.

The NSW Government Response to the Second Report of the Committee was released
in December 2005. All the recommendations were accepted, and again the Committee
noted the advice that the vast majority of recommendations were implemented or that
their implementation was ongoing.

The Committee notes with concern that Recommendation 1 of the First Report and
Recommendation 8 of the Second Report have not been implemented with regard to
the development of a risk assessment and management framework for risk of harm to
others.
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The Committee recommends, accordingly, that

NSW Health give priority to expediting the full implementation of
recommendations of previous reports of the Committee. In particular, a
standardised framework for the assessment and management of risk of harm to
others should be implemented as an immediate priority.
Recommendation 1
Commencement: Immediate; Implementation timeframe: 6 months

The Chairman again asked the NSW Department of Health to provide progress reports
on priority matters for implementation. One Progress Report on the Second Report of
the Committee has been made to date: in October 2006 covering the period from
December 2005 to March 2006.

Part 5 of this Report addresses the extent that previous recommendations have been
implemented in practice. This is the first Report in which the Committee has commented
on the implementation of past recommendations. Its sources of information are
NSW Government Responses to past Reports;
Progress Reports available to the Committee at the time of writing, in which the
Mental Health and Drug and Alcohol Office has monitored the implementation of the
Committee’s recommendations;
members’ observations.
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Part 2 Context

Context

As discussed in the Second Report of the Committee, there is a common perception
that a suicide death or any homicide by a person in contact with public mental health
services represents a failure on the part of mental health services. This is not
always so and one of the purposes of the Committee is to review these incidents and
examine systematic problems within the mental health services which may have
contributed to the tragic outcome and to suggest solutions.

Issues of service capacity and unpredictability often inform the Committee’s
deliberations and underlie the systemic problems which become evident as a result
of its analyses.

Service capacity

It is difficult to quantify the relationship between resource limitations (particularly
access to inpatient beds and community mental health services, experienced
psychiatrists, other mental health clinicians, and addiction medicine specialist
services) and sentinel events. However, in addition to the identified difficulties in
carrying out a comprehensive risk assessment, the capacity of many services to put
in place risk mitigation strategies in response to the identified level of risk that would
meet community expectations, while operating within available budget, is
guestionable.

Admission to mental health beds is widely seen as the most effective short-term risk
mitigation strategy in high-risk cases. However, community-based programs are an
essential component of a comprehensive mental health service, as mental health
conditions that require continuing care that can be provided in the community, are
those that cause the greatest disability and mortality. The Committee recognises
that these are ongoing conditions that require continuing care, most of which can be
provided in the community.

Community mental health services are currently undergoing much needed reform
and investment. Demand has been increasing with increased substance abuse,
changing social mores and population growth. A policy decision taken many years
ago at government level has resulted in smaller numbers of people being in
psychiatric hospitals and a lot more receiving care in the community. The
Committee believes that the increased demand has led to mental health clinicians
and Area Health Services having more limited options in providing adequate and
appropriate ongoing care on a case by case basis. Duration of stay in inpatient units
has reduced, resulting in more complex patients requiring more sustained
community follow-up and assertive treatment. Whereas in previous decades it was
possible to admit more easily a potentially suicidal or dangerous patient for a
sustained period of containment, that option is more limited now.

As a result, it may be assumed that the risk to the community is higher, the risk to
the patient is higher, the risk to the mental health clinician is higher and the risk to
Area Health management being held responsible for not supplying the most
appropriate level of care is also higher.
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At the same time there is a greater expectation in the broader community and by
police services that people with an increased range of behavioural problems should
be managed by the mental health services. It is expected that increasing numbers of
persons will require care and treatment as a result of drug use, especially where that
is combined with a mental iliness.

Retention and other workforce issues within mental health services remain a
significant concern. Nursing, medical and allied health professions continue to
experience difficulties in attracting staff to mental health services. Overburdened
services are unable to retain experienced staff and the increased reliance on an
inexperienced workforce further erodes system confidence. Services which lack
experienced clinical leadership are unable to provide adequate support and
supervision to junior staff increasing the risk of poor clinical decision making. The
Committee applauds the recent enhancements in funding for community-based
programs, staff and training, but there remain significant resource issues inhibiting
provision of effective mental health care within NSW. The Committee in its previous
report addressed this issue in its recommendations.

It should be emphasised that in general, most privately funded agencies opt out of
providing care to highest risk patients suffering from mental illness. Private
psychiatric hospitals cannot take involuntary patients, and transfer anyone who
needs involuntary care. Thus at present the responsibility for managing the most
acute and at risk patients rests with the public system.

Unpredictability

Accurate prediction of homicide or suicide is difficult. Large studies have identified
factors that are correlated with future risk for violence or self harm. These factors
are however applicable to groups over the long term. Based on these factors it is
possible to identify with reasonable accuracy groups of individuals who may pose a
higher risk of violence or self harm than others. However, the difficulty for clinicians
is to identify which individuals in the higher risk group will self harm or commit actual
violence and to identify correctly at what period in an individual’s life they are more at
risk of harm to self or others.

Accurate risk assessment is reliant on the clinician identifying the type of risk
(suicide, self harm, harm to others, sexual vulnerability are examples), the level of
risk (high, medium, low) and the immediacy of the risk. The clinician also considers
the person’s capacity to cope with stressful life events and supports available to the
individual. When determining the level of risk the clinician is also required to assess
the degree of confidence in the assessment and likelihood that the risk may change.
Risk assessment and management is a complex task requiring competent clinicians
and sufficient resources to allow time for accurate information gathering and
management planning. Effective risk management strategies ameliorate risk.
Decisions need to weigh up an individual's rights to self-determination with the
seriousness of the risk they pose to themselves and others. Ultimately the risk
management question is not “what level risk does this person pose,” but rather
“having regard to the identified risk factors, what management plan needs to be
implemented to manage the risk safely.”
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Predicting accurately a person’s potential to harm themselves or others is a complex
process, and caution needs to be exercised in criticising a mental health service or
clinician engaged in the care of a person who subsequently dies by suicide or
commits homicide. This is not to say that errors were not made by clinicians in some
of the deaths that came before the Committee and in one circumstance it was
recommended that a clinician be referred to the Medical Board of NSW for its
attention.

A greater emphasis on risk management will increase demand on already stretched
mental health services, and have the effect of further concentrating resources on
those with psychosis, substance use, mood and personality disorders. This could
potentially reduce services for other people suffering mental disorders who may pose
a lesser risk to themselves or others. In the longer term this could have the effect of
increasing disability of the patient and risk to the community as resources are moved
from one patient group to another. Thus additional resources need to be available
for effective risk management without undermining current resources and services.

Substance Use Co-Morbidity

As stated above, demand for mental health services has been increasing with
increased substance abuse, changing social mores and population growth. Indeed,
community mental health services frequently provide support and treatment for
individuals grappling with complex mixtures of mental illness, substance abuse and
personality difficulties. Recognition of the co-occurrence of substance abuse and
mental disorder has resulted in increased collaboration between clinicians with
different specialities.

In its current review of the treatment of depression amongst community mental
health patients who died by suicide, the Committee found that while the majority
(64%) of records did not include additional diagnoses, amongst those which did the
most common additional diagnosis was of a substance abuse disorder (21%).
Comparative data are not available regarding the expected rate of co-morbid medical
or psychiatric conditions amongst NSW community mental health outpatients, but the
assessment documentation did not suggest that persons with these complex
problems were a higher percentage of the review group than of the general mental
health population®.

Of the nine homicide cases reviewed there was substance abuse, mainly cannabis
and amphetamines, in seven cases. The prevalence of co-morbid substance use
disorders in cases considered by the Committee raises the importance of mental
health services having better access to expertise in these disorders. In recognition
of this, the membership of the Committee has now been expanded to include an
Addictions Medicine specialist.

In its Second Report the Committee recommended increased support for drug and
alcohol services in the development of policies and training for suicide risk
assessment (Recommendation 21) and that the effectiveness of reporting and
review processes for suicide death be examined (Recommendation 1).

! Alnaes R., Torgerson, S. DSM-III personality disorders among patients with major depression, anxiety disorders
and mixed conditions. Journal of Nervous and Mental Disease. 1990;178: 639-698.

Third Report May 2007 15



NSW Mental Health Sentinel Events Review Committee

The Committee notes that the Centre for Mental Health and the Centre for Drug and
Alcohol underwent a merger in 2007 and that a number of Area Health Services
have brought these two services under one governance. In the light of the
desirability of a closer relationship between Mental Health and Drug and Alcohol
Services, the Committee suggests the expansion of the role of the Committee to
include the review of deaths occurring in Drug and Alcohol Services.

Accordingly, the Committee recommends that:

The Minister for Health extend the Terms of Reference of the NSW Mental
Health Sentinel Events Review Committee to include the review of events
associated with incidents involving serious injury to or the death of a
person in circumstances where a person in the care of public sector Drug
and Alcohol Services commits or is closely associated with the sequence
of events that led to the incident.

Recommendation 2
Commencement: Immediate; Implementation timeframe: 6 months

Suicide Death

As stated in the previous reports of the Committee, where a person’s death has been
the result of suicide the impact on family and friends is profound and the
consequences impact throughout the social fabric of our communities. Each such
death raises questions about individuals’ attitudes to life, to each other, and to the
supports that can and should be provided to those in need. A suicide death of a
patient in care adds to the distress of other patients and staff, and increases the
burden on staff of the health service.

The international research into suicide identifies a past history of mental iliness as a
significant risk factor. However, the literature has identified a number of risk factors
which reflect wider changes in our social culture including unemployment and
financial hardship, broken relationships, violence, and increased drug and alcohol
use. These factors are increasingly common in the population of Australians
presenting for care through the public health care setting, yet overall rates of suicide
death have remained fairly constant in the recent years of study.

Every year in NSW community mental health services are estimated to see between
60,000 and 100,000 individuals®. Reducing suicide risk requires a comprehensive
system which links effective inpatient care with community management and
responsive emergency support for mental health patients and their carers and
families.

In NSW, Privacy Legislation and the Area Health Service structure established within
the Health Services Act restrict and inform the extent to which a centralised mental
health case register or health records may by linked with coronial records, as is
possible in some jurisdictions. Therefore detection of community-based suicide
deaths relies on a network of mainly local systems, including links between mental

2 NSW Health Department. Mental Health Client Death Surveillance System - includes reporting in RIB and
CDRF - Mental Health and Drug and Alcohol Office.
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health services, families, police, emergency departments and — in some areas —
local coroners’ courts. These “suspected suicides” are reported to the Mental Health
and Drug and Alcohol Office by all services. Nevertheless, the Committee is
concerned that relevant clinicians should always have sufficient information to
enable them to treat patients, and has concerns when important information might be
withheld unreasonably within the current legislative arrangements.

The Committee recognises that suicide is a complex issue with many factors
contributing. There is no single cause or simple solution for suicide. Preventing
suicide death involves a range of government agencies, non-government
organisations, communities and individuals working in partnership.

Homicide

The homicide cases reviewed represent one of the worst outcomes of severe mental
illness. They represent an unmitigated tragedy for the victims, their families, friends
and local community, and often result in great distress and suffering. They result in
great distress to the staff of mental health services, to other patients and even to the
perpetrator who has to live with the consequences of their actions. The fear and
concern these events raise in the community are significant and largely responsible
for the continuing and unjustified stigmatisation of the vast majority of people
experiencing mental illness who pose no risk except to themselves.

Some facts about homicide as it relates to mental illness need to be borne in mind.

It is estimated that about 10% of those experiencing mental illness have a
history of violence;

Homicide in the community is itself a rare event. In 2005 there were 79
Recorded Victims of Murder in NSW, or 1.2 per 100,000 population?;

Of men with serious mental illness who were convicted of an offence of
violence, it is estimated that one-third had prior contact with mental health
services®;

The probability that any person with a serious mental illness such as
schizophrenia will commit a homicide is 1:3000 for men and 1:33000 for
women?;

Homicide perpetrated by those experiencing mental illness is not always
motivated by the mental illness symptoms. A person experiencing mental
illness can commit a homicide for the same reasons as a person not
experiencing mental illness;

There is a myriad of unpredictable events that can change a person’s level of
risk. Sometimes violence can be foreseen, but sometimes events change and
foresight is difficult or impossible;

3 NSW Recorded Crime Statistics 2005. The Homicide Victims Support Group recorded 90 cases for the same
period, the difference due to delays in reporting.
* Wallace, Mullen et al: Serious Criminal Offending and Mental Disorder. Case Linkage Study. British Journal of
Esychiatry. 1998; 172 (6): 477-484.

Ibid.
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Alcohol and substance abuse have a strong association with violence in
people experiencing serious mental illness®"®;

The ability to provide a comprehensive range of quality mental health services
is limited by the available resources;

The capacity of clinicians to identify accurately those who will commit a violent

offence is limited.

It is these last two points that are of most direct relevance to the Homicide Section of
this report.

The results of the present review highlighted the risk that family members are
exposed to when another member of the family experiences a serious mental iliness.
Over 50% of victims of violence perpetrated by those experiencing a serious mental
illness are family members. Children are a very vulnerable group, although filicide is
extremely rare. This is why it is important to take family concerns about risks
seriously, and family involvement is imperative.

One of the purposes of the Committee in reviewing incidents of suicide death and
homicide is to examine systemic issues within the mental health services that may
have contributed to these tragic outcomes, on the assumption that changes which
address the identified areas may make the most significant impact in improving
future outcomes. Itis the intent of the Committee to continue its work focussing on
different aspects of mental health care, and consequently different systematic
issues.

® Swanson JW, Holzer CF, Gangu VK, Jano RT. Violence and psychiatric disorder in the community: evidence
from the epidemiological catchment surveys. Hospital and Community Psychiatry. 1990; 41:761-70.

" Swartz MS, Swanson JW, Hiday VA, Borum R, Wagner HR, Burns BJ. Violence and severe mental illness: the
effects of substance abuse and non-adherence to medication. American Journal of Psychiatry.1998; 155:226-
231.

8 Foley SR, Kelly BD, Clarke M, McTigue O, Gervin M, Kamali M, Larkin C, O’Callaghan E, Browne S. Incidence
and clinical correlates of aggression and violence at presentation of inpatients with first episode psychosis.
Schizophrenia Research. 2005; 72(2):161-168.
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