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NOTE:  These findings and reasons are subject to a Non-publication Order pursuant to s.44(3) and (4) of the Coroners Act.  
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	Recommendations:
	To the Commissioner of Police

1. That the Commissioner  give careful consideration to the recommendations contained in the report entitled Investigation into NSW Police Suicide: A Review of Lake Macquarie Local Area Command (March 2008). 

2. That the Commissioner consider implementing a system for the screening of senior police officers (ie officers of 10 years plus service) on a regular basis (at least every 5 yrs) to check on their mental health status. It is recommended that this be done on a confidential basis with an independent contractor. It is also recommended that screening focus in particular on major depressive illnesses, Post-traumatic Stress Disorder, bipolar and anxiety disorders. 

3. That the Commissioner consider introducing a service-wide scheme in which families of police officers are invited to attend education sessions concerning the welfare of officers, informing them of warning signs and symptoms of Post-traumatic Stress Disorder and other mental disorders, and of rehabilitation services available to officers and their families. 

4. That the Commissioner institute a system to ensure that service providers operating under the Employee Assistance Programme are made familiar with NSW police work and the pressures under which police officers operate by a process of orientation. 

To the Austral Psychological Society 

5. That the Austral Psychological Society advise members of the need to keep the contact details of their patient's next of kin and other contacts for use in times of emergency.  
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REASONS FOR FINDINGS

Introduction

1. The death of Sergeant  AB in Maitland on 28 June 2007 raises legal issues for determination under the Coroners Act 1980.  It also raises simple but profound issues of deeper significance.  It is agreed that Sgt AB committed suicide while being treated for Post-Traumatic Stress Disorder and Bi-polar Disorder.  Although we have a psychiatric diagnosis of his conditions, the mind has always been and still remains one of the most mysterious phenomena known to human beings.  

2. Philosophers, theologs, physics and neuro-scientists have for at least two thousand years struggled to work out what our minds and consciousness are and how they work.  Psychiatrists and psychologists have laboured and are still trying to find ways of diagnosing and healing mental illnesses and disorders. The taming of the “Black Dog” of depression and self-destructive thought poses particular problems, significant in Sgt AB’s case. So far, no universal panacea, no “happiness” pill has been invented. Sgt AB’s death requires a coroner to consider these very common but very difficult problems of the human condition.

3. An inquest is a search for truth.  It is intended to be an independent, objective, fair examination of the available evidence relating to the circumstances of a person’s unexpected or unnatural death.  The evidence available to a coroner is necessarily incomplete because the primary witness to the circumstances of his or her death is the deceased person.  The search for truth, therefore, may not answer all the questions raised by an unexpected or unnatural death.  Nor are coroners or lawyers or witnesses infallible.  Despite the best efforts of the coroner and those who assist him or her in the inquiry, there can be no guarantee that the whole truth will be discovered.

4. It follows that a proper inquest is neither a witch-hunt nor a whitewash.  Death raises troubling questions and issues.  Civilised societies know that what harms one of its members may harm many others and therefore coroners, from ancient times, have sought to throw light into dark places, to allay suspicions and fears and to help the living commemorate the dead with some peace of mind.  Coroners also seek to learn from experience to help prevent similar sorts of deaths recurring.  Although it would be presumptuous of a coroner to believe that he or she can ‘bring closure’ to grieving families, a coroner’s promise to seek ways of preventing further similar deaths can sometimes provide comfort to the surviving family members.  But, of course, there can be no guarantees of this.

5. A properly conducted inquest ought also recognise the living human being whose death is the subject of the inquiry.  In death it is the living person who is commemorated.  I am grateful to Mrs AB for the help she gave me in understanding Sgt  AB as she knew him and remembers him.  Her evidence was invaluable and I will touch on it further below.

The issues to be explored

6. Where a coroner conducts an inquest pursuant to s.13 of the Act into an unnatural death, he or she must, if possible, make findings concerning the identity of the deceased person, the date and place of his or her death and, crucially, the cause and the manner of his or death.  The findings must be recorded: s.22.  A coroner also has a discretion, in an appropriate case, to make such recommendations that appear necessary or desirable relating to the death in question: s.22A. 

7. In this case, Sgt AB’s identity is not in question, nor are the date and place of his death or the direct cause of his death.  In a narrow sense the manner of his death is also plain enough but it would be unsatisfactory to take an excessively reductive approach to that question.  The primary issue is what led Sgt AB to take his own life. 

8. In her opening address, Counsel Assisting suggested that the inquest ought consider  and seek to answer five questions relating to that issue:

· What factors contributed to Sgt AB's decision to take his own life?

· From the time that Sgt AB identified his health issues to his employer, did he receive appropriate levels of support from NSW Police?

· In the period prior to Sgt AB taking leave in 2007, were sufficient levels of support in place in order to minimise the risk of suicide for police officers in Sgt AB's position? 

· Was Sgt AB receiving appropriate medical care immediately before his death? In particular, was the medication prescribed appropriate?

· On the day of his death, were appropriate actions taken by Psychologist Lne Neville, after she was contacted by Sgt AB?

9. Another question raised by counsel for the AB family was whether it was appropriate for police managers (for example, Local Area Commanders) to be involved in making decisions concerning the psychiatric or psychological treatment of officers suffering Post-traumatic Stress Disorder and similar conditions.  I have considered that conundrum below.

10. Counsel for the AB family also broached the subject of notification to family members of the suicidal ideation of police officers under psychiatric and psychological treatment. This issue raises delicate questions relating to the confidentiality of health information.

11. The question whether I ought make recommendations under s.22A was also argued.  For reasons I have given below, I propose to make a number of recommendations under the section.  

12. Before I deal in detail with those matters, however, it is important to describe something of Sgt AB’s history as a police officer and something of his nature as a person. 

Sergeant  AB

13. At the time of his death, Sgt AB was 54 years old.  He had been married for over 28 years and had three children, an adult son and daughter and a 14 year-old daughter.  He had been a police officer his entire married life.  He was a serving officer at the time of his death, but was on sick leave receiving treatment.

14. He was highly respected by his colleagues for his intelligence, dedication and ability.  Mrs AB gave evidence that before he joined the Police Force he had matriculated in the top five per cent of the State and had undertaken a degree in Behavioural Science (Hons) at the University of NSW, majoring in Psychology and Biology.  As a young man he was a keen sportsman. Later he took up renovating houses as a hobby and outlet.  He and Mrs AB were practising Catholics and his religious belief and the ethical framework it provided were important to Sgt AB throughout his life.

15. During his career, he had received Commissioner’s commendations three time and had, from time to time, acted as a Duty Officer with acting rank of Inspector.  It seems that he had a particular gift for leadership of younger police officers. Not only was he good at building teams and maintaining morale but his gift for empathising with other police officers was recognised in his appointment as a Peer Support Officer.  PSOs are experienced and capable officers with excellent ‘people skills’,  specially selected to provide guidance and support to police officers struggling with the pressure of the job.  Mrs AB gave evidence that he was loved by his friends and regarded as ‘a rock’ for those who knew him.

16. Sgt AB spent much of his time as a police officer in country stations.  In particular, he served as the station officer in a one-person station at Paterson, a village some distance from Maitland.  Idyllic as Paterson can appear to be, it was not always so for Sgt AB.  He witnessed or attended a number of shocking incidents in which friends or neighbours were killed.  As a general duties officer, he also endured, as so many officers do, a number of life-threatening incidents, as well as attending the usual range of scenes familiar to front-line emergency personnel but which would horrify the ordinary citizen.  It is unnecessary here to describe those incidents in detail.  Suffice it to say that they left their indelible mark on him. 

17. Mrs AB said in her undated statement of October 2008 that she believed that Sgt AB, during the course of his work, ‘became overly protective of [her] and [their] children and tried not to bring his work home or at least not to discuss the worst aspects of it in front of [their] children as he believed that we had all witnessed more than was necessary for any wife and child/children to have experienced in their lives.’

18. Mrs AB’s evidence was that Sgt AB seemed to cope with the stress of his job reasonably well until about three or four years before his death. In 2003, having been a police officer for about 25 years, Sgt AB sought psychiatric help privately for his mental disorders.  He had been suffering nightmares, severe mood swings and other symptoms of mental illness.  Dr Timothy McDonald diagnosed him as suffering Bipolar Mood Disorder (type 1) or at least a severe form of cyclothymia (a partially expressed form of Bipolar Disorder). He noted that Sgt AB reported a history of Post-traumatic Stress Disorder dating from about 1995.  He noted that in the elevated phase of Sgt AB’s Bipolar Disorder, he was prone to excessive drinking and gambling but not at other times.  He prescribed lithium which seemed to be effective.  

19. Before dealing with in detail with Sgt AB’s psychiatric and psychological treatment, however, it is necessary to outline the events of  28 June 2007.

The events of 28 June 2007

20. Mrs AB stated that on that day she was woken by Sgt AB at about 5.30am. He then left to work on building a family home at Bolwarra Heights. She went to work soon after. Mrs AB spoke to Mr AB several times throughout the day – once at 10am, again at 11.30am and several times in the afternoon. On each of those occasions he seemed in good spirits. 

21. The last time Mrs AB spoke to her husband was at around 5.30pm, when Sgt AB phoned her and said that he was going to have dinner with his sister at Branxton. When she questioned him about why he was having dinner with his sister, he seemed to Mrs AB to be irritable and annoyed. He told Mrs AB that he did not intend to drink and would be home later that night. 

22. Sgt AB made a number of other phone calls on the afternoon of his death, the most significant of which took place at about 3.45pm with Ms Neville. He had called her at about 2.30pm and made an appointment to see her on 4 June, and also requested that she call him back.  

23. When Ms Neville telephoned him, Sgt AB told Ms Neville that he was experiencing symptoms of depression, including suicidal thoughts, while simultaneously denying that he was distressed. Ms Neville took the call seriously and immediately invited Sgt AB to meet her at the Accident and Emergency Department of Maitland Hospital for assessment under the Mental Health Act. Sgt AB declined to do so, saying words to the effect of "No. I'm okay. Really".

24. Ms Neville impressed on Sgt AB that he should not be alone, and asked whether there was anyone he could see immediately. He said that he would go to his sister's house at Branxton, and that he had mates he could see. He agreed to see Ms Neville the next day, 29 June, at 3pm, and also agreed to keep himself safe until then. Ms Neville phoned Sgt AB again at 5.19pm and but not get an answer. 

25. When Mrs AB arrived home from work on the afternoon of 28 June, her daughter Hannah was agitated because she had been texting her father and had not heard back from him. Mrs AB phoned her husband's sister Kerry and discovered that he had not arrived for dinner. After several unsuccessful attempts to contact Sgt AB by phone, she and Hannah drove to the building site to check on his welfare. They arrived at the address just after 6pm.  Mrs AB entered the house alone and discovered the body of her husband. 

26. In a state of great distress, Mrs AB then drove with her daughter to Maitland police station and alerted local police who then attended the scene. 

27. Mr AB left notes in a diary in the form of a suicide letter, apologising for ‘leaving a mess’, saying goodbye to his wife, family and workmates and expressing his love, especially for his family. Poignantly, in the note he described Mrs AB as his ‘heart and soul’.  

28. If it was needed at all, the note also contained clear evidence of the severe distress he was suffering.  Among other things he wrote to his family, ‘My head is getting really bad.’  He also left a message for other police:  ‘Never underestimate the sadness.  My nightmares are bad. Cherish the gladness.’  To his wider circle of friends he wrote, ‘Enjoy the ride – don’t forget to pay the price.’

29. On examination, Mr AB was found to have a blood alcohol concentration of 0.203, indicating that at the time of his death he was intoxicated or significantly affected by alcohol.  He was also found to have been using prescribed medications within an unascertainable but relatively short time before his death including lithium and Effexor.

30. An expert report provided by Prof Olaf Drummer was tendered in evidence. It states that lithium and Effexor are not contra-indicated.  He also offered the opinion that:

It is difficult to predict the effects of alcohol in combination with two medications.  However, it is likely that disinhibition and poor impulse control [characteristic of alcohol intoxication] is likely to worsen by the presence of lithium and [Effexor].’  

31. In his opinion, however, the dominant adverse influence on Sgt AB was likely to have been alcohol that he had consumed that day.  He did not consider that the medications had had any direct causal effect on Sgt AB’s death but said that ‘the alcohol, and to a lesser extent drugs, have probably contributed collectively by producing disinhibition and weakening any resolve he may have had not to commit suicide.’

32. How had this tragedy come to pass?  What had led up to it?  For the answers to these questions we need to examine both Sgt AB’s psychological and psychiatric conditions, the treatments he had been undergoing and also what the Police Force was doing to support and manage Sgt AB.  I will deal first with the mental health issues.

Sgt AB’s psychological and psychiatric treatment in 2007

33. As previously noted, Sgt AB was treated by Dr Timothy McDonald in 2003 for Bipolar Disorder. Dr McDonald, although noting that Sgt AB reported a history of Post-traumatic Stress Disorder since 1995, focussed on the Bipolar Disorder which, at that time, seems to have required the greater attention.  He was prescribed lithium. After those consultations, he was referred back to his GP.  It appears that he continued, on and off to take lithium prescribed by his local doctor.

34. The next significant medical event, however, came in January 2007 when he first met Dr Sylvia Ireland the day after telling Detective Chief Inspector Humphrey that he was ill and should have his gun taken away. (I deal below with that part of the story and subsequent events relating to the Police Force’s interaction with Sgt AB.)  Dr Ireland remained his treating doctor until his death.  Dr Ireland gave evidence at the inquest.  I found her to be an impressive witness, careful with her words but frank and honest, obviously upset that her efforts and those of Ms Neville had been insufficient to save Sgt AB.  

35. She did not refer Sgt AB for further treatment or diagnosis by a psychiatrist.  The reason, she told the court, was that he already had a diagnosis.  The signs and symptoms he displayed to her and the history he gave were consistent with that diagnosis.  The issue, therefore, was treatment.  She did not confine the proposed treatment to medication.  She correctly considered that he needed treatment by a clinical psychologist in relation to his Post-traumatic Stress Disorder.  She continued the lithium and also later on prescribed anti-depressant medication and, at one point, Stillnox, a sleeping pill, to enable him to rest properly.  Her evidence was that Sgt AB was quite frank in admitting that he was not strictly complt in taking lithium.  This resistance to lithium created ongoing difficulties treating his Bipolar Disorder throughout 2007.

36. She saw him on a number of occasions and noted that he suffered from suicidal ideation.  On 18 May she saw him and he told her that he felt ‘desolate despair’.  She immediately prescribed Effexor, an anti-depressant he had not used before, hoping that it may not have the unpleasant side effects that had previously discouraged him when he had used anti-depressants.  This was the only occasion on which he specifically mentioned suicidal ideation to her but he assured her that he would not carry it out because he would not do that to his family.

37. It is well-known that the primary treatment for Post-traumatic Stress Disorder is cognitive behavioural therapy by a clinical psychologist.  This is frequently supplemented with medication such as anti-depressants, sleeping pills or anti-anxiety preparations.  The approach taken in cognitive behavioural therapy is to gradually help the sufferer to face and deal with the memories rather than to bury them.  It has been found that avoidance strategies often adopted by people may provide temporary relief by burying the memories that cause intense anxiety and stress but prevent recovery.  On the other hand, clinical psychologists have learned that it is equally important not to re-traumatise patients by forcing them to ‘relive’ their memories of the original events.  A gently staged approach in which a bond of trust is built up between the patient and the clinical psychologist is essential to the success of the process.  

38. The first stage is crisis management, followed by a second stage in which the client is helped to develop ways of self-controlling hyper-arousal.  A third stage focuses on reducing avoidance symptoms and, finally, when the client’s capacity to deal with them has been sufficiently developed, the fourth stage deals with the traumatic memories.  

39. As Sgt AB had refused to see a police or police-appointed psychologist from the Employee Assistance Program (EAP) – he thought they were too young and inexperienced to be of any use to him -- Dr Ireland referred him to Ms Lne Neville for this type of treatment.  

40. Ms Neville also gave evidence at the inquest.  She, understandably, appeared to be slightly apprehensive about being questioned in court and was, at times, perhaps a little defensive.  It was plainly a matter of great regret to her that she had not found time to see Sgt AB on the afternoon of 28 June.  She was, however, very co-operative and reflective and did not attempt to duck questions put to her.  In my opinion, she was an honest and reliable witness.  

41. Sgt AB saw her nine times between 5 February and 25 May 2007.  When she first saw him, Ms Neville assessed him as suffering ‘a high level of symptoms of Post-traumatic Stress Disorder with depression’.  He had sleeping difficulties, intrusive memories, nightmares and night sweats.  He said that he wanted to ‘vacuum clean my head of memories’.  Although he admitted his symptoms he continually denied being distressed by them.  At most sessions when Ms Neville saw him he was agitated and drank large amounts of water.  He also admitted going on and off lithium as he did not like the side effects and using alcohol to self-medicate.

42. One of the difficulties that Sgt AB suffered, and Ms Neville struggled to deal with, was that his bipolar condition appears to have complicated and retarded the cognitive behavioural therapy as his moods appeared to swing cyclically. This suggests that he was not maintaining his lithium intake at therapeutic levels.  Indeed, Dr Ireland’s evidence was to the effect that Sgt AB was only reluctantly complt with the lithium regime.  Mrs AB’s evidence tended to corroborate that.  

43. The last time Ms Neville saw Sgt AB was on 24 May 2007.  On that day, he described having gone through a ‘melt down’ but his symptoms appeared to Ms Neville nevertheless to have ameliorated somewhat.  At that time he admitted he was not strictly complying with his medications.  He was also very negative in his thinking which probably indicates his depression was quite severe.  

44. An appointment was made for 4 June 2007 but Sgt AB apparently became annoyed because Ms Neville was slightly late and walked out, stating that he was not coming back.  He made no further contact with Ms Neville until 28 June when he telephoned her office and made a further appointment for 21 July.  He left a message asking Ms Neville to call him on his mobile telephone.  As recounted above, Ms Neville spoke to him some time later, shortly before he died.

45. At the time, while Ms Neville believed his distress and suicidal ideation were serious and his ‘cry for help’ was urgent, she came to a view, by the end of the conversation, he was not in immediate danger.  Her grounds for that opinion were that he had denied that he would take his life, he had ‘contracted’ not to harm himself before she saw him the next day, that she had warned him he should not be alone by himself and he told her he had someone (his sister) with whom he could talk and whose company he could share, and, importantly, that he had emphasised in the past that, despite his ideation, he would not put his family through the experience he had seen other families afflicted by.  She gave evidence that, at the time she spoke to him, he had not sounded intoxicated during their conversation.   

The Police Force’s approach to Sgt AB in 2007

46. Two senior police officers who had been Sgt AB’s Local Area Commanders during 2007 gave evidence about what had been done to support Sgt AB.  I was impressed not only by the demeanour of both officers, but also by their intelligent and thoughtful consideration of Sgt AB, whom they both clearly liked and respected, and the broader organisational issues that the inquest delved into.

47. I was particularly impressed by the care each of them showed for their subordinates – ‘the troops’ as they called them – and the keenness of their interest in addressing the question of providing support for front-line police officers and their families, especially in relation to the psychological hazards of their profession.

48. Detective Chief Inspector Wayne Humphrey acted as LAC Commander at the Lake Macquarie Local Area Command from 5 January to 11 February 2007.  At that time, Sgt AB was team leader at the Toronto police station.  DCI Humphrey and Sgt AB were old colleagues and friends.  He received a dramatic telephone call from Sgt AB on 11 January while he was in Sydney.  Sgt AB was very distressed, said, among other things, that his ‘bucket was full’, he had ‘reached his use-by date’ and asked that his gun be taken away from him.  He revealed that he had been treated by a psychiatrist, was on lithium and would be seeing his doctor the following day. He told DCI Humphrey that he did not wish contact to be made with his wife and that she was aware of his condition. He agreed to a ‘welfare visit’ from DCI Humphrey the following day.

49. DCI Humphrey immediately set in train a number of support measures for Sgt AB.  He spoke to Sgt AB himself on 12 January and they discussed the problem.  A fellow sergeant of Sgt AB’s choice was assigned as support officer and Sgt AB was immediately placed on indefinite sick leave.  They also discussed internal management issues that were upsetting Sgt AB at the time.  DCI Humphrey undertook to look into those issues for him.  He also ensured that Sgt AB’s gun was locked away from him.  Various administrative measures were also set in train to manage his “Hurt on Duty” status.  Among other things, the costs of the psychological treatment provided by Ms Neville were met by the Police Force. DCI Humphrey had several conversations with Sgt AB during the period he acted as LAC Commander, satisfying himself that he was being attended to by a doctor and that psychological treatment was being arranged outside the Police Force.

50. Annexed to DCI Humphrey’s statement were copies of the administrative records relating to welfare contacts with Sgt AB and also his ‘injury management record’ and other HOD records.  They establish that the Police Force had, as at January 2007, a number of systems for supporting officers in Sgt AB’s position. I digress at this point to add that, shortly after Sgt AB’s death, the system was further improved with the issuing of a manual by the Police Safety Command Standard Operating Procedures: Managing Officers at Risk of Self Harm (July 2007).

51. Superintendent (Acting Assistant Commissioner) Alan Clarke was the Lake Macquarie LAC Commander from December 2005 until February 2008.  He and Sgt AB knew one another well.  He gave evidence that it was his practice to telephone sick police officers on a virtually daily basis and that he had kept in regular touch with Sgt AB while he was on sick leave.  He gave evidence that Sgt AB, after a period on sick leave, had been very keen to get back to work and had been disappointed that he could not pick up where had left off but had been required to be checked out by the Police Medical Officer and to be assessed by his Injury Management Adviser and his Return to Work Co-ordinator.

52. Supt Clarke gave lengthy and thorough evidence, explaining the injury management system within the Police Force and other support systems, formal and informal, for injured and sick police officers.  The injury management system is complex and careful and, for a long-serving police officer like Sgt AB, used to looking after himself and battling on stoically until ‘the bucket is full’, possibly frustrating.  It is, nevertheless, designed to help officers in their rehabilitation so that they do not return to work prematurely, exacerbating their illnesses or injuries.  Conversely, it is also designed to ensure that those who are potentially able to return to work, and wish to do so, are not lost to the service.

53. Among other aspects of the injury management system, an officer who is placed on sick leave due to a stress-related condition or illness is not permitted to resume full duties until passed fit by the Police Medical Officer.  This includes a psychological assessment. In April 2007, Sgt AB appears to have attempted to by-pass this safeguard.  Supt Clarke, while welcoming him back, firmly cut him off at the pass and reminded him of the requirements for a medical and psychological check.  Within a short time, Sgt AB had gone back on sick leave.

54. In May 2007, Supt Clark was informed that Sgt AB was distressed and possibly at risk of self harm.  He spoke to Sgt AB and asked him directly whether he was thinking of suicide.  Sgt AB said that he thought about it ‘15 times a day’ but would not carry it out because he had a 14 year-old daughter and would never do it to her or his family.  They discussed various things and it appeared to Supt Clark that Sgt AB calmed down during the conversation.  Supt Clark gave Sgt AB his mobile telephone number and told him not to hesitate to call at any time.  Immediately after that call he asked the Chief Injury Management Adviser to visit Sgt AB at home and arranged with her, if necessary, to have Sgt AB scheduled to a psychiatric hospital for assessment.  He also made other arrangements for Sgt AB to be supported and for his psychologist to be contacted.

55. He followed up himself with a welfare visit to Sgt AB a few days later and they had a discussion about his suicidal thoughts, the possibility of a return to work, his plans for the future and the house he was working on.  To Supt Clarke’s mind, he appeared in quite good spirits and was self-composed.  Over the next few weeks Supt Clark spoke to Sgt AB several times and on each occasion he expressed his wish to return to work.

56. Supt Clarke said that no pressure was placed on Sgt AB to come back to work.  His evidence was that it was Sgt AB’s desire to do so.

57. In mid-June 2007, Supt Clarke was informed that Sgt AB had been in touch with the LAC office to say that he proposed returning to work soon.  To prevent a recurrence of the previous failed attempt at a return to work, Supt Clark set in train a meeting to plan it.  The meeting was appointed for 27 June with Sgt AB invited to attend.  On the day of the meeting, Sgt AB rang Supt Clarke with an excuse for not attending.  Supt Clarke told him that if he came back it would initially be on restricted (station only) duties and that he would be required to undergo the usual medical assessment.  To Supt Clarke, Sgt AB seemed to be accepting of those conditions and the conversation was conducted in a friendly and relaxed manner. 

58. Under examination by counsel for the AB family, Supt Clarke said that, while he was well aware of Sgt AB’s suicidal ideation, he took comfort from the fact that Sgt AB had stated that, for his family’s sake, he would not take his own life.  He also made the point that, far from Sgt AB being psychologically assessed or medically managed by senior police, he was in fact in the hands of an experienced clinical psychologist in private practice and his own GP.  He emphasised that Sgt AB had been supported to a very considerable extent and that he personally and the Police Force more broadly had taken a genuine interest in Sgt AB’s welfare.  The force of Supt Clarke’s evidence was that, despite the systemic procedures and the informal efforts made, all with the purpose of putting a safety net under Sgt AB, they could not catch him when he fell.  This was not put as an attempt to whitewash the Police Force but with what seemed to me to be sincere regret for the loss of a fine officer and friend.  

59. Both DCI Humphrey and Supt Clarke disagreed with the proposition that the modern culture of the NSW Police Force discourages officers suffering stress-related illnesses or conditions from coming forward or that it discriminates against such officers.  Both of them spoke of the wave of cultural change within the service from one in which officers were expected ‘to get on with it’.  If they are representative of senior police officers and reflect modern managerial thinking, as they appear to be, the Police Force is well in advance of the general community and most employers in taking seriously mental health issues and the welfare of their staff.

60. They conceded, however, that cultural change is gradual and that vestiges of an old culture remain, especially in the habits of thought of old-time police officers.  Mrs AB, in her evidence, said that when Sgt AB had been a young officer, the routine when someone had been through a traumatic experience was for an old sergeant to take them down the pub and get them drunk.  It is clear that the approach and thinking is now radically different.  That is greatly to be commended as is the fact that old-time officers like DCI Humphrey and Supt Clarke have recognised the need for a cultural change and have embraced it and been strong agents for that change.

Answering some questions

61. Counsel Assisting posed a number of questions for resolution.  It is now possible to provide at least tentative answers to them.

First, what factors contributed to Sgt AB's decision to take his own life?  

62. The dominant factors were his mental conditions – Post-traumatic Stress Disorder and Bipolar Disorder.  The chronic nature of these conditions caused him so much distress that he thought of suicide constantly and fought against those thoughts.  He was almost certainly depressed at the time of his death.  This was an aspect of his Bipolar Disorder that severely complicated the treatment of his Post-traumatic Stress Disorder.

63. Self-evidently, the Post-traumatic Stress Disorder was of a very severe degree and had been induced by a significant number of horrifying events Sgt AB had witnessed during the course of his police service.  It is unnecessary to outline the details of those incidents here but they were undoubtedly deeply disturbing.

64. On 28 June, Sgt AB drank a considerable quantity of alcohol.  This probably had a disinhibiting effect possibly exacerbated by the medication he was taking.  Despite having earlier promised Ms Neville he would stay safe until the next day and go to his sister’s house, the alcohol effectively dissolved that resolution and enabled him to take a step he had always previously resisted.

65. It is possible that a sense of disappointment that he would not be allowed to return immediately to unrestricted duties may have played on his mind also.

66. It is also possible that Sgt AB’s tendency to self-medicate and not to comply strictly with his medications was a contributory factor.

Second, from the time that Sgt AB identified his health issues to his employer in January 2007, did he receive appropriate levels of support from NSW Police?

67. In my opinion, he did.  True it is that any system can probably be improved but the level of support, formal and informal, Sgt AB received was high.  He was by no means abandoned or forgotten.  Both DCI Humphrey and Supt Clarke demonstrated a close interest in Sgt AB’s welfare.  Moreover, the support went beyond mere ‘mateship’, camaraderie or benign leadership:  the formal mechanisms of supporting officers Hurt on Duty were immediately swung into place.  Critically, once Sgt AB was referred to Ms Neville the Police Force took responsibility for the payment of her fees.  

68. He was recognised immediately as an officer whose reservoir of capacity to cope with his experiences had exhausted itself and the Police Force encouraged him to take the time and undergo the treatment he needed to recover.  In my opinion, the Police Force cannot be criticised for any lack of support of Sgt AB.  On the contrary, I think its general approach to officers in Sgt AB’s position was commendable.

Third, in the period prior to Sgt AB taking leave in 2007, were sufficient levels of support in place in order to minimise the risk of suicide for police officers in Sgt AB's position? 

69. This is a much more difficult question to answer.  Undoubtedly, the culture of police service has changed significantly and there is far greater attention paid to the welfare and mental health of police officers than when Sgt AB was a young constable at Paterson in the early 1980s. It seems, however, that there were insufficient levels of support at the time when Sgt AB experienced the very traumatic episodes he related to Ms Neville. This was particularly so when he ran a one-man station at Paterson.

70. Over the last two decades, however, it is clear that the Police Force has recognised the effects of Post-traumatic Stress Disorder on police officers and has instituted various ways of countering the worst of its effects.  Strict protocols for the immediate debriefing and later treatment of officers exposed to highly traumatic incidents have been well-established for some time. 

Fourth, was Sgt AB receiving appropriate medical care immediately before his death? In particular, was the medication prescribed appropriate?

71. On the evidence presented at the inquest, Sgt AB was being appropriately treated immediately before his death.  His conditions were not easily treatable and the co-morbidity of Post-traumatic Stress Disorder and Bipolar Disorder exacerbated the treatment of each.  Dr Ireland introduced a two-pronged attack on the problems by using medication and by referring Sgt AB for psychological therapy.  The medications prescribed appear to have been appropriate. 

Fifth, on the day of his death, were appropriate actions taken by psychologist Lne Neville after she was contacted by Sgt AB?

72. After a tragic event occurs, hindsight always seductively suggests that, prior to the event, at the time when a discretionary judgment had to be made, the evidence was as clear as it turns out to be after the event.  It is an error to think like that.  Before the event, actors are doing their best to discern the optimal choice from two or more apparently reasonable alternatives.  

73. In this case, Ms Neville, a very experienced clinical psychologist who had never previously lost a patient, went through a number of steps which are regarded as best practice for postponing any proposed self-harm by a person threatening suicide.  She made a reasoned judgment,  based on her experience of Sgt AB and her own expertise, that he would not kill himself that day.  Over the time they spoke he seemed to her to gradually calm down and become more rational. By the end of the conversation, having extracted the promises he made that he would not harm himself and would not stay by himself alone, and in the knowledge that he had previously rejected the intention of suicide because of the effect on the family, she thought he had at least a day’s grace and that she could get to him before any harm came to him.

74. On the basis of that reasonable judgment, Ms Neville’s actions were, in my opinion, appropriate.  It may be that it was after he had spoken to her that he imbibed a large amount of alcohol and became disinhibited and went back on his promise to her. It is impossible to be sure.  With the benefit of hindsight, Ms Neville agreed that the preferable course would have been to drop her other commitments and go to Sgt AB’s aid, but it would be unfair now to criticise her for not doing so.

Other questions raised by Mrs AB

75. For Mrs AB, one of the most troubling aspects of Sgt AB’s death was that she was unaware of, and was not told about, his suicidal ideation.  Quite understandably, she raised the question, ‘Why wasn’t I told?’  Although she knew Sgt AB suffered badly from Post-traumatic Stress Disorder and was subject to severe mood swings as a result of his Bipolar condition, she had lived with him for a long time in that state.  His death in June 2007 came as a terrible shock to her.

76. There are no easy or glib answers to her question.  It is reasonable to infer that Sgt AB did not tell her of his suicidal thoughts because he did not wish to burden her with them nor upset her and possibly other members of the family.  He had always been protective of them. As a grown adult of high intelligence and some formal training in psychology, he had insight into his own conditions.  He had also taken steps to deal with it by seeking psychiatric help in 2003 and by seeking further help in 2007.  It seems likely that, until the fatal day, he felt that, with the support he was receiving from outside the family, he could deal with his problems without raising the disturbing question of suicidal thoughts at home.

77. Sgt AB demanded that both DCI Humphrey and Supt Clarke not inform his wife of his suicidal thoughts.  At the times of those conversations, they believed that the risk of him killing himself was at a ‘medium’ rather than ‘high’ level.  They understood that Sgt AB had spoken to them in confidence and believed that to maintain his trust they needed to honour that confidence.  Moreover, he offered them the assurance that he had spoken to his wife about his condition.  

78. Supt Clarke also made the valid point that sometimes the cause of the officer’s distress lies within his or her family itself and that, in such situations, it might well exacerbate the problems if the Police Force was required to notify spouses or partners of the officer’s disclosures.

79. Dr Ireland and Ms Neville were in similar positions of confidence with Sgt AB.  A plethora of privacy legislation, codes of conduct and ‘health privacy principles’ place a heavy burden of responsibility and possible legal liability upon health professionals.
  The disclosure of personal health information by doctors and other health professionals to third parties is prohibited except in limited circumstances.

80. The Royal Austral College of General Practitioner’s Handbook for the Management of Health Information in Private Medical Practice (Melbourne, 2002) sets out a number of situations in which doctors may ethically disclose their patient’s information to others.  Among others they include the situation in which ‘the medical practitioner reasonably believes the use or disclosure [of the information] is necessary to lessen or prevent a serious and imminent threat to the individual’s life, health or safety…’

81. Dr Ireland was not given permission by Sgt AB to give the information to Mrs AB.  She was never placed in a situation in which it appeared to her that he was in imminent danger of self-harm.

82. The only occasion on which Ms Neville was placed in such a situation was on the afternoon of 28 June.  She gave evidence that she had in fact given thought to getting in touch with Mrs AB and had unsuccessfully attempted to find a contact telephone number for that purpose.  Her practice did not list an emergency contact number for Mr AB.  Ms Neville phoned the office of Dr Sylvia Ireland, but that practice did not have the number either. (Ms Neville told the court under examination that this was something that her practice would address in future.)

83. Each of these witnesses were clearly of the view that commonsense required that where a person is in imminent danger, an ethical threshold is crossed and that third parties ought be informed of the danger to the person in jeopardy.  Each of them stated that, had they believed that Sgt AB was in immediate danger of self-harm, they would have taken whatever steps they could have to prevent it, including informing Mrs AB.  (In the case of the police officers, each of them would have taken steps to schedule him.  Dr Ireland would also have considered doing so.)

84. I appreciate Mrs AB’s distress and frustration regarding this issue and have the greatest sympathy for her argument.  Nevertheless, there are wider issues.  The Police Force is bound by the Privacy and Personal Information Protection Act 1998 (NSW) and cannot, of its own volition, disclose personal information about officers to third parties (including families) except in limited circumstances.  

85. Bonds of trust and confidence between police managers and their staff are also very significant.  The operational efficiency of the Police Force depends on that relationship.  

86. Likewise, medical ethics are not abstract philosophical principles: they protect the integrity of medical practice and ensure that patients can trust their doctors.  This is important for ensuring that full histories are obtained and illnesses are properly diagnosed and treated.

87. For these reasons, as frustrating and saddening as Mrs AB’s sense of having been excluded from such important information is, I do not think that any criticism can be made of either the senior police officers at Lake Macquarie, the Police Force in a wider sense, or of the health professionals who treated Sgt AB for not informing her of his suicidal ideation.  Rightly or wrongly, I believe that Sgt AB was trying to protect her and his children from that sort of information.

88. I also think that, had she known of his suicidal ideation, it is doubtful that it would have made any difference.  Sgt AB’s suicidal ideation was constant for him.  It seems to have operated almost in a drip-drip way on his capacity to resist, hence his need to reinforce his resolve with promises to others that he would not harm himself and, more generally, seeking treatment. Had Mrs AB been told of his suicidal ideation, there is little reason to suppose that Sgt AB would have done anything except assure Mrs AB, as he had Supt Clarke and Ms Neville, that he would not act on the impulse or idea of suicide.  I think he was being truthful in offering those assurances at the time they were given. Unfortunately, as we have discussed above, on 28 June he drank a significant quantity of alcohol and that appears to have lowered the last barrier of resistance.  

89. The inquest, however, explored the issue of notification thoroughly and considered a possible partial solution to the dilemma raised by Mrs AB.  I will come to that below.

90. Mrs AB also suggested that it was problematic that senior police officers were engaged in assessing Sgt AB’s fitness and mental condition at various times throughout 2007.  Her view was that, once he was diagnosed and treatment had begun in 2007, the assessment of Sgt AB’s mental condition ought have been left entirely in the hands of health professionals.

91. Although I understand the point she makes, I do not believe that police managers interfered with or usurped the proper role of health professionals.  They knew he was in the hands of a treating doctor and a clinical psychologist.  When Sgt AB raised the question of returning to work, they required him to be assessed by the Police Medical Officer and psychologists appointed for that purpose by the Police Force.  On one occasion, Supt Clarke specifically sent a rehabilitation specialist out to see Sgt AB.  In my view, the senior officers relied heavily on the advice and expertise of health professionals in seeking to support Sgt AB in 2007.

92. But it is also evident that DCI Humphrey and Supt Clarke are men of intelligence and experience of the world.  They knew Sgt AB well and, while lacking formal medical or psychological qualifications, had a very good understanding of human nature and the behaviour of people under great stress.  They sought to provide the social support that is so essential to the treatment and recovery of an officer suffering from Post-traumatic Stress Disorder and depression.  In this sense, they complemented the work of the health professionals.  Their views and assessments of his mental condition were valuable litmus tests but did not override or undermine any medical or psychological supports for Sgt AB.

Can more be done?

93. Counsel for the Police Force submitted that it would not be appropriate for the Coroner to make recommendations under s.22A to the Commissioner.  The basis for this argument, in summary, was that lessons had been learned, Standard Operating Procedures for managing officers at risk had been introduced and a study by Griffith University, commissioned by the Police Force to look into two police suicides in the Lake Macquarie Local Area Command, had already made recommendations which had been referred to an ad hoc committee for examination.  

94. I find this a curious submission.  Mr Saidi’s submission was, no doubt, put on instructions. If so, it seems to suggest that the view taken by those instructing him may be that a recommendation is regarded as a ‘loss’ or an ‘own goal’.   If that is the case, that view or attitude ought be dispelled forthwith.  These are not adversarial proceedings.  There are no ‘winners’ and ‘losers’.  Recommendations are suggestions only and have no binding force.  They are made in the hope that an already very good system might be improved even further.  In this case, there is no need for the Police Force or any officer that I am aware of to feel defensive.  Any recommendation I make in this inquest is not intended to imply a criticism.  

95. The first recommendation proposed by Counsel Assisting was simply that the Commissioner  give careful consideration to the recommendations contained in the report entitled Investigation into NSW Police Suicide: A Review of Lake Macquarie Local Area Command (March 2008).  I agree with that proposal.  Mr Saidi argued that it was superfluous because it was already being implemented.  

96. My response is that it may nevertheless be beneficial for police officers and the general public to know that the Coroner, an independent judicial officer, has endorsed the approach already on foot internally.

97. I would add at this point that the study shows that the suicide rate for NSW police officers is no higher and may even be slightly lower than the average for men in the general community.  This suggests that, despite the fact that police officers are exposed to far more traumatic experiences far more often than the average citizen, the Police Force has created very good systems for the protection of officers from the effects of Post-traumatic Stress Disorder.  No system is perfect and the study has advanced a number of proposals that  may be beneficial.

98. The second proposed recommendation was that the Commissioner of NSW police consider implementing a system for the screening of senior police (10 years plus service) on a regular basis (at least every 5 yrs) to check on their mental health status. 

99. I agree with that proposal.  If implemented, this screening should be done on a confidential basis with an independent contractor. Screening, in my opinion, should focus in particular on major depressive illnesses, Post-traumatic Stress Disorder, bipolar and anxiety disorders. 

100. This recommendation arises from material within the Griffith University study.  It showed that experienced officers were at greater risk than junior officers of self-harm.  If each person has a ‘reservoir’ of ability to cope with stress, the accumulating effect of trauma will gradually deplete it.  Regular mental health checks may assist in protecting people from Post-traumatic Stress Disorder before they break down completely.

101. The third proposed recommendation was that the Commissioner  consider a service-wide scheme in which families of police officers are invited to attend education sessions concerning the welfare of officers, informing them of warning signs and symptoms of Post-traumatic Stress Disorder and other mental disorders, and of rehabilitation services available to officers and their families.   

102. Again, I agree with this proposal.  It arises from the concern expressed by Mrs AB that she had been left in the dark about the true extent of Sgt AB’s condition and from an initiative taken by Supt Clarke within the Lake Macquarie LAC when he was the Commander.  It does not directly address the confidentiality issue raised by Mrs AB but, if introduced, may mitigate or alleviate some of the problems partners and spouses sometimes feel when their loved ones contract Post-traumatic Stress Disorder and other disorders.

103. The fourth proposed recommendation was that the Commissioner institute a system to ensure that service providers operating under the Employee Assistance Programme are familiar with NSW police work and the pressures that police operate under. 

104. I also support this proposal.  It arose from the evidence given that Sgt AB had refused to consult a psychologist provided by the Police Force through the EAP because he felt that the available people were too inexperienced for him to relate to. For the EAP to work at an optimal level, it requires that the health professionals understand and can relate to their client group, including middle-aged, highly experienced police officers.  In my view, this requires that the psychologists receive orientation in police work.  Orientation of psychologists may include, for example, exposure to police work in a police station and patrol vehicles as observers. I appreciate, however, that there are practical difficulties, including occupational health and safety issues, in implementing such a program.  It would therefore be inappropriate for me to be prescriptive.  How the health professionals would be orientated in police work would, if the recommendation is accepted, be a matter of negotiation between the Commissioner and the service providers.  

105. The final recommendation is that the Austral Psychological Society advise members of the need to keep the contact details of their patient's next of kin and other emergency contacts, so that they are available in times of emergency.  

106. This proposal arises out of the evidence given by Ms Neville that, on 28 June 2007, she had been unable to get in touch with Mrs AB because she did not have a contact number.  Again, I support that idea.

Findings

107. I find that AB died on 28 June 2007 at Bolwarra Heights, New South Wales by hanging himself while suffering from the effects of Post-traumatic Stress Disorder and Bipolar Disorder.

Recommendations

To the Commissioner of Police

1. That the Commissioner  give careful consideration to the recommendations contained in the report entitled Investigation into NSW Police Suicide: A Review of Lake Macquarie Local Area Command (March 2008). 

2. That the Commissioner consider implementing a system for the screening of senior police (10 years plus) on a regular basis (at least every 5 yrs) to check on their mental health status. It is anticipated that this would be done on a confidential basis with an independent contractor. Screening would focus in particular on major depressive illnesses, Post-traumatic Stress Disorder, bipolar and anxiety disorders. 

3. That the Commissioner consider introducing a service-wide scheme in which families of police officers are invited to attend education sessions concerning the welfare of officers, informing them of warning signs and symptoms of Post-traumatic Stress Disorder and other mental disorders, and of rehabilitation services available to officers and their families. 

4. That the Commissioner institute a system to ensure that service providers operating under the Employee Assistance Programme are made familiar with NSW police work and the pressures under which police officers operate by a process of orientation. 

To the Austral Psychological Society 

5.   That the Austral Psychological Society advise members of the need to keep the contact details of their patient's next of kin and other contacts for use in times of emergency.  

Order

Pursuant to s.44(3) and (4) of the Coroners Act, I permit the publication of a report of these findings and reasons only on condition that the no material identifying the deceased or his family is published.

Hugh Dillon

Deputy State Coroner

� Report 1 October 2008 p.3-4.


� For example, the Privacy Act 1988 (Cth) and the Health Records and Information Privacy Act 2002 (NSW) and the fifteen ‘Health Privacy Principles’ introduced under that Act.  See also s. 126B of the Evidence Act 1995 which provides certain protections for health information in court proceedings.


� Ex 4, p.8.
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