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Overview

Mr A, aged 36, was found unconscious in his roonilevan inpatient in the secure
unit at Hillmorton Hospital, run by Canterbury Dist Health Board (CDHB). He
died shortly after, despite attempts by staff suseitate him.

Mr A had been involved with mental health servisgsce 1990. Throughout this
time, there was considerable uncertainty about Mrdhagnosis. Initially, Mr A was
diagnosed with schizotypical personality disordégraa number of brief contacts with
the Psychiatric Emergency Service. However, follgpan inpatient stay in July 1990
he was diagnosed with factitious disofdetth underlying histrionic and narcissistic
personality traits.

Mr A was seen intermittently by the community teamCDHB South Sector Adult
Community Psychiatric Service (South Sector) over iext 10 years. He also had a
number of acute admissions. Throughout this time; M was treated for
schizoaffective disorder, and was prescribed a aoation of mood stabilising and
antipsychotic medications with which he was largaynpliant, although a diagnosis
of factitious disorder also continued to be consde

In October 2002, Mr A was discharged from CDHB naéiealth services. At this
time, it was considered that Mr A’s diagnosis whikely a factitious disorder”. The
clinical records document that Mr A remained stahtel was compliant with his
medication regime. In contrast, his father, Mr Byiaed that Mr A had begun to
significantly deteriorate around this time.

Over the next year, Mr A presented acutely to mdmalth services on a number of
occasions. Friends and family also contacted CDHtal health services expressing
concerns for his safety, as well as their own. Hmweall requests for assistance were
declined on the basis that Mr A could be managethéencommunity by his general
practitioner (GP), even when his GP made a reférakview.

In August/September 2003, following further deteatmn, Mr A was assessed and
admitted to an inpatient unit. At the time of hisdaharge in October 2003, his
diagnosis had been changed to bipolar affectiverdés. Following discharge Mr A
continued to be followed up by South Sector. OrO2%ober he was reviewed by Dr
D, who diagnosed “underlying personality disorderth a mixture of psychotic and
factitious presentation.

On 4 January 2004, Mr A was admitted to the inpatiit at Hillmorton Hospital.
At this time, he was assessed as being acutelyhpsgcwith a low risk of suicide and

! Factitious disorder is a relatively rare and camphental health disorder in which the patient asts
if they have a physical or mental illness wheraict they are deliberately producing the symptoms.
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medium risk of violence/aggression. This relapse psychosis was thought to be due
to non-compliance with his medication. Initially,rM\ was admitted into the open

ward and restarted on his medications. He was ted@sferred to the secure unit
because of increased aggression and agitation dsv&iaff. Shortly after his transfer

Mr A was found unconscious in his room, and diednsafter, despite attempts by
staff to resuscitate him.

This report examines the appropriateness of the tat Mr A received from two
psychiatrists, Dr C and Dr D, and the Canterburstidit Health Board over the last
three years of his life.

Police investigation

The Police immediately became involved following MY's death, and an
investigation was commenced. A lengthy criminaleistigation followed, taking three
and a half years. The delays (which occurred nbstginding several requests by
HDC to expedite the proceés)ave significantly frustrated the normal accouiitb
processes for the health professionals and orgamsainvolved in this case. The
comments | made in another case involving a maghktau investigation (which led to
the unsuccessful prosecution of a midwife) areipent:*

“There is a place for the criminal law in the obiai setting where a health
practitioner kills a patient by reckless acts orissions. But in cases of
unexpected patient death, even where gross negégenay be proved, a
manslaughter prosecution is likely to do more hdhan good. It delays and
frustrates the regular mechanisms for health gracér accountability. Most

importantly, no health practitioner is likely toask their mistakes in a peer review
setting if Police search and seizure is a possjibilfhe real causes of patient
deaths will remain hidden, and the potential torldeom mistakes will be lost.”

In this case, at the conclusion of their investayatin July 2007, having obtained
expert advice from psychiatrist Dr Allen Fradethe Police decided not to press
charges. They concluded that while there wererslof mental health services, “they

2 SeeAppendix A for the timeline of the complaint and Police invahent in this case.
% Referhttp://www.hdc.org.nz/files/hdc/opinions/04hdc05608wives-www.pdf 28 November 2006.
* The key findings of Dr Fraser’s report are sumsetiinAppendix C.
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did not reach the high level required for any ckargf a criminal nature against
anyone involved in [Mr A’s] care and or treatmemeénpthis period™

HDC investigation

In February 2004 HDC received a complaint about daee provided to Mr A. A
decision about what action to take was postponetdipg the outcome of the
protracted Police investigation.

On 26 September 2007 HDC commenced an investigatiorthe standard of care Mr
A received between January 2001 and his deatimaip 2004.

The following issues were investigated:
The appropriateness of the care provided to Mr by in July 2001.

The appropriateness of the care provided to Mr by between January 2001 and
his death in 2004.

The appropriateness of the care provided to Mr AQanterbury District Health
Board between March 2003 and his death, includimgadequacy of the information
provided to Mr A and his family.

The parties directly involved in the investigatiwere:

Mr A Consumer

Mr B Complainant/parent
DrC Provider/psychiatrist
DrD Provider/psychiatrist

Canterbury District Health Board  Provider
Other parties:
Dr E Psychiatrist

Independent expert advice was obtained from psyedtieEDr Murray Patton (see
Appendix B).

® The Police considered charges pursuant to sectiéfs151, 156, 157 and 160(2)(b) of the Crimes
Act 1961, and section 114 of the Mental Health (@olsory Assessment and Treatment) Act 1992, but
concluded that there was insufficient evidencejosluch charges.
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Chronology of care, 2001-04

The following is a summary of the care providedvioA between January 2001 and
January 2004. Appendix B (Dr Murray Patton’s expeltice report) contains a more
detailed account of the care provided to Mr A.

2001

Dr C was Mr A’s primary psychiatrist from 1995 t6@L. He had been involved in his
care since September 1992, treating him primadtysichizoaffective disorder with
features of factitious disorder. Dr C was a fulhdéi consultant psychiatrist at
Canterbury District Health Board in the South Se@&dult Community Psychiatric

Service.

In January 2001, Mr A’s care was transferred fronCio Dr D. Dr D was a full-time
permanent employee with CDHB between January 20@1January 2004, working
three and a half days with the South Sector andaadea half with another service. In
accordance with the New Zealand Medical Counciktional training programme, Dr
D worked in a collegial relationship with Dr C fro8eptember 2001 until February
2002 when he gained full vocational registration.

Dr D remained Mr A’s primary psychiatrist until 4ct@ber 2002 when Mr A was
discharged from mental health services. Dr D waslivectly involved in Mr A’s care
again until following his admission in Septembe®20

Dr D first saw Mr A on 14 May 2001. Following hissessment, Dr D diagnosed Mr
A with schizophrenia, noting that he remained synptic and was non-compliant
with his current medication regimieDr D decided to follow up Mr A every three
months and have a South Sector case manager fajowith his medications and
general well-being in the interim. In his reporlidaving this assessment, Dr D noted
that Dr C was of the impression that Mr A suffefiein bipolar disorder.

On 12 July, in Dr D’s absence, Dr C saw Mr A irat&n to a request from his GP for
a psychiatric opinion needed to obtain a class &heraffic licence. Dr C was
familiar with Mr A’s history and provided a repddr his GP.

Following review of the clinical records and a dission with Mr A, Dr C noted that
he had been experiencing intermittent psychoticpggms, but was reported to be
functioning well in a work situation. At the tim®r A was working full time for a
furniture removal company. Dr C did not consideattthere was any psychiatric
contraindication to Mr A holding a class 2 heawaffic licence.

® At this time, Mr A was on a combination of moodsitising and antipsychotic medications. The
doses of these medications were at a range camtsigith maintenance treatment of ongoing psychotic
illness.
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In carrying out his review of Mr A’s clinical reads, Dr C added a handwritten
amendment to Dr D’s earlier report. Dr C documented

“12/7/01 1 have just read this report. There seetos have been a
misunderstanding. | do not believe [Mr A] had BguioDisorder or any other Axis
| psychiatric disorder. 1| am of the firm belief th@he] has a factitious
presentation.”

Further, in a letter dated 13 July 2001 to Mr A'B,®r C stated: “[I]t has long been
my personal opinion that the nature of [Mr A’s] poped psychiatric iliness is in fact
factitious, although this view has not generallgméehe one taken by mental health
services.”

Dr C made no other reference to factitious disondéhe clinical records.

Mr A was next seen by Dr D on 9 August 2001. He hatlbeen seen by his South
Sector case manager since May. Dr D noted Dr Cisiapthat Mr A’s presentation
was factitious, but documented that he did not ptachange his treatment. On 29
November, following Mr A’s failure to attend an apptment, Dr D made the
following entry into Mr A’s clinical records: “thagh officially diagnosed as
Schizophrenia, we are treating [Mr A] as for faotis disorder”. The plan was for Mr
A to continue to receive medication and follow-upnfi the South Sector psychiatric
registrar.

2002

Throughout 2002, Mr A remained on the same medinategime. It appears that he
was generally compliant with his medications. Whalgpointments continued to be
offered by South Sector, he failed to attend manlyi® appointments. There was no
clear plan about how to respond to his non-attecearDr D stated:

“IMr A] had a known history of distant and interteitt engagement with the
mental health service. For a number of years gaany psychiatric oversight he
had refused to engage with a case-manager and weahdin hostile and
confrontative with them so as to protect his privdde had remained a voluntary
customer of our Service. While his adherence toica¢idns and his disclosed
history could not always be relied upon, he hadnb&aown to function
satisfactorily.”

On 24 September, Dr D reviewed Mr A for the purposé renewing his Class 2
heavy traffic licence. In a letter to the Land T8port Safety Authority, Dr D
documented that Mr A was displaying no overt psgttid symptoms of any concern.

On 1 October, Mr A was discharged from the Souttt@eo the care of his GP. In a
discharge letter to the GP, Dr D noted that forltst year Mr A had been well in the
community and adherent to his medications. He advibat he could not identify any
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“mood, neurovegetative or psychotic symptomatologyi commented that, although
there was a past diagnosis of schizoaffective desprit is “our impression that it is

most likely a factitious presentation”. Dr D addéet Mr A remained vulnerable to

the re-emergence of pseudo-psychotic symptoms wheter stress and “would

benefit from an early intervention or contact wille Psychiatric Service should that
occur”. He recommended maintaining his currentpaytthotic and mood-stabilising

medications.

2003

Following his discharge, Mr A did not have any @mttwith mental health services
until 12 March when his GP referred him to Soutltt®e In the referral, his GP
advised that Mr A had ceased taking his medicatanmshad developed seizures. His
GP queried schizoaffective disorder and requeseiéw.

South Sector declined the referral because Mr A bt meet the threshold for

acceptance for assessment, due to the fact hettygpked taking his medications and
had only recently been discharged from the senbleeD subsequently discussed the
referral with Mr A’s GP, ascertained that the GPswamfortable managing Mr A at

that time, and offered advice on management inofydirecommendation that the GP
recommence Mr A on his medication regime.

Over the next few months, Mr A presented to thecRisyric Emergency Service
(PES) on a number of occasions. On 15 April he assessed by PES after being
taken there by Police. A diagnosis of factitiousodder was recorded and no follow-
up was arranged. On 20 April PES assessed Mr A hitefamily raised concerns.
The next day, he was admitted voluntarily into anta inpatient mental health unit
(the acute unit) at Hillmorton Hospital for assessin Following review by the
clinical team he was noted to have stopped his caéidns. On 22 April Mr A was
reviewed by a psychiatrist (who noted no overt sigri any major psychiatric
disorder) and given leave with an arrangement éereiv in a few days’ time. The
documentation shows that he returned in the intdsumwas later discharged when he
left the ward and did not return for the arrangedew appointment. The diagnosis on
the discharge record states factitious disordeerdis no mention of medications or
follow-up (other than GP). After re-presentingla acute unit on 25 April, Mr A was
advised to attend the ED or PES if he wanted ted®n. An assessment by a PES
psychiatrist on 28 April noted unusual behaviout bancluded that Mr A was
experiencing an emotional/psychological disturbaracel medication should be
continued.

Mr A presented to PES on a regular basis. Numerootacts with PES by his family
and friend are also documented. However, on eachsam, Mr A was referred back
to his GP as he was not considered to reach tleshbld for acceptance into the
mental health service. Around this time, factitioisorder became more prominent as
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Mr A’s recorded diagnosis and as explanation fag &bnormal behaviour. The
following contacts were made with CDHB mental heakrvices:

On 21 May PES was called by Mr A’s neighbour, amehtambulance staff, who
were concerned about his behaviour. PES’s respaasethat Mr A was “not
primarily a psy [sic] problem” and the Police shobdleal with any concerns. The
Police subsequently contacted PES, and receiveshthe response.

Later on 21 May, Mr A presented at ED expressingcemns that he might hurt
someone. An initial assessment was completed bgyahmtry registrar, who
subsequently discussed the assessment with a BEBigisst. After discussion
with the PES psychiatrist, Mr A was discharged. Idwing this, a PES
psychiatrist wrote to South Sector advising of Mis Arecent contact. A
handwritten note to Dr D dated 23 May requesteddrgact the PES psychiatrist
to discuss this referral. Dr D documented this epsation (in an email to South
Sector’s clinical coordinator), noting that theyregd Mr A’s presentation was
factitious and that he should be managed in prinsarg with crisis management
through PES. PES subsequently withdrew the refamdldischarged Mr A back
to his GP.

On 17 June, Mr A presented at PES. The note sthtsMr A was mildly
pressured in his speech and that there was “ntysadacerns expressed”.

On 27 June, Mr A presented at ED. ED staff aske8 REreview Mr A, but he
declined to be assessed by PES and left the hbspita

On 2 July, Mr A was referred to PES by the CDHBdegury clinic, but this
referral was refused as PES was “unable to offghaip”.

On 15 July, PES was contacted by a GP advisingNhiaf was presenting as
psychotic. After discussion with a PES worker, @snagreed that the GP would
ascertain if Mr A was suicidal or violent. Mr A &tpresented at ED complaining
of back pain and was noted to be psychotic. Afteiseussion with PES during
which Mr A’s “situation” was discussed, it was agglethat “PES not to be
involved”.

On 19 July, following several phone calls from Fasnily, PES visited Mr A.
PES’s record of the assessment noted that his a@sén a squalid condition and
he gave convoluted answers to questions, but cdedluhat he probably had a
factitious disorder. A need for discussion regagdiollow-up was noted in the
record, but there is no indication that this ocedrr

On 23 July, Mr A presented at PES. Following aresssment Mr A was noted not
to be psychotic or have any thought disorder. Tirarsary states that this was
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“[n]Jot a psychiatric emergency”. It also makes refeee to Mr A being well
known to the mental health service, with a diagno$ifactitious disorder.

In July and August further calls of concern (fronoli€e, a friend, and a
psychiatrist in another city [City 2]) were notedMr A’s file. After a number of
calls on 23 August, PES visited Mr A’'s home butwees absent. Later in the day
PES again attempted to visit Mr A at his home, mutefused them entry. Mr A’s
sister reported that he had attempted to strargyléhie night before, and she was
very concerned about his mental health. PES’s whto follow up the next day.
On 24 August, his sister reported to PES that lietheeatened harm to his ex-
partner. On 25 August, PES advised Mr A’s sistet the only option available
was for her to complete an application to put Murler compulsory care.

On 26 August, Mr A presented at PES. Assessmetitebi?ES staff identified that
Mr A was irritable and agitated, with mildly presed speech. Persecutory and
disjointed thoughts were also noted. Mr A declimedurgent appointment with
the consultant psychiatrist and left (the recorgégh was to “await contact”).
However, he was later persuaded to attend an appem the following day and
was seen by psychiatrist Dr E.

Dr E documented that he had contacted Mr A’s fathed a friend to get
information from them about Mr A’s behaviour. Hetew the longstanding
conflict over Mr A’s diagnosis “between genuine @sysis and a factitious
disorder” and concluded that further assessmentngasssary, together with the
involvement of Mr A’s family and friends. He docunted:

“Given the concerns of his friends [and] familyguspect it will be necessary
to do a further inpatient evaluation to clarify tth@gnosis and regardless of
diagnosis | think he needs psychiatric supervisiopresent.”

A home visit was organised to review Mr A’s livimgnditions. However, on 29
August before that assessment took place, Mr Aetied to City 2 and assaulted
his father. Mr A was taken by Police, assessedtlanl sent back to Christchurch.

On 1 September, Mr A was admitted to the acutetiap@unit’ During this
admission, he was recorded to have a diagnosisipaiidn affective disorder
(current episode manic with psychotic symptomsk bintipsychotic medication
was changed from risperidone to olanzaffifiiere were discussions between the
inpatient team and South Sector staff about Mr édiggnosis (on 3 and 24
September).

" This admission was initially voluntary, but Mr A waommitted under the Mental Health
(Compulsory Assessment and Treatment) Act 1992 hételeteriorated later that day.

8 Risperidone and olanzapine are both antipsychagdications.
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e On 15 October, Mr A was discharged to the Southdséeam, with a diagnosis of
bipolar affective disorder.

e On 29 October, Dr D reviewed Mr A. Following thissessment, Dr D’s general
impression was that Mr A had “underlying personaliisorder (narcissistic,
antisocial) and at times of stress can present véaitreme instability,
decompensation, with a mixture of affective, psychoand factitious
presentation”. Dr D planned to continue him on mghsly reduced dose of
olanzapine in light of some reported side effectdlee current dose, with further
review in four weeks.

* On 24 December, Mr A attended a follow-up appoimtimeith a South Sector
mental health nurse who noted that Mr A had nonhliaking his medication as it
had been making him too tired. A plan was made doticue Mr A on his
medication regime and a follow-up appointment waslenfor 8 January.

2004

In January, Mr A presented to ED in acute distres.complained of physical pain,
poor motivation and low energy. Mr A was initialtyought to be having a relapse of
bipolar affective disorder with psychotic featuresyd an admission to the acute
inpatient mental health unit was subsequently geen

Upon admission, a risk assessment noted Mr A’s eiskuicide was “Low”. On 4
January, it is recorded that Mr A had experiend¢enights of suicide, but they were
noted to have subsided.

Two days later, a psychiatrist assessed Mr A anttluded that he had bipolar
affective disorder and was currently psychotic.

The following day, a further assessment was cawigdn which Mr A was described
as “extremely labile, agitated and paranoid witfusiens of persecution involving
staff”. He was noted to be having some suicidaugids, but no plan to commit
suicide. A risk assessment determined that Mr A avhggh risk of violence to others
and describes the risk of suicide as “medium”.

Admission to Intensive Care Secure Unit

Shortly afterwards, Mr A was assessed as beinghpsigcwith manic features, with
the risk of violence as high. Accordingly, he wamsferred to the intensive care area,
because of concerns about the safety of others.iftbasive care secure unit (the
secure unit) is a locked unit with 1:2 (staff taigat) nursing ratio and 15-minute
nursing observations. However, because Mr A wasansidered to be of significant
risk of self-harm, no specific restrictions or ieased level of observation (ie, a
special nurse in constant attendance) were implesden
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On arrival at the secure unit, Mr A’'s care was fallsn handed over to staff.
Throughout the day Mr A was noted to be agitatetd4pm he was given lorazepam
because of agitation. At this time he was notebe@ocialising with other patients in
the courtyard. A registered nurse who was workisghee shift coordinator, advised
that the information staff were given about Mr Asadat he had been transferred
from the acute unit because he was a high assskiltorothers and was agitated; they
“were not advised that Mr A was at risk to himgaliany way”. Mr A was therefore
on routine 15-minute observations.

Death

At approximately 4pm, the staff nurse caring for Mwent for a walk with another
patient. The care of Mr A was handed over to arositaff nurse, but he was not
checked again until approximately 4.45pm, when has wound unconscious.
Resuscitation was commenced immediately, and wégliy successful in re-

establishing circulation. However, Mr A vomited abdeathing could not be re-
established using the emergency resuscitation sunp

Ambulance staff arrived a short time later. Theyulimted Mr A and continued
resuscitation, without success.

Comment from family

Mr A’s family believe that Dr C’s actions in July)@1 had a significant impact on the
care Mr A subsequently received. They consider fhatitious disorder was the
incorrect diagnosis. They believe that Dr C andDDeolluded to prevent Mr A from
accessing mental health services. Furthermore, féingily believe that earlier
intervention by mental health services may havevesreed Mr A’'s 2004 acute
admission and subsequent death.

Comment from Dr C

Dr C advised that throughout his supervision of Ms case he “attempted to

minimise the potential for his care to become fragted and inconsistent. [He]

encouraged the staff to provide consistent treatrappropriate to the diagnosis of
Schizoaffective Disorder, whilst trying not [to] @veact to the dramatic elements to
his presentations.”

In relation to his report to Mr A’s GP in 2001, @ explained that this was a
specialist report for the purposes of assessingANrfitness to hold a heavy traffic
licence. In providing the report he was requiregusdify his opinion that Mr A was fit

to hold a licence.

Mr A informed him that he had fabricated the sympgoDr C explained that it would
have been professionally irresponsible for him teredjard Mr A’s account.
Furthermore, Mr A’s reported level of symptomatglatgscribed three months earlier
to Dr D would have been incompatible with perforgiat work to the level the
employer described. Dr C advised that “stating npmion that the supposed
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psychiatric illness was factitious was a meanauppsrting Mr A’s explanation rather
than dismissing it as evidence that he was dergistate of illness that would have
indicated he was unfit for such a licence”.

In relation to why he annotated Dr D’s report whes saw Mr A in 2001, Dr C
explained: “I felt it ascribed to me a positionaartainty with regard to the diagnosis
of Bipolar Disorder that | did not, in fact, hold.”

Comment from Dr D

Dr D explained that throughout the period when teated Mr A, his diagnosis
remained as schizoaffective disorder. Dr D staked while there was some debate
over Mr A’s diagnosis, he was treated for a psycizidiness. Mr A also believed he
had a psychotic iliness. Dr D stated:

“It is important to note that despite the diagnostiontroversy, [Mr A’s]
medication and treatment had remained consisteotighout my oversight period
as appropriate for a schizoaffective condition. (aa anti-psychotic medication
and a mood stabiliser), and throughout [Dr C’s] reight as well. Given the
complexity of his presentation, | have always kaptopen mind to any atypical
presentation.

... Given that this was his well-entrenched view, ahhimost likely supported
some deeper psychological needs, we had supportedirderstanding. Our
education had always centred around medicationradbe, symptoms recognition
and early intervention.”

Dr D explained that his decision to discharge MmA2002 was the end result of a
very gradual process of almost two years of digghaslanning. Mr A had been
requiring only a low level of input from mental Hthaservices for a number of years.
When Mr A was discharged he was considered stableit was made clear to him
that he could be referred back at any time fohkrassessment and treatment.

Dr D advised that, following his discharge, he madfurther contact with Mr A until
October 2003, apart from an incidental encountezrwiie presented to South Sector
in March 2003. At that time, Dr D had no conceregarding his mental state.
Accordingly, Mr A was advised to return to his GBr D felt it important to
communicate with Mr A’'s GP. He recommended that &® resume Mr A on his
normal treatment regime “although we were uncerifains presentation might have
been factitious”.

Dr D emphasised that Mr A’s atypical features did Ilave a detrimental effect on his
care. He stated:

“An understanding of a Factitious Disorder ofteawds the clinicians involved to
be extra careful and empathetic towards [Mr A’slcamscious psychological
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needs that might manifest as psychiatric sympteatker than stigmatising him or
punishing him for presenting that way.”

In relation to the information he provided Mr A aibdis illness, Dr D advised that
the South Sector team had ongoing discussions d®titeatment and management.
Further, Dr D explained that “being aware of [Mrsppsychological needs, defences
and vulnerabilities to rejection and stigmatisatioar team had been careful about the
way we discussed interactions and framed alongstifess-vulnerability model, and
modelled through consistency of input, empathy @nadtical support”.

In relation to information provided to the familpr D explained that it had always
been Mr A’s wishes not to involve his family. Dr §2ated that “[Mr A] had been
adamant against any disclosure to his family” aad heported that his father had
sexually abused him previously and that he wasyawgh one of his sisters. Mr B
(Mr A’s father) was aware of the allegations of s@xabuse, and commented that his
son would make these types of allegations wherebarhe unwell.

Dr D explained that Mr A’s refusal to involve hianfily “restricted severely any
information we could pass to them and our involviiMr A’s] family in his
treatment”.

Comment from CDHB

CDHB advised that discharging Mr A in October 2002s a “considered decision”
reached by the clinical team in consultation witm B It was decided that any
ongoing issues could be managed by his GP. PESbimame the point of contact if
either Mr A or his GP considered further assistamas required.

CDHB advised that Mr A was declined an assessmgmbiatment in 2003 because
“he did not meet the threshold set out in the aecege criteria”.

A sentinel event review carried out following MrsAdeath revealed some concerns.
In particular, no formal handover was carried oliew Mr A’s staff nurse became
involved with another patient and unable to perfdha routine 15-minute patient
check, and the emergency trolley in the secure whére Mr A died had not been
appropriately checked prior to this event, and mlmer of pieces of equipment were
either absent or not functioning correctly. In agh, staff had not been adequately
trained in emergency response.
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CDHB advised that extensive work has been undemtazemplement each of the

review recommendations. They included reviewinggblkcy for nursing observations

in the acute inpatient unit, and reviewing the agaacy trolleys to ensure they all met
the requirements. Significant training and educatitas been implemented in
emergency medical response, and ensuring thattedfl receive orientation to the

emergency trolley.

Responses to provisional opinion

DrC

Dr C advised that, in treating Mr A, “the realityass that there was diagnostic
uncertainty”. In his view, not documenting thatghastic uncertainty would not have
been reasonable. Dr C stated that “uncertainty Idhoot paralyse a competent
clinician”. Furthermore, “inappropriate treatmerncoccur when clinicians operate
on an assumption of diagnostic certainty, when nohscertainty is clinically
justified”.

Dr D

Dr D’s lawyer responded on behalf on Dr D. The lawgubmitted that Dr D was not
solely responsible for Mr A’s diagnosis of factii® disorder, rather the diagnosis
resulted from a multidisciplinary team decisiontthad been in place for many years
prior to Dr D’s involvement. He stated:

“... [Dr D] was but_onemember of a multi-disciplinary team where the dieci
making was by consensus rather than by any oneidchidil member of that team,
l.e. it is a multi-disciplinary team which makesalti-disciplinary decision.”

Furthermore, the lawyer submitted that the diaghadifactitious disorder did not
result in Mr A being refused services. Dr D and kéam treated Mr A for
schizoaffective disorder, while also taking inte@ant his atypical presentations.

The lawyer stated that “[b]ecause factitious disorid relatively rare, clinicians are
generally very careful to diagnose it unless [thalient’s presentation is obviously
atypical”. The lawyer commented that Dr C had albrstory with Mr A and would
have had enough clinical experience to enable bimeach a firm conclusion about
Mr A’s diagnosis. While Mr A had remained relatiyedtable throughout Dr D’s
involvement with him, Dr D could not disregard thistory. Notwithstanding this,
“[Dr D] has always reserved an open mind to suctiagnosis, even though he
continued the management as of schizoaffectiveditsoln addition, the complexity
of a potential factitious presentation required enoareful support and engagement
with the patient.” Accordingly, Dr D’s diagnosis svéhat Mr A had an “underlying
personality disorder, with a mixture of psychotizdafactitious presentation”. The
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lawyer submitted: “It would have been professionattesponsible for [Dr D] to
simply take one view over the other, as [Mr A’'spgentation over the years was
clearly difficult to reconcile.”

CDHB

CDHB accepts that it failed to co-ordinate the smw involved in Mr A’s care in
2003. It also accepts that it did not ensure ttaft adequately considered involving
Mr A’s family in his care. It has taken steps todeess these issues, including
implementing each of the recommendations from téetiisel event review and
ensuring that there is now greater staff awareéshe importance of involving
family in care.

In relation to Dr D’s involvement in Mr A’s care, DEHB explained that the
multidisciplinary team plays an important role iremtal health services and that the
care provided to Mr A should be considered in tluatext, rather than singling out
any one provider. Furthermore, CDHB highlighted faet that the diagnosis of
factitious disorder had been made by a number altth@rofessionals over nearly 15
years.

In relation to Mr A’s final admission, in particuldis transfer to the secure unit,
CDHB explained that Mr A was transferred becausaroincreased risk of violence.
Given his past history of violence, CDHB considetidt it was reasonable that the
clinical focus was on managing this risk. Mr A didt have a history of self-harm.

While his risk of self-harm was increased from Iléov medium as a result of a
statement he made about wanting to kill himsetfahsferred to the secure unit, this
comment was not supported by a change in behaunlirating increased suicidal

ideation.

CDHB explained that a medium risk of suicide is mousual for patients on the
secure unit. Around 80% of patients would have diom risk of suicide and most of
these patients would be on 15-minute observatidfisle CDHB acknowledged that
Mr A’s risk of self-harm was not clearly communiedtto staff on the secure unit, it
does not consider that this would have changedviheMr A was managed, or his
level of observation. The next level of observatjone-on-one specialling) would not
have been feasible or appropriate.

Discussion

Diagnosis

Mr A was first seen by mental health services iA9Due to his atypical
presentation, there was a view that he might berepissenting some of his
symptoms, and the diagnosis of factitious disordes therefore considered.
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Following further contacts with mental health seed, diagnoses of schzophrenia and
schizoaffective disorders were also considered lendvas treated accordingly. The

treatment appears to have been effective in staiglihis symptoms, but aspects of
Mr A’s presentation remained atypical. As a resudt,definitive diagnosis was made,

and references to factitious disorder occurrethéncontext of diagnostic uncertainty.

Dr C advised that throughout his involvement with Mthere were many symptoms
strongly suggestive of factitious disorder, andsidered this to be a component of his
illness. However, when he reviewed Mr A in 2001, Ormoved more strongly
towards the view that Mr A had factitious disorder.

When Dr D took over Mr A’s care in 2001, he notéé tongstanding controversy
over the diagnosis, but continued to provide trestnappropriate for schizoaffective
disorder. However, Dr D was clearly of the view ttiactitious disorder was an
important feature of Mr A’s presentation. He stated

“Given the complexity of [Mr A’s] presentation, blie always kept an open mind
to any atypical presentation.”

Psychiatrist Dr Allen Fraser, in his expert advicghe Police, considered that, given
the unconventional nature of Mr A’s illness (pautarly his apparent rapid resolution
of illness without medication), “it was not unreaable to have an open mind about
whether or not he had a psychotic illness”. Howgwar also noted by my expert
advisor, Dr Murray Patton, factitious disorder wdrto feature more prominently as a
diagnosis during Mr A’s repeated presentations €©SPn 2003. As a result,
inconsistencies in Mr A’s presentation became tgadiributed to factitious disorder
and care planning became unclear and inconsifdematton stated:

“It appears ... that generally these atypical elesyerather than being seen as or
carefully explored as possible unusual presentataina chronic illness and that
were perhaps influenced by aspects of [Mr A’s] eloter, came to be seen as
indicative of Factitious Disorder.”

Due to the complexity of factitious disorder, itasnotoriously difficult diagnosis to
confirm, and there is no one recognised treatnk@ntthis reason, treatment should be
a carefully planned, collaborative approach. A®ddiy Dr Patton:

“These are complex presentations, difficult to nggnaeven within specialist
mental health services and requiring a high leveél communication and
coordination between specialist services and pgmeare and emergency
departments — and perhaps even other agencies.”

Ongoing treatment 2001-2002
Throughout 2001 and 2002 Mr A had only a few caistadth mental health services.
While attempts were made to maintain regular cantath Mr A throughout this
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time, the clinical records document a number ofsetisappointments and note that he
only made contact when his medications had run éldwever, medications
continued to be prescribed regularly and approglsidor schizoaffective disorder.

Dr D acknowledged that there was significant diagicocontroversy surrounding Mr
A’s presentation, as discussed above. However,itdetiis, he stated: “[Mr A’s]
medication and treatment had remained consisteotighout my oversight period as
appropriate for a schizo-affective condition (if anti-psychotic medication and a
mood stabilizer) ...”

Dr Fraser, in his independent expert advice toRbkce, stated that “there is little
doubt that the diagnosis of factitious disorder badsiderable influence on the way
in which Mr A was assessed by staff, particulany the community teams”.
Nonetheless, he considered that “[Mr A’s] managentierough this period of time
was appropriate, in that medication was contindexlwas seen whenever he had
acute concerns, and he was allowed to establislegree of independence for
himself.”

Similarly, Dr Patton advised that the care durimg time was appropriate. He stated:

“In general, while perhaps lacking in assertivenegih regard [to] strategies to
assist adherence to medication and to engagelowfaip, care through 2001 and
2002 was otherwise of a satisfactory standard. &'feeevidence of some careful
review by [Dr D] and [Dr C], both of whom appearhave tried to make sense of
the sometimes apparently contradictory and atype@ments of [Mr A’s]
presentation.”

2002 discharge

In October 2002, Mr A was discharged from mentalltteservices. Dr D explained
that the decision to discharge Mr A was made basethe low level of input Mr A
had required over the previous years and was the result of a very gradual process
of almost two years of discharge planning and [Mmas consulted and intimately
involved with the discharge process”.

Dr Patton agreed that Dr D’s decision to dischakreA in 2002 was generally
appropriate. He stated that “[iJt would not be @s@nable for someone with a fairly
stable presentation, even of a psychotic illnessbé¢ discharged to a General
Practitioner”. He also considered that the indaraif the ongoing availability of the
service for advice and consultation was appropriate

However, Dr Patton commented that due to the caxitplef Mr A’s presentation, it
was important to ensure a “carefully planned anaradioated agreed plan developed
and implemented jointly between primary care anatalehealth services (and often
other services, including emergency departmentbusnce and police services)”.

16 H)'( 8 January 2009

Names have been removed (except Hillmorton Ho#paaterbury DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Opinion 07HDC16607

Dr Fraser also considered that, although the dmtiso discharge Mr A was
appropriate, in light of the complexity of his peesation careful planning with the
full involvement of Mr A and the GP was required:. Braser advised that Mr A’s
discharge was abrupt and lacking clear communicatith the GP.

Deterioration in 2003

Following his discharge in 2002, Mr A initially reimed stable. However, during
2003 his mental health deteriorated. In March 2@&e is evidence of re-emergence
of his symptoms and a referral was sent to thelS8ettor by Mr A’'s GP stating “?
Schizoaffective disorder” and requesting reviewisTWwas declined on the basis that
he had discontinued his medications and had owlgntéy been discharged from the
service. His GP was recommended to recommence éikcations and advised that
his presentation was most likely factitious. In B\pMr A had two crisis contacts
which resulted in a brief admission to the inpdtienit. However, when he left the
ward and failed to attend an appointment he washdiged with the diagnosis of
factitious disorder. Mr A was not recommenced anrformal medication regime. Dr
Fraser advised:

“In light of the relatively sudden recurrence ofntacts and loss of function,
restarting the same medication would have beemaropgriate intervention.”

Dr Patton considered that Mr A’s behaviour was Hgadttributed to factitious
disorder with little exploration of possible psyatric deterioration.

Throughout the next few months, numerous teleptoamtacts from Mr A’s family
and friends were received by PES. Crisis contawtd, contacts by the Police and
ambulance service, are documented. A further caltamcern from the GP was
received in July. Despite the clear concern abaufM condition, there was no direct
response by PES. Dr Patton stated:

“This [lack of response by PES] seems to have legtequate in the face of the
clear concern about [Mr A’s] behaviour and potdntisks he was presenting,
even for someone not known to the service, but elsongruent with the plan
already identified in respect to his presentatidghat PES would provide crisis
assistance.”

In Dr Fraser’s opinion, factitious disorder hadcarisiderable influence” on the way
Mr A was assessed by staff. Dr Fraser stated:

“... | believe that staff failed to appropriately évate the clinical presentation in
the light of information available (or potentialgvailable) in the notes of past
admissions. In consequence the changes in levieinofioning, the altered mood
state, the presence of psychotic symptoms, andethafacing of potential and
actual violence, were not regarded as evidencthérelapse of a major psychotic
illness.”
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Similarly, Dr Patton stated:

“It seems very clear that by this time the diagaasi Factitious Disorder was
strongly influential in the response being provigedl that odd behaviour was to
be dealt with by other agencies, despite the mggorévide crisis assistance. This
response was not appropriate in these circumstances

Dr Patton commented that around 2003 the approaatental health services was to
discharge anyone who was not thought to have aonioggnajor mental illness. As a
result, “people with disturbances of personalityd dmehaviour, despite the clear
difficulties in responding to their presentatiomsa coherent manner in any social
service system, tended to by rebuffed when refériéolwever, Dr Patton stated:

‘[t would have been appropriate, at the very teds have convened a case
conference involving the various agencies involwedntermittent contact with
[Mr A], to develop a coordinated approach to hisr@asing presentations.”

Mr A continued to deteriorate throughout 2003 arabkveventually assessed on 27
August 2003, by Dr E. Subsequent to this assessierA was admitted as an
inpatient in the acute mental health unit. This sdion resulted in a revision of his
diagnosis to bipolar disorder. Mr A was dischargaith follow-up care arranged with
South Sector. He remained “fairly stabilised” ire tbommunity until the end of the
year. However, on 24 December, he reported thathdmk not been taking his
medications because they were making him feel thegy.

Dr Fraser considered that when Mr A reported ndmeaehce to his medications,
“appropriate intervention would have been to follbin more closely, and again to
consider a change of antipsychotic to that he madiqusly tolerated”.

In contrast, Dr Patton considered that the carénduhis period was appropriate.
Although Dr D did continue to attribute some aspeot Mr A’'s presentation as
factitious in nature, the care he actually provideas reasonable for someone with a
psychotic illness. Dr Patton also considered tha¢énwMr A reported side effects on
his current medication regime, Dr D appropriatedguced his prescribed dose and
planned to carry out a further review in another foeeks.

Communication with family

Mr A regularly expressed reluctance for his family, particular his father, to be
involved in his care. Mr A’s father, Mr B, advisdtat when Mr A was delusional and
unwell he would make statements about his familth@dugh they were normally very
close, when Mr A became unwell he would stop comigaiimg with them.

The CDHB policy on ‘Family, Whanau and Carer Inv@atvent in Mental Health
Services’ affirms a consumer’s right to refuse aeontwith his or her family, but
requires staff to “give consideration to the phédttiliness may play in their attitude to
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family, whanau or carers when the consumer is mefusivolvement of or contact
with their family”. In Dr Patton’s opinion, this fioy was not adhered to. He stated:

“There is no evidence that [Mr A’s] concerns regagdpast abuse within the
family, which could at least in part have contrmito some reluctance to involve
them fully in discussion, was fully considered hg tlinical teams. ... Even in the
absence of willingness of [Mr A] to allow such cact, the standard set by the
DHB'’s own policy, that staff will actively encouragonsumer to involve such key
people, does not — by the evidence available ingherds | have seen — seem to
have been achieved.”

2004 admission

By early January 2004, there was evidence of aetgron in Mr A’s condition, and
he was admitted to the acute inpatient unit. DrtdPatonsidered that this was
“reasonable intervention” given the circumstances.

During this admission, Mr A’s initial risk assessm&as considered to be low. Mr A
continued to be monitored over the next few daysin&reasing risk of self-harm was
noted, together with an increased risk of violeggrassion. Accordingly, Mr A was
transferred into the higher security area.

Dr Patton advised that, in his view, this increasedcern about self-harm was not
clearly understood or communicated to staff in ¢beure unit. Dr Patton noted that
the understanding of staff in the secure unit viias Mr A was on routine 15-minute
observations, was at high risk of assault to othensl was agitated. Staff were not
told that he was at risk of harming himself. Dr tBatalso considers that it was
inappropriate that reassessment was not carriedpmut his transfer. Dr Patton stated:

“I am concerned however that this important infotioraabout changed rating was
not known to nursing staff immediately responsibide care. This appears to
represent a failure of communication of importarfibimation.”

Despite being on 15-minute checks, Mr A was lefattended for between 15 to 35
minutes. After being left unattended, Mr A was fdumconscious in his room, and
died soon after. | note Dr Fraser's comments:

“[Mr A’s] transfer to the intensive care part oktBecure unit was a recognition of
the need for extra nursing observations. Later tanhe day he was [left]
unobserved. This suggests a failure of systemsnfmmitoring new admissions to
intensive care.”
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Commissioner’s Opinion
Dr C — No breach

Dr C had a longstanding clinical relationship witih A, having been involved in his

care from 1992. Throughout his involvement in MisAtare, Dr C held significant

doubts about the precise diagnosis. In July 2001CDvas asked by Mr A’'s GP to

provide a specialist opinion in relation to Mr Aitness to hold a heavy duty traffic
licence. Dr C did not consider that there was aygchpiatric contraindication to Mr A

holding a heavy traffic licence, and reported te P accordingly. Dr C also

documented in the clinical records his “firm béligfat Mr A had a factitious disorder

and that he did not have a psychiatric illnesshignreport to the GP, Dr C noted that
“this view has not generally been the one takembmptal health services”.

Dr C now justifies his statement of his “firm bdlidy noting “the reality ... that
there was diagnostic uncertainty”, which “should paralyse a competent clinician”.
In my view, it was unusual for Dr C to document bgnion in this way. | find it
curious that a psychiatrist who is no longer tregth patient would seek to highlight
“diagnostic uncertainty” by documenting in the @& records a firm view that the
diagnosis is “x” not “y”. While experienced clinans are always free to document
their professional opinion, this seems an odd wagét the record straight”.

Nonetheless, by 2001 the establishment of a coh#eaiment plan for Mr A was the

responsibility of the treating psychiatrist, Dr Dhe subsequent shortcomings in Mr
A’s care (discussed below) were not primarily tesult of Dr C’s note, and there is
no evidence of collusion between Dr C and Dr D.

Overall, Dr C’'s assessment of Mr A in July 2001 waagropriate. | conclude that Dr
C did not breach the Code of Health and Disab#igyvices Consumers’ Rights (the
Code).

Dr D — No breach

2001-2002

Dr D first became involved in Mr A’s care as hisnpary psychiatrist in January 2001.
At this time he undertook a careful examination awhcluded that Mr A had
schizoaffective disorder. While this remained tlodfitial” diagnosis, following Dr
C’s review in July, it became clear that Dr D relgat factitious disorder as a
prominent feature of Mr A’s presentation. As notsdDr Patton, follow-up became
less proactive during 2001 and 2002. However, #@re continued to be generally
appropriate for someone with a psychotic iliness.
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2002 discharge

In discharging Mr A in October 2002, Dr D madeldar to Mr A’s GP that they were
treating him for factitious disorder and that psyth symptoms could re-emerge
when under stress. There is evidence of commuaicatith the GP in relation to the
availability of the service for consultation and/ae in the recurrence of symptoms.

| accept that the decision to discharge Mr A a thine was appropriate based on his
having been stable over the previous years. Althotigg complexity of Mr A’s
presentation and diagnosis were not well captuyetthé discharge or treatment plans,
at the time of his discharge there was no indicati@t there would be any significant
problems.

2003

Following Mr A’s discharge, Dr D was not involved 8r A’s primary psychiatrist
again until he saw him in October 2003 after hi® a@as transferred to South Sector
following an inpatient admission. While Dr D wawaived in discussions with other
services during this time (Mr A’'s GP in April andPES consultant psychiatrist in
May), he did not have any further formal involvergnMr A’s care until 2003.

Prior to Mr A’s transfer to the South Sector teamDwas involved in the discharge
planning meeting. Mr A was then seen regularlytm®y $outh Sector team until early
January 2004 when he was admitted to the inpatignt In relation to his
management of Mr A, Dr D stated:

“The outpatient team took [Mr A’s] management sesly after discharge and
with full knowledge of the difficulties that had @ared in the past. At no time
was his presentation disregarded.”

Dr D considered that Mr A remained “fairly stabdd during his period of
involvement. Dr D responded to Mr A’'s complaint ekcessive sedation on his
current medication regime by reducing the dose @adning further review in four
weeks.

| note Dr Fraser’s reservations in relation to itmtuence the diagnosis of factitious
disorder had on the level of follow-up providedidgrthis time. Dr Fraser stated:

“[Mr A’s] care during this period of outpatient folv-up was below acceptable
standards for a patient subject to compulsory stas a result of violence
occurring while psychotic, and who was openly ndhexent with antipsychotic
medication.”

Dr Fraser advised that, in light of Mr A’s previdypgood response to risperidone, Dr
D should have considered changing Mr A’s medicatemime at this time.
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In contrast, | note Dr Patton’s view that Dr D’sntacts and treatment during that time
was a reasonable response in the circumstances.

Conclusion

Following Dr C’s involvement in 2001, Dr D’s viewearly changed to favour the
diagnosis of factitious disorder, although the (@#” diagnosis remained
schizoaffective disorder. Clearly, Mr A was a ditfit patient to diagnose and treat. It
is apparent that there were many inconsistencidssirpresentation and, in light of
this, as noted by Dr Fraser, it was “not unreasken&d keep an open mind about
whether or not he had a psychotic illness”.

| accept that at the time of Mr A’s discharge i©2Me had been fairly stable for some
time and there was no indication that there woadby problems with his discharge.
Furthermore, Dr D made it clear that the commutem was available should it be
required. While | consider that it would have beé@se for the South Sector team to
have taken further steps to ensure the complexityloA’s presentation was fully
understood by staff involved in his ongoing caréolnot believe that Dr D can be
held responsible for the subsequent decisionsmotddmit Mr A to the service in
2003.

Similarly, 1 accept that Dr D provided adequateldatup to Mr A following his
discharge to South Sector in 2003. | note the diffees in professional opinion of Dr
Fraser and Dr Patton, particularly in relation tee tmanagement of Mr A’s
medication. However, the regular contacts by thetlfs&ector team during this time
indicate that the team was alert to Mr A’s riskddterioration. When he reported
some side effects from his medications, Dr D madereor change and continued to
monitor him. This was in line with the care plarveleped at the time of Mr A’s
discharge. It would not have been appropriate $oatitinue the medication after he
had recently been established on it following aylowpatient stay.

Overall, while I have concerns about the commuiocaand decision-making in Mr
A’s management (discussed further below), | corgltitht Dr D did not breach the
Code.

Canterbury DHB — Breach

2003

CDHB did not provide Mr A with services of an appriate standard in 2003. Despite
repeated calls for assistance and review, no regpdryy PES was forthcoming.
Instead, any unusual behaviour seems to have hgédued to factitious disorder,
rather than to the psychotic aspects of Mr A’sefls. It was not until his review in
August/September 2003 that Mr A was accepted battk mental health services.
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Whatever the correct diagnosis, there was a laakeafr care planning about how to
manage Mr A.

I acknowledge that, at the time, it was a commaor@gch in mental health services
for patients who did not have a psychotic illnesé discharged and managed by
primary care services. However, given the lackiafjdostic clarity, staff involved in
Mr A’s care (including staff from PES, Ambulancedatihe Emergency Department)
should have developed a coordinated care planicplamly when repeated calls of
concern were received at the beginning of 2003.

Ideally, such a plan should already have beendoelThe level of concern in relation
to Mr A should have prompted the clinicians invalveo formulate a cohesive
approach to care. As noted by Dr Patton:

“Even if it was correct that the correct diagnosias of Factitious Disorder, it

would have been sensible for that diagnosis cldarlyave been identified as the
‘official’ diagnosis and for there to be a cleadpcumented plan for how to

manage that condition, including how to responthissed appointments and what
part medication might play.”

CDHB had a responsibility to identify and respoadtte trend in Mr A’s condition. In
light of the frequent crisis contacts, the “managetmplan” of ongoing care being
primarily through his GP should have been reviewdt failure to do so appears to
have occurred because no one person within the WaBresponsible for recognising
the significance of the multiple contacts and assests, and generating a single,
multidisciplinary comprehensive care plan. Theraasindication that Mr A’'s GP, as
the clinician responsible for management of his-taglay care, was kept informed of
his repeated presentations to ED and PES.

Overall, | do not consider that CDHB responded adég]y to the repeated contacts
for assistance. In failing to record a clear cdaspan uncoordinated and unassertive
approach to care resulted. This contributed toydeldreating Mr A’s deterioration. |
agree with Dr Patton that the reluctance of thetaldmealth services to respond to
requests for assistance was “clearly insufficieAticordingly, | conclude that CDHB
breached Right 4(5) of the Code by failing to cdioate the services involved in Mr
A’s care in 2003.

Family involvement

Mr A had made it clear that he did not want his ifgnmvolved in his care. |
acknowledge the importance of maintaining patientgey. However, as outlined in
the CDHB policy, due consideration should be giiethe part the illness may play in
the attitude of the consumer when refusing fanmiyolvement.
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It is well acknowledged that good working relatibips between mental health staff
and families/whinau usually help the recovery of people with meiitaéss® The
National Mental Health Sector Standar(NZS 8143:2001) emphasises this
involvement of family in providing quality treatmieand support services, particularly
when being discharged from the service (see stdnti). Section 7A of the Mental
Health (Compulsory Assessment and Treatment) AdQ2l1fequires a medical
practitioner or responsible clinician to consultttwifamily/whanau during the
compulsory assessment and treatment process, uhlsgsot in the best interests of
the patient or proposed patient or it is not reabbnpracticable.

There would certainly have been value in involvihg family at the time of Mr A’s
discharge in October 2002. Subsequent to his digehé&mily and friends contacted
mental health services on a number of occasionsesgimg concern for Mr A’s well-
being. Yet there is no evidence, other than a feeuthented discussions with Mr A’s
sister, that involvement of his family and friendas ever thoroughly explored. As
noted by Dr Patton:

“Even in the absence of willingness of [Mr A] tdal such contact, the standard
set by the DHB’s own policy, that staff will actiyeencourage the consumer to
involve such key people, does not — by the evidemglable in the records |

have seen — seem to have been achieved.”

Policies and procedures are only useful when stafappropriately trained in their
implementation and steps have been taken to emlseirecompetence in relation to
their documented responsibilities. Staff should enaxplored involving the family,
particularly in relation to the provision of onggisupport and crisis management in
2003. The failure of CDHB staff to do so suggektd the DHB’s policy was not well
known to staff. By failing to ensure that staff gdately considered involving Mr A’s
family in his care, CDHB did not comply with relextastandards and breached Right
4(2) of the Code.

| acknowledge CDHB’s advice that steps have bekent#o address these concerns.
CDHB advises that there is now greater staff awesgnof the importance of
involving family/whanau in care.

2004

CDHB clearly failed to provide care to an approgriatandard during Mr A’s 2004

admission. Although Mr A was appropriately transédrto a higher security unit

when the level of risk to others was assessedghs thiere was a failure to adequately
communicate the increased risk of self-harm. | pcteat the majority of patients on

the high security unit have a medium risk of selfrh. That is no excuse for not

® Research shows the significant clinical, socialj aconomic advantages in providing mental health
services in a family inclusive way (World Schizophia Fellowship, 1998).
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maintaining the 15-minute check. The fact remainat tthe routine 15- minute
observations were not followed and, during an uaohked interval of 15 to 35
minutes, Mr A was found unconscious in his roond dred soon after.

The lack of recognition of Mr A’s risk was compowad by his primary nurse
providing an informal handover to another staff ssuwhile she attended another
patient. CDHB did not have appropriately functiannesuscitation equipment to hand
or staff adequately trained in emergency respongeen Mr A was found
uNCconscious.

This was a tragic sequence of events. My primarncem is the failure of staff to
adequately communicate the increased risk of setfhhat the time of Mr A’s transfer
to the high security unit. | agree with Dr Fradsttthe fact Mr A was left unobserved
suggests “a failure of systems for monitoring neswnisions to intensive care”.
Overall, | conclude that CDHB breached Right 4(GEihe Code.

Improvements in CDHB mental health services

CDHB advised that extensive work has been undemtaemplement each of the

recommendations from the sentinel event reviewuding ensuring formal handover

of patients in the acute inpatient unit when afstafse is called away and unable to
carry out his or her routine checks. It has alsdeataken significant training and

education for staff in emergency medical response.

CDHB advised that the Specialist Mental Health ®ervhas developed a
comprehensive sentinel event review process whicludes the monitoring of any
recommendation made during an event review.

CDHB has also taken steps to ensure greater stiaffemess of the importance of
involving family/whanau in care.

Follow-up actions

» A copy of this report will be sent to the Corortbe Police Commissioner, and the
Medical Council of New Zealand.

* A copy of this report, with details identifying thmarties removed, except the
names of advisors Dr Patton and Dr Fraser, CDHBHitichorton Hospital, will
be sent to the Director of Mental Health, the Mérdealth Commission, the
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Privacy Commissioner, the Royal Australian and Ng£ealand College of
Psychiatrists, the New Zealand College of Mentalalthe Nurses, and
Schizophrenia Fellowship New Zealand, and placethenHealth and Disability
Commissioner website, www.hdc.org, fiar educational purposes.
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Appendix A — Timeline of complaint and Police invavement

January 2004
February 2004

Jan—March 2004

Mr B complains to Coroner
Mr B complains to HDC

Mr B complains to Police/Police commence invesiaat

March 2004 Coroner advises Inquest deferred until completibrPolice
investigation.

April 2004 CDHB external inquiry deferred until completion Bblice
investigation.

May 2004 HDC defers decision on action to take on complaintil
completion of Police investigation.

February 2006 HDC writes to Police asking for update and timefeafor
completion of investigation.

February 2006 CDHB gives Police names of potential expert ad@sor

February 2006 Police advise CDHB that they have concluded initial
investigation and are looking for suitable expentdview case.
No timeframe given for completion of investigation.

March 2006 Police advise HDC that they are having difficulipding a
suitable expert who is available and willing toibeolved. No
timeframe given for completion of investigation.

April 2006 Police request advice from HDC re, suitable psydiiaxpert.
HDC provides contact details for College of Psytists.

June 2006 Police briefing two psychiatrists in Auckland withview to
instructing one of them to give advice.

June 2006 HDC meets with Police Deputy Commissioner to discie
issue of manslaughter charges against health giofesds, and
specifically, the Police investigation into thisea

September 2006 Police send file to psychiatrist Dr Allen Fraseoy fexpert
advice.

September 2006 HDC receives request from Advocacy Services, oralbedf
Mr A’s family, that this matter be progressed.

8 January 2009 H)’( 27

Names have been removed (except Hillmorton Ho#paaterbury DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual

name.



Health and Disability Commissioner

Sept—Dec 2006

January 2007

March—April 2007

Ongoing discussions between HDC and Police regardin
progress investigation and access to Dr Frasevisad

HDC write to Police expressing concern about theytle of
Police investigation and asking for advice on whketthe
Police will be laying criminal charges.

Ongoing discussions between HDC and Police regardin
progress of investigation.

April 2007 HDC write to Police expressing ongoing concern albibe
length of Police investigation and asking for advion
timeframes for the Police decision.

July 2007 Copy of final Police report received by HDC.
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Appendix B — Advice to HDC from psychiatrist Dr Mur ray Patton

Thank you for your letter of 30 January 2008. Yavénsought advice about whether
[Dr C], [Dr D] and Canterbury District Health Boapdovided an appropriate standard
of care to [Mr A] between 2001 and 2004.

| am a vocationally registered psychiatrist. | amea Fellowship of the Royal
Australian and New Zealand College of Psychiatristd4989. | have subsequently
held clinical roles in general adult psychiatry gommunity and inpatient acute
settings and have held senior clinical administeatoles in mental health services in
Auckland (Clinical Director roles in Auckland ando@h Auckland services),
Tasmania (Statewide Director) and most recentlWellington (Clinical Director). |
have assisted investigations undertaken by Distrispectors in relation to their
powers under the Mental Health (Compulsory Assessrard Treatment) Act and
have provided advice to the Health and Disabilitgntnissioner on a number of
previous occasions.

| am not aware of any personal or professionallminh this matter.

To assist me in reaching a view on these mattarshgwe provided me with a variety
of documents. This material was presented in tbhrealles which consist of pages
numbered consecutively from 00001 to 00824. Theesdrof these bundles is set out
as an appendix to this report.

This material is clearly substantial in quantityisl not clear to me unfortunately how
the original clinical material was structured ahdre appear to be some elements that
are either missing from the copies of the clinieadords, or perhaps no record was
made. Some elements appear several times, presumdidating that the original
material has been copied and transferred to otrgarate files, then amalgamated in
to this bundle copied to me. It may also be howekiat due to the lack of a clear
structure to the substantial volume of these rectrdt | have not identified a relevant
record. | shall try to make clear in my followingroments where | feel | may be
missing relevant information and in my conclusidnghall outline any subsequent
limitations in my opinion.

Summary of care provided to [Mr A] between 2001 an®004.

2001

The clinical files show that over the months ptimr2001 [Mr A] had been attending
outpatient appointments with [a] Medical Officehel'notes of those contacts are brief
but suggest no particular concerns reported by fyiwwho appears to have been
prescribed risperidone in a dose of 3mg at night.

In January 2001 [the Medical Officer] noted thatwmuld be leaving the service and
that [Dr D], psychiatrist, would be taking over [Mis] care.
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In February a note is recorded by a senior nursghich concern is expressed that
[Mr A] had reported that for the last 2 weeks he Imat taken his risperidone. He
described increasing irritability, decreased cotregion and general lethargy. The
nurse planned to discuss this with [Dr D] the faoliog day and suggested [Mr A]

restart risperidone.

| can not locate any record of any further disaussis planned.

The next file note available to me is a typed pesgrnote authored by [Dr D] and
dated 16 May 2001. It simply contains a headingTHRIM SUMMARY 14 MAY
2001” and the text “Please see Free text formatébails of this report”.

This text appears to refer to a document dated &g R001 written by [Dr D]. This
three and a half page report summarises [Mr A’sidny, identifies a past diagnosis of
schizophrenia/schizoaffective disorder and noted {Mr A] had missed several
appointments since last seen on 13 February.

A mental state examination is described and thertegncludes with an assessment
summary, noting a diagnosis of schizophrenia. A @atlines [Dr D’s] intention to
continue to follow up [Mr A], rather than transfiexg care to a newly arriving Medical
Officer, because of some complexities in his presem.

This report refers to some comments made by [DwI@] is reported to have said that
[Mr A] would likely remain detached from the semi@and might “act up” when
unwell to get support. [Dr C] is also reported tomenent that he felt the diagnosis
was of bipolar disorder.

[Dr D] planned for [Mr A] to continue with treatmenvith risperidone and with
sodium valproate although noted some concern regpediherence to this medication
regimen. [Dr D] planned to see [Mr A] in 3 months.

The next file entry records a visit made to [Mr #&]home following several attempts
to telephone him. The nurse notes that he appegattiose but makes no other
reference to mental state. The record notes [Mi Aégluest for a change of case
manager. A plan to discuss with the team is notecAn find no record of that

discussion or its outcome.

The next file entry appears to be on 10 July ansoriefly a call from a doctor
wanting information on [Mr A] in respect of him wiamg to sit a heavy duty driver’s
license.

A progress note dated 2 days later authored bydJpDrecords what appears to have
been a file review by [Dr C], in the absence of [y in response to [Mr A’s] seeking
a psychiatric opinion to state that he was fitdtdha Heavy Traffic License.
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[Dr C] notes the phenomena reported by [Dr D] iny\Mad records his own view that
the nature of [Mr A’s] supposed psychiatric illneissin fact factitious. [Dr C]
observes however that this view has not generaintihe one taken by mental health
services.

[Dr C] telephoned [Mr A] and discussed the request report for this license and an
outcome was jointly agreed. [Dr C] appears to haceepted that [Mr A] did
intermittently experience psychotic symptoms altftohis function remained intact in
the work situation.

In August [Dr D] reviewed [Mr A] and notes that teéhad been no contact with case
managers since May. | can find no file entry tofoaom actions taken between May
and August, although [Dr D’s] note of 9 August dks to [Mr A] avoiding staff. It is
not clear what actions were taken in response i® akoidance behaviour. No
psychotic symptoms were elicited at this appointmathough [Mr A] described
feeling that medication helped him maintain hislveeing.

[Dr D] records that he noted [Dr C’s] report of yand that he planned to continue
the current medication treatment approach withth&nteview in 3 months.

A copy of a prescription written by [Dr D] datedAigust 2001 for a 3-month supply
of sodium valproate and risperidone is in the niate@opied to me. There is also a
copy of an earlier prescription written by [Dr Djrfa 3-month supply of the same
medication, dated 5 July 2001.

[Mr A] was seen by a psychiatry registrar in Segiem|t is not clear what prompted
this appointment. It appears that the outcome Wwatthe prior treatment approach
was to be continued and the registrar plannedgeouds follow-up with [Dr D]. | can
not find a record of that planned discussion ooiitcome. Records of the results of
laboratory tests apparently arranged at this apmeint appear to have been initialled
by [Dr D].

On 8 November a record is made of a call from [Ms]Amployer who described

some concerns about [Mr A]. The registrar who hadnshim in September was
advised of the call. A nurse followed this up thdwing day apparently because [Mr
A] had made no contact with the service, as heldesh expected to do so. [Mr A]

had instead attended a General Practitioner. Heréaokted that he had not been
taking sodium valproate and risperidone becausevae not psychotic. The GP

prescribed zopiclone, a sleeping tablet.

There appears to have been a further appointmefa®dwovember. This assessment
is summarized in a letter from the registrar toRx @ 4 December and reports what
appears to be an association between resolutisoroé unusual experiences and the
resumption of medication. The plan simply idensif@ntinuation of medication.
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On 29 November a progress note made by [Dr D] d=cahat [Mr A] had not
attended an appointment 3 days previously. Thisrcedoes not appear to reflect a
further direct assessment but to summarize [Dr ghulation of recent events and
to provide some outline to guide future managem@&nt.D] notes that although the
official diagnosis is of schizophrenia, the treatth@pproach was based upon a
diagnosis of factitious disorder. The plan wastfe registrar to continue to review
[Mr A] and then for a further registrar to continaare, presumably following the
rotational changeover of registrars.

There is no explanation of why [Dr D’s] intentionted in May, to continue his own
direct involvement because of complexities in [Ms]}fpresentation, had changed.

In December 2001 the registrar notes a telephong&acbwith [Mr A]. This registrar
notes that a further doctor, presumably the nevstieg in the rotating attachment,
would continue follow up.

2002

The new registrar entered a record in January R¥ififying that [Mr A] had missed
an appointment and that he had a tendency to rieneaunless he needed WINZ
forms completed. He planned to send an appointfoeifebruary.

The next two progress notes by this registrar ceooin-attendance at appointments in
February and again in March. The February noterdscthat medication would run
out at about that time. A new appointment was tpdmsted. In March, non-attendance
resulted in a plan to discuss with the team.

A copy of a prescription written by this registeard dated 3 April records a further 3-
month supply of risperidone and sodium valproatean not find a corresponding
clinical record.

Although | can not find a corresponding clinicdefentry, the bundle of documents
contains a copy of a Special Authority applicatifom use of olanzapine, dated
12 June, stamped as completed by [Dr C]. This egijitin appears to be a further
application for approval of use of this medicatitor, which an authority number had
already been provided but which expired in Febr2f§2. There is a corresponding
response letter of approval of this applicatioredat3 June.

Special Authority applications require the applicém be satisfied that the patient
meets the clinical criteria for use of this Medioat In June 2002, this required the
patient to have a diagnosis of schizophrenia atedl psychoses.

It is unclear where this application fits in thentext of [Mr A’s] contact with services
at that time and with [Dr D’s] later record of cemt medication in September 2002,
which does not include olanzapine.
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The bundle of documents also contains a copy akeacpiption dated 25 June 2002
written by a further doctor. 1 can not find a capending clinical record. This
prescription is for sodium valproate and risperel@md does not include olanzapine
for which further approval had been granted by tinie.

The material available to me includes copy of tetetlated 20 September to [Mr A]
identifying an appointment on 4 October with a ndrperson. The role or designation
of this person is not identified and the letterdapied in the material available to me)
is not signed and the role of the writer is noniifead.

A progress note dated 1 October 2002 records “Gumeedications 24 September
2002” and identifies sodium valproate and rispar&orhere is also a letter from [Dr
D] on the file, to the Land Transport Safety Auihgrdated 25 September. This letter
records an appointment the day before, noting restq@sychiatric symptoms of any
concern. It notes that [Mr A] is on two psychotiopnedications and that he was in
remission of psychiatric symptoms.

By way of letter dated 1 October however [Mr A] wdischarged from the South
Adult Community Psychiatric Service, to the carehed GP. This letter to [Mr A]
suggests that if he does not have a GP, he wasreended to get one.

It is unclear how this letter of discharge recoexilvith the letter of 20 September
offering an appointment on 4 October.

A Discharge/transfer summary completed by [Dr DHatated 11 October 2002
identifies neither diagnosis nor follow-up arrangembut does make reference to
another document in the form of a letter to GP.

[Dr D] wrote on that date to “The General Practigg’ at [a] Medical Centre. This is
headed “Psychiatrist Review 24 September 2002”.0)Pnotes that there had been a
period of a year in which [Mr A] had maintained Wielthe community. He notes that
[Mr A] had been adherent to medications in the foomsodium valproate and
risperidone (2 mg). The letter adds that [Mr A] hiind valproate helpful in
stabilising his mood.

[Dr D] notes that he could not identify any moodurovegetative or psychotic
symptomatology. A mental state examination is reedr

[Dr D] identifies that although there was a pastgtiosis of schizoaffective disorder,
“our impression” is that it is most likely a Faaiis Disorder. He adds that [Mr A]

held to the idea that he had a major psychiatsordier and that [Dr D] saw little

reason to confront that belief. [Dr D] further adtat [Mr A] remained vulnerable to

the re-emergence of pseudo-psychotic symptoms whear stress and would benefit
from an early intervention or contact with the Ragtric Service should that occur.
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Maintenance of the current medication was recommerahd thanks for taking over
management are noted.

2003

A referral was sent from a GP to the South Adulm@uunity Psychiatric Service in
March 2003. This referral identifies a diagnosis “8f Schizoaffective disorder”
requesting review. The referral identifies [Mr Add stopped sodium valproate and
developed seizures noting that fits had been obdeand that Neurology review had
also been sought and was awaited.

The record contains a letter to the same GP, d2@eMarch from the South Adult

Community Psychiatric Service. This letter appaac®mplete simply thanking the

GP for a referral then adding an invitation to emtthe service if the GP wishes to
discuss the decision further. No decision is reedrgdowever.

This letter has some handwritten comments addedrapiby indicating telephone
contact with the GP. A note dated 24 March indedteat a discussion took place
with this GP who had only seen [Mr A] once. [Mr Ajd stopped sodium valproate
himself and developed “??fits”. The note adds fis tpart of his factitious d/o”.

Advice was apparently given to the GP on backgramdlcontinuation of “psy. meds
even though his presentation is likely factitioud’he note concludes that an
appointment would not be given at this stage aatttie GP is “ok” with that.

Further copies of this referral of 12 March and ithomplete letter of 13 March in
response are also on the records copied to me. Bashvarious handwritten
comments added but how these relate to each atinet fully clear.

A letter was sent to a GP in April 2003 recordihgtther referral in March had not
been accepted. The letter notes that [Dr D] hacudised the referral with the GP and
had offered advice on management.

A handwritten note which is undated but which appéa relate to events at around
this time notes that [Mr A] had taken away a folmnput in a formal complaint. It
notes “Referral 13/3 sent by GP” then adds “[Mrwds his usual unpleasant, very
demanding, accusing, complaining self”. Various deds are listed and the note
identifies that he was intimidating. The interantappears to have been concluded by
the writer, who is not identified, advising of theailability of Psychiatric Emergency
Service (PES) or his GP.

On 15 April 2003 [Mr A] was assessed by PES. AsEmotice of Assessment” dated
15 April identifies a provisional diagnosis of Féous Disorder. Initial management
is identified as “see GP”. A letter authored byocai$e-officer to a GP dated 21 April
summarizes the contact. In the introductory pafyrine letter notes that a final
diagnosis of factitious disorder has been reachedhb Psychiatric Services. The
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handwritten record of the assessment notes howbkaehe had previously been felt
to have “schizophrenia/BPAD”.

[Mr A] had been brought by the Police for assesdnieliowing reports of odd
behaviour. [Mr A] himself said that he was theredese he wanted a sleeping pill.
Functional enquiry revealed little of note although limited in its scope, as
documented. There is no reference to exploratiath@fehaviours that led to Police
involvement. A diagnosis of Factitious Disorder wasorded. No follow-up was
arranged and he was advised to continue his cumewdlication of risperidone and
sodium valproate. It was noted that he had an appeint to see his GP on 16 April.

The clinical record contains a stamp identifyings thresentation was “Presented at
Rounds” on 16 April.

Further contact took place on 20 April. A call waseived (it appears by the PES)
from [Mr A’s stepmother], concerned about [Mr Als¢haviour. A call was made by
PES to [Mr A] then to his sister. It was arrangedtta DAO would attend to assess
[Mr A]. Record of that assessment identifies som@tudres that would be consistent
with symptoms of mental illness but these are mplaed in detail. The assessment
appears to have been ended by [Mr A] asking PBEBawe. Further discussion took
place with his sister and further odd behaviowusined.

The record is a little unclear with respect to gian following this assessment. It

appears there was some concern about risk buipiaap that an arrangement was
made for medical review on 22 April, although waitntact with PES or the Police in

the interim if the situation deteriorated.

A First Notice of Assessment dated 20 April recqodsvisional diagnosis as BPAD1
(bipolar affective disorder, type 1) and identiffesther follow-up by mobile visit by

PES. A similar notice was completed on 21 Apriisttime identifying provisional

diagnosis of “?mood disorder ?factitious disordant that [Mr A] was admitted to
Hillmorton Hospital.

The next few pages in the records available to allewing this entry of 20 April are
not dated but appear to reflect contact on 21 Afivir A] apparently phoned PES
seeking help, wanting admission. It appears hedtrohimself to PES for assessment.
Some exploration of concerns and a functional egygsi documented along with a
mental state examination. The impression of "?degw@/mood disorder” is noted
along with previous diagnosis of Factitious Disard®eview by the on-call psychiatry
registrar was arranged.

The notes of the registrar also record diagnosi$?Bhctitious dx ?schizoaffective
?BPAD” .
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The record continues outlining a reasonable overathistory although with limited
exploration with [Mr A] of the more peculiar aspeaif the recent presentation. A
decision was made that he would be admitted votilyta hospital.

On 21 April [Mr A] was admitted to the acute adualpatient mental health service.

The document outlining the management of nursisges for the first 24 to 48 hours
of admission identifies some suspiciousness andoetidviour and notes reference to
talking of suicide in the past few days. Thereasfurther reference to exploration of
these previous thoughts of suicide although thehiR-sursing entry of 21 April
records that he “denies suicidal ideation”.

Notes of the review by the consultant on 22 Apréd eecorded by the house-officer
and document no assessment of mental state attithat No conclusions are
documented. The discharge letter to a GP preparé¢kis house-officer notes that on
assessment by the consultant on the day after agmianusual ideas were identified
but that it was concluded that there were no osghs of any major psychiatric
illness.

This letter identifies that [Mr A’s] sister had eota deterioration in his function over
the period from Christmas 2002 with more markedudiznce of behaviour over the
preceding 2 weeks but draws no conclusions abeutrilyin of this behaviour.

On 22 April [Mr A] was allowed leave to return laie the week for review. He later
left the ward, returning after only a few hours arduesting to remain on the ward
overnight. The next day he left the ward withodbrming staff. A telephone call to
his sister that day revealed her concern that lenea safe to be left alone at home
noting that in the past he had lit the stove amhtfallen asleep almost burning the
house down.

He did not return at the agreed appointment time amas discharged after
2 unsuccessful attempts to contact him at homefdlow-up arrangements were
made other than “General Practitioner”.

The typed discharge summary to the GP (dated 6 Mawfirms the follow-up
arrangements being with the GP. Factitious Disolegported as the diagnosis.

A copy of a discharge diagnosis summary sheetqation 22 May in relation to this
admission from 21 April to 24 April 2003 recordsligcharge diagnosis of Factitious
Disorder and Dependent Disorder.

Later on the evening of 24 April [Mr A] arrived ahat appears to be the same ward,
[the acute unit]. He was told by a nurse that h@doot be re-admitted and that he
would need to go to E.D. or to PES. The recorchis interaction makes no reference
to discussion with on-call medical staff. Some Trsdater however, at 0645, the on-

36 H)'( 8 January 2009

Names have been removed (except Hillmorton Ho#paaterbury DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Opinion 07HDC16607

call registrar rang the ward seeking informatioowfMr A] who had presented at
E.D.

Notes made by this registrar are dated at 010050A®il 2003. These notes reflect
that [Mr A] was recently rediagnosed as having ifacts disorder and that he
attended appointments when disability allowance das. An earlier diagnosis of
schizophrenia/schizoaffective disorder is also doté fairly comprehensive
assessment is recorded. The registrar noted péosgaieas, the history of changes in
mental health in recent weeks and some odd behadoring the interview and
concluded that he (or she) concurred with the diagnof Factitious Disorder. A
discussion took place with the on-call consultasycpiatrist and an arrangement was
made for review “Monday”.

[Mr A] was seen on 28 April by a PES psychiatrighusual behaviour (dry retching

and lying on the floor) is described along with omtéas although there is no

conclusion about the nature of these. The recotdsrittHe alternates between vague
pseudo psychological language and vague answetdsguaite specific focused and

sharp comments when wanting to make his needs’cl@aspite these observations,

the two-word description of mental state examimatto“‘coherent, articulate”.

A discussion took place with the inpatient psyaisaivho had recently been involved
in care and also with [Mr A] with a friend.

This psychiatrist concludes that [Mr A] had an “dmpal/personality disturbance
NOS triggered by GF leaving him”. The final plansama continue sodium valproate
and to increase risperidone to 2 mg.

The next line of the plan is illegible but includegerence to “3/7” and might indicate
an intention for review in 3 days. A record doepegy on 1 May with the entry
“DNA” and an illegible signature which may be catent with a plan for such further
review. No further action is identified followindpdat subsequent non-attendance. A
letter dated 6 May however, to [Mr A], identifies mecent non-attendance and offers
to arrange another appointment should he wish keroae.

On 21 May there is record of a call made to PE& hgighbour, concerned about [Mr
A] who was visiting her and voicing unusual ideB&S suggested to the neighbour
that she spend minimal time with him. [Ambulancaff$tthen rang PES to state that
he wanted to sexually abuse. PES told the ambulsecace that [Mr A] “was not
primarily a psy [sic] problem and that the policeresto deal with this as they would
for anyone”. The Police then rang to indicate ttiey would be bringing him in
anyway, and the PES response was to indicatettbgtvwiere not to be involved. The
record continues, in response to an indication [Nat A] wanted to be taken to
hospital, “He is not to be taken where [sic] andasto be taken there”.
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What appears to be the next file entry is date8/31/This records [Mr A] presenting
at EOA with the police after he phoned them repgrihe was at imminent risk of
perpetrating a crime. | am unclear what EOA meés, within the record of the
assessment reference is made to this assessmémy fa@lece at the Emergency
Department. A functional enquiry is documented webkponses by [Mr A] indicating
some features of mood disturbance. Mental statemimedion is reasonably
comprehensive although makes reference to thergybieio complaints of sensory
disturbances”. It is not clear whether this reftetttis aspect having been explored in
detail with negative responses, or simply that pMrdid not spontaneously describe
such phenomena.

The RN doing this assessment makes no conclusiginglédnned for medical review
to take place at PES.

A file entry also dated 21 May reports an assessigrm psychiatry registrar. This
record notes probable deterioration for the lasiénths and identifies several
stresses. Some history is outlined. No mental statenination is clearly recorded
although there is reference to “not respondingiternal stimuli” and to some of the
content of [Mr A’s] thoughts. The registrar conabsd[Mr A] had a Factitious
Disorder but also questions the possibility of amesging depression. He discussed
the assessment with a PES psychiatrist and “nadorission” was agreed. It appears
the plan was for the case manager to follow up latéhe week.

It is not clear to me however that [Mr A] had aeasanager at this time.

A stamped entry dated 22 May 2003 records “Predait&ounds”, without record of
any discussion.

In May 2003 a PES psychiatrist wrote to the SouttulA Community Psychiatric
Service apparently seeking an assessment for [MTIE letter notes that early in his
history [Mr A] was thought to have had a possildgghmotic disorder but that current
diagnosis appears to be Factitious Disorder.

The letter notes that since discharge in April las kwice presented to PES in a
dramatic fashion. The writer states that he appwasve Factitious Disorder and an
underlying personality disorder.

A handwritten note to [Dr D] dated 23 May asks thatcontact the PES psychiatrist
to discuss the referral noting that a referraliearh the year had been declined but
also noting a subsequent admission.

[Dr D] apparently spoke to the referring psychetand by email advised the outcome
to the South Adult Community Psychiatric Servicaichl coordinator. This email
notes that [Mr A] had claimed to have seizuresofslhg cessation of sodium
valproate, that he had attended South Sector irmatic presentation referring to
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complaining and demanding appointments, and ndigis“tve” have spoken to the
GPs on 2 occasions regarding presentation and rearea directions.

This email adds that the PES psychiatrist agre#s [Mr A’s] factitious presentation
and that longer term management should largely lo@rimary care with crisis
management through PES.

A copy of a Referral Screening Document identifyiagreferral in May 2003 is
available in the material provided to me. Althought completely self-evident from
this document, it appears to reflect that a refawathe South Adult Community
Psychiatric Service was being withdrawn and tha® REs to discharge [Mr A] back
to the GP.

In May there is also a progress note entered kg% $&nior nurse, reflecting that [Mr
A] had been seen that day. It appears that angemaent was made for him to be
reviewed by the psychiatrist 6 days later but lterdit attend. A discussion took place
with [Dr D] and it is noted that the South Sect@sB had decided “not to pick him
up”, so [Mr A] was to be discharged back to his GP.

On 10 June a letter was written to [Mr A’s] GP itigimg [Mr A] had been assessed
on 25 April and that last contact had occurred 8riviay. The GP was identified as
responsible for immediate follow up.

I have not clearly identified other contact witle t&GP with respect to this assessment
or ongoing arrangement.

No diagnosis is recorded, but bizarre behavioudeéstified as the problem, along
with ideas of wanting to harm others. No recommé&nda regarding management are
recorded. No conclusion regarding the nature obtharre behaviour is recorded.

The GP was offered contact with PES if further infation was required. Medication
was identified, along with the date of a prescoiptibut there is no indication of the
duration of the supply. There is no discussionhef indications for the medication
prescribed, an antipsychotic, nor what should besickered when the medication was
reviewed.

Further contact took place with PES on 17 June WhkrA] presented himself there,
mildly pressured in his speech. The note repattle lother information but adds “no
safety concerns expressed”, although it is notrdhkeav this was explored. This file
entry is stamped “Presented at Rounds” on 18 Jomiethere is no record of that
discussion.

Another file entry on 27 June 2003 identifies tjMt A] was seen at the Emergency
Department where ED staff asked for PES assessiMmA] declined to be seen by
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PES and left the hospital. A stamped entry “Prexkat Rounds” is dated 30 June,
with no further detail.

A record dated 2 July 2003 identifies a contactaapptly by phone from the Head
Injury Clinic where [Mr A] appears to have beenarmg “S.1.” (which may refer to
suicidal ideation) and “inappropriate ideation”. Peasonably comprehensive
assessment is then recorded, although the autlibe @&cord is not clearly identified.
The record identifies, amongst other things, id#gsast abuse; persecutory thoughts;
ideas of causing harm to other people; reducedti@peeight loss; lowered energy;
depressed mood and hopelessness/helplessness; ednded motivation and
enjoyment. This record notes that he had been npipesic “Aropax” 2 months
previously although does not record by whom onibat reason. Sodium valproate is
noted to have been discontinued several weeksevefor

Mental state examination records tearfulness aedjndisordered speech and a
preoccupation with past and possible current ablMeeconclusion is recorded and a
plan simply identifies to be seen by another dociidre record of this further
assessment appears to follow, starting with theyént RV”. This record identifies
similarities of the current presentation to pastspntations, including thoughts of
harm unless someone helps him. The assessor coetndrat despite the bizarre
content of thoughts, [Mr A] appeared in touch wigality and not psychotic. PES is
noted to be unable to offer any help. The impressecorded was of a factitious
disorder, and “PD NOS” (presumably Personality Bidso, not otherwise specified).
Risk was assessed as being low and chronic inenatur

An entry on 8 July records “Presented at Round#fipagh there is no record of the
content the discussion.

On 15 July a file entry refers to a call from a ®Ro had not met [Mr A] before. The
GP felt he was psychotic. The PES worker simply reeathe GP a letter of 22 May
and it appears to have been agreed that the GRIwasakrtain if [Mr A] was suicidal
or had thoughts of violence.

Later that day [Mr A] attended the emergency depent with a complaint of back
pain and is reported as having been presentingsgshgtic. The record notes
“situation with [Mr A] explained + PES not to bevimived”.

On 19 July following several phone calls from famihembers who believed he was
psychotic, PES recorded a visit to [Mr A]. Thereaisecord of exploration of some
psychotic symptoms, although there is no referencexploration of the ideas of
abuse that were prominent when he had been sesarlinJuly. There is no reference
to whether there was any exploration of whethewae taking medication.
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His home was noted to be in squalid condition. €hsmreference to him giving long
convoluted answers to questions, but nonethelesss hidescribed as having no
evidence of psychosis or thought disorder.

The assessment concludes that [Mr A] probably héacttious disorder. His sister
was contacted and advised of the outcome. She &Epfehave identified that he had
not been taking his medication, with noticeablessmuences, and that she believed
he was unwell.

This file entry concludes with the comment thatréheeeds to be a discussion at
rounds, with a view to determining whether he stidag under a service “for follow-
up/stability as has happened in past”.

A stamped note “Presented at Rounds” immediatelipvis this file entry dated
21 July, but there is no record of the discussion.

The following entry on the reverse of this page tiesdate incompletely copied. It
records a phone call from the community constadejsing of concerns from a local
minister who noted concerns about [Mr A] gettingtandisputes with people. The
constable was advised of recent contact and diagnasd the note concludes “Nil
safety issues”, despite the information about diespu

On 23 July [Mr A] self presented to PES. Perseguiteas are noted along with an
account of recent behaviour. A mental status exatian records [l psychotic” and
“0 thought disorder”, but does not discuss the sicaniice of the odd ideas described
nor of the long-winded account of problems alsaidied. The summary includes
reference to [Mr A] being well-known to the ment@alth service with a diagnosis of
factitious disorder.

The plan was “1. no PES f/up 2. PES prn”.

On 24 July a stamp “Presented at Rounds” was ehterhe file, again with no other
record of the discussion.

Further calls of concern about [Mr A] are noted7oAugust (from the psychiatrist in
[City 2] who had previously been involved in tream) and on 21 August (from
Police, concerned [Mr A] was hanging around chidseplaygrounds). Neither call
appears to have resulted in action by PES.

A further record in August reflects a call fromréehd (date incompletely copied in
my record) concerned that [Mr A] was starving hiffjsend comments that he had
never been seen like this before. The record ifiesthim as being inappropriate in
conversation with increasing paranoia. The calles wadvised [Mr A] needed to be
seen by his GP, or if he did not have one to engatlfea practice close to his address.
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On 23 August several calls of concern regarding Mrare documented. These
resulted in an attempt to visit [Mr A], but he wast at home. The house was found to
be dilapidated with glass smashed. SubsequentlyABlrsister reported that [Mr A]
had attempted to strangle her the previous evei8hg. was refusing to involve the
police as she was sure this was due to mentakgln& further visit was arranged but
[Mr A] refused entry to PES. PES attempted to miakéher contact with his sister
without success and the plan was made to try a&irfollowing day, with advice
about commencing compulsory assessment under thtaMéealth Act.

On 24 August a phone call was received from [Mr]Aister, advising he had visited
his ex-partner and threatened harm. The file nétthis call does not reveal what
action was taken by PES.

On 25 August a call was made to [Mr A’s] sister agmtly to “inform of outcome”,
although the note is unclear as to the outcomel@twt appears that the PES staff
member discussed that [Mr A’s] sister should cortgpén application for compulsory
assessment, but she was unwilling to do so as siseatvwork and could not do so
after work because of child care commitments. $iséated her reluctance to involve
police.

The PES staff member repeated that the only optvaiiable to PES was for the sister
to complete the Mental Health Act application as sfas the only person who had
seen him in the necessary time period.

On 26 August contact was made with a friend of [Mrand it appears some
negotiation took place regarding her assisting flrattend an appointment with a
PES psychiatrist. This assessment had been arramgedponse to the various calls
received outlining concern regarding [Mr A].

The appointment was set up for 27 August.

On 26 August [Mr A] arrived at PES to collect a gay his file, reportedly requested
two weeks previously. The appointment later that w#h the PES psychiatrist was
discussed but [Mr A] said he had other plans. Teord identifies that [Mr A] was
irritable and agitated, with mildly pressured sgeemd was difficult to interrupt.
Persecutory themes to thoughts were noted alonp weinbling and disjointed
thoughts. He is noted to have denied being suiddal threat to others, although it is
not clear from this record whether recent conceegarding his behaviour were
discussed. He was offered a further appointmertt #ie psychiatrist the following
day. This record ends with the plan “await contact”

[Mr A] arrived the following day, although late, rfahe appointment with the
psychiatrist. The psychiatrist appears to have spakith [Mr A’s] father and a friend
and received information from them of their consgrespecially in relation to what
appeared to be deterioration in [Mr A’s] behaviamnd in his care of himself. The
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record of the assessment identifies features demsisvith a disturbed mental state,
noting “obvious diagnostic conflict...between a gerupsychosis and a factitious
disorder.” “The strong family history and the deteation in functioning level tend to
support a major mental illness, though his presiemtaertainly has inconsistencies”.
The psychiatrist concluded that inpatient evaluatieas likely to be necessary and
that concerns regarding [Mr A’s] wellbeing justdienvolvement with family and
friends against his wishes.

The plan was for a visit to check his living coinatits.

A visit did not occur the following day due to psese of work. A file note on
29 August (Friday) recording this difficulty idefitis “discussed in rounds today” and
a plan to try again on Monday 1 September.

On 29 August the PES psychiatrist records a coatierswith [Mr A’s] [sister]. She
also described deterioration since [Mr A] ceasedliocaion and since a relationship
breakup early in the year. She described a reacamiten which [Mr A] had tried to
strangle her. That day a call was also receiveah fifdr A’s stepmother], identifying
that [Mr A] had attacked his father. Notes wereefdsto Mental Health Services in
[City 2] and [Mr A] was later understood to be ialiee custody in [City 2]. The PES
psychiatrist identifies that he spoke with the pelapparently advising that he thought
[Mr A] ought to be admitted.

On 31 August a conversation with [Mr A’s sister]rescorded. She was enquiring if
there was any further contact with her brother. 8bscribed that he had come to
police attention after he had left a bus whilstramsit from [City 2].

Subsequent entries in the file record communicatith [City 2] services to ascertain
what had taken place there.

Records in the file include a copy of the assessman29 August completed by
someone whose signature is illegible and whoseisot®t clear, although it appears
to be a psychiatry registrar in [City 2]. Some lgrckind history is briefly outlined.
There is no record of exploration of subjective engnces or of a functional enquiry.
This record notes [Mr A] to be angry and hostilel an brief account of [Mr A’s]
thoughts that his sister had stolen his belongiresjlting in him grabbing her around
the neck. This assessment record notes the retord<Christchurch suggest a recent
diagnosis of Factitious Disorder. The writer cooied there was no need for
psychiatric follow up in [City 2].

On 1 September multiple phone calls are documeeisatding efforts to try to locate
[Mr A].

That day a reasonably full assessment is recorged tegistrar. The signature is
illegible. The records identify that PES managetbtate [Mr A] who had agreed to

8 January 2009 H)’( 43

Names have been removed (except Hillmorton Ho#paaterbury DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Health and Disability Commissioner

attend for review and admission. The diagnosiec®nmded as “?psychotic disorder”
and the plan was to admit [Mr A] voluntarily to flacute unit].

The summary of this admission which lasted fronept®mber to 15 October sets out
a range of odd ideas and disturbances of behavidurgyg the course of the
admission. Treatment with sodium valproate andzzZpme was in place at the time
of discharge and the discharge diagnosis is redoedeBipolar Affective Disorder
current episode manic with psychotic symptoms.dwelip was to be with a named
case-manager and [Mr A] remained subject to thetMeétealth Act.

The detailed records of this admission include axagament plan template that
appears to have been periodically updated and whitdcts changes in treatment and
in observation levels along with prompts with redp® investigations all of which
appear congruent with the more detailed notesarptbgress reports.

A very detailed treatment plan is also availablated 18 September. A range of
issues/problems is identified with clear stepseaspect of each domain. A further
recording chart identifies patient centred goalsd acorresponding planned
interventions along with a section for evaluatioheach. Yet another document
identifies observation and leave instructions.

The admission records reflect a meeting on 3 Sdpgemith the South Sector team.
Records of this meeting made by the Trainee Inigentify discussion that [Mr A]
had previously taken a long time to discharge ftbm outpatient service; that there
were risks of violence; that he had been stablemedication previously, and that
“officially” he had schizoaffective disorder. Othdragnostic possibilities appear also
to have been discussed. Benefit of medication “éviactitious” is noted.

On September'3[Mr A] absented himself from the ward. There was@ern about
the perceived risk of violence to his father witlhhomn ward staff made contact to
inform of [Mr A’s] absence from hospital.

[Mr B] is reported to have described his son’s tilating mental state and the
similarity in his presentation to that of his mathetho had a diagnosis of
schizophrenia.

Following [Mr A’s] return to hospital, there waspariod of very disturbed behaviour
which resulted in a period of seclusion. Becauséhisf extending to more than 24
hours a second psychiatric opinion was sought thighopinion being recorded is the
notes on 5 September. This psychiatrist conclud&@ ‘heed to dispense with the
factitious disorder label.” On reviewing the rec®rdicluding reasons for seclusion
this psychiatrist identified a persistent pattefnubat appeared to be delusions and
marked thought disorder and records an opinion[latA] has schizophrenia. This
psychiatrist could not find a good history of mosgimptoms. Seclusion was
confirmed as having been an appropriate intervantio
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Over the following days persisting disordered thHusgare noted. Intermittent
references in nursing notes reflect some grangi@sitt some expressions of anger.
On 10 September a record made by the Trainee Iidentifies that [Mr A] “remains
elevated”. In general nursing notes identify aspeftbehaviour and mental state that
appear relevant to tracking progress. A very thghotyped nursing entry appears on 8
September.

Liaison with a prior treating psychiatrist in [CiB] is recorded along with further
contact with [Mr A’s] father.

By mid September marked behavioural disturbancedirathished but there were still
episodes of irritability with evidence of persigfirdelusions. Further records on
17 September and 18 September are identified ag beitten by the Trainee Intern.
The latter of these records note [Mr A] as statiymu are making me so depressed |
may kill myself”. The writer took this as an atteinfpr him to get his own way and
concluded the suicide risk was low.

A Mental Health Act review is recorded in the pregg notes as having taken place on
22 September. There is no entry in the progresssndétailing this assessment. A
brief record made by the registrar appears thevatg day.

On 24 September a discussion between the Soutbr3ase and the inpatient team
is recorded. This record reports “Diagnosis disedsitensely i.e. Factitious vs
Bipolar D”. No conclusion regarding diagnosis isarled.

On 26 September the psychiatrist who had provitledsecond opinion on seclusion
on 5 September again makes a record in the filegadh in what capacity at this time
is not clearly identified. A later nursing entry @ September refers to “...until
Dr [treating psychiatrist] returns...”, so it seenwsgible [Mr A’s] usual psychiatrist
was on leave at this time. This entry identifiebjeative and objective assessment
including reference to key mental state features @ncludes that [Mr A] remained
elevated in mood with some thought disorder.

The registrar entered a brief note on 29 Septendsatifying persisting irritability
and many complaints by [Mr A]. The Trainee Inteaws[Mr A] on 30 September,
apparently at the request of the registrar. Thi®ne identifies more details of [Mr
A’s] complaints about the service he was getting Hdentified that he was
considering [committing suicide].

That record concludes “no change to management/leeeds at this time”. There is
no specific reference to level of observation ispanse to the possible risk of self-
harm, nor that the Trainee Intern was to discuss dssessment with other more
senior medical staff.
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The Trainee Intern again entered a record on 1 W@ctorhis record reflects that
another doctor had reviewed the leave status, @dththis other doctor made no entry
in the record him/herself.

The registrar made a file entry on 3 October réfigcan assessment that day.
Ongoing irritability and grandiosity is noted, aitigh there was thought overall to
have been progress since admission.

A file entry dated 7 October records an interviewhwthe consultant, apparently
recorded by the registrar. Only a cursory mentatesexamination is recorded —
“settled during interview and began to discuss Wy forward”. No conclusions
regarding mental state or diagnosis are recorded. $outh Sector Base meeting the
following day, the Trainee Intern records diagnass‘BPAD”. Discharge planning
was to commence. A further note (apparently alsd thay, although the page has
photocopied poorly cutting off the day) enteredtly registrar records some somatic
complaints that are outlined briefly although nadasion is drawn regarding their
nature.

On 10 October a note was entered by the regisimglyg identifying “N/S have no
concerns at present — leave as per yellowillegible word)”. It does not appear the
registrar assessed [Mr A] directly. On 13 Octobkere is a record reflecting
assessment by the registrar. There is no referenogental state examination other
than “various complaints but generally more amegiabl

On 15 October the registrar saw [Mr A] again, ngtihat he appeared euthymic and
keen to be discharged. There is no further referémenental state, or to exploration
of symptoms. Follow-up was to be by the South Seeiam, and this note concludes
“Not wishing any contact with family”.

Further file entries that day record that his fatteng and was given information
about the discharge, and that his sister was rndgasoicemail message left for her.

This record notes that as threats had been mauano family, and his ex-fiancée (for
whom a message was also left), these people aledele know of the discharge.

There is no record of exploration with [Mr A] whstiatus these thoughts had at this
time. Subsequent to the reference by the Traineenon 29 September about [Mr A]
commenting about [committing suicide], there isyomhe further reference to suicidal
ideation or other risk concerns, in a brief refee2m a nursing note on 9 October —
“0 suicidal, homicidal”.

A record of review by the treating psychiatristihSeptember is unsigned and makes
no reference to an objective assessment of mdatal $lans for blood tests are noted
but there is no conclusion regarding current state.
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[Mr A] was seen by his case manager in late Oct@¥#)3. The record of this
appointment notes that there had been an issue[MitiA] having been discharged
from hospital without an approval number for olgrina.

[Dr D] reviewed [Mr A] on 29 October. The report thiis appointment is regarded in
a typed assessment/ interim summary note of 10 ibee as well as in a letter to a
GP, on that same date.

The interim summary records that [Mr A] had beemédd in May 2003. | can find
no record of an admission in May and assume thleerce is to the admission in
April 2003.

Aside from this detail however, this summary pr@gd reasonably comprehensive
overview of events for [Mr A]. [Dr D] notes thatdfe is greater clarity about the
diagnostic formulation, the general impression greament being that [Mr A] has
“underlying personality disorder (narcissistic,iaotial) and that at times of stress can
present with extreme instability, decompensatioith @ mixture of effective [sic],
psychotic and factitious presentation”. This sumntancludes with [Dr D] intending
to continue to prescribe a slightly reduced doselahzapine and continuation of
sodium valproate with further review in 4 weeks.

A progress note dated 24 December records thatAMattended the base that day
having forgotten the previous appointment. He spokesome concerns and some
possible solutions were discussed. There is natrded any broad functional enquiry
although a reasonable mental state examinatioacisrded. This record ends with a
comment that an outpatient appointment is schedole@l January.

2004

I can find no further record until [very early i0@4 when Mr A] presented himself to
E.D. requesting respite. He complained of physpaih and on functional enquiry
other symptoms suggestive of disordered mood wametified. The PES staff who
initially saw him considered he had a probablepstaof bipolar affective disorder
with psychotic features and arranged review bypthechiatry registrar with a view to
arranging admission to hospital. The registrar egréhat he was relapsing and
beginning to display psychosis.

The registrar notes “risks as documented by PHS bi#t does not elaborate on this.
The PES record had noted the following commenta paragraph that commences
“Risk assessment”:

“States has thoughts of riding bike in front of car
Feels dead currently.

Feels hopeless.

Denies intent to harm others currently.
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Risk to self. Low~ Moderate
Risk to others — currently low”

Admission was arranged.

A risk assessment (HCR 20) completed that day dscarview that the “Final Risk
Judgment” was Low.

Whilst in the ward the records of the next few tshilescribe aspects of [Mr A’s]
behaviour but there is little reference to his rakstate. One entry [the following day]
notes that he had experienced thoughts of suicidethey were noted to have
subsided.

[The next day] a file entry made by a house-offifmlowing assessment by several
staff, one of whom does not have their role idedifother than by the title “Dr” (it
may be this is the registrar) appears to recordrgmession that [Mr A] had bipolar
affective disorder and was currently psychotic tein somewhat oddly notes that no
mood component was established. There is no resfoedploring mood in detail but
there is reference to [Mr A] wanting to pass awag ¢hat thoughts may be sped up
and that his affect was irritable and restrictethte3e elements would in fact be
consistent with some element of disordered mood.

The next file entry records an assessment withrabggaff present again, with the
consultant. This entry does not record objectiveessment of mental state but
concludes that there is evidence of psychosis whbught disorder. A further
comment regarding the disturbance of mood in thigent presentation compared
with a prior event appears to have been incomplewpied in the record available to
me, so how this compared is not clear.

File entries over the next few days make obsematimf his behaviour. There is no
record of exploration of risk concerns. It appear$rainee Intern saw [Mr A] [the
following day] but that file entry is brief and doeot include any reference to
psychiatric symptoms or mental state. There apdednave been a discussion by the
house-officer [the next day] with the communityrtebut there is no record of direct
review of [Mr A].

A nursing note that day also reflects an interachetween [Mr A] and a doctor with
regard to behaviour and gait and a reassurancet giomssible TIA (transient
ischaemic attack) but there is no correspondingyenade by the relevant doctor.

On 7 January however a further risk assessmentnaertiiwas completed by the
house-officer. This records a final judgment okras “High”. This document notes
the presence of suicidal ideas but no plan anditbescrisk of suicide as “medium”.
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The nursing entries in the file on this day do medect whether this change in overall
risk judgment resulted in any change in nursing.car

The record of the consultant review [the next dgypears to have been made by the
Trainee Intern.

The record seems to reflect a difficult interactidme record concludes with the
conclusion that [Mr A] was psychotic with manic tigees and that the risk of violence
was high. The record does not reflect any explonatif ideas of self-harm other than
referring to a question asked by [Mr A] — “are yoying to make me kill myself?”

Transfer to [the secure unit], which | understandé a more secure intensive care
setting, was arranged. Later that evening [Mr Api@nd [unconscious]. A nursing
note made that evening after that event recordsathan earlier point in the shift [Mr
A] had angrily commented that he would kill himsetice he got out of there. There
is no elaboration of the context of that remarkvbat response had been made.

Opinion
Were the services provided to [Mr A] appropriate?

Overall the range of services available to [Mr Adpaars to have generally been
appropriate to his needs. That is, in the periotbofis from 2001 to 2004 there were
general community mental health services, psychiatmergency services and acute
adult inpatient services available to and accebyeldMr A]. He was also in at least
occasional contact with a General Practitioner.

Although in general the specific individual sengcand overall range appears in
themselves to have been appropriate, the impagtantent of this question is whether
they were applied to his circumstances in a matiawas appropriate.

The answer to this is not simple and requires biatsideration of how they were
applied to the disorder that [Mr A] was understaochave, and whether reasonable
consideration was given to the nature of that disor

In the first part of the period on which | have besked to focus, from 2001 to 2004,
[Mr A] was engaged with a community mental healdrvike and was receiving
treatment with an antipsychotic medication, rispenie, and with a mood stabilizing
agent, sodium valproate. The doses of these meatisaire within a range that is
ordinarily reasonable for maintenance treatmerdarobngoing psychotic iliness. The
working diagnosis at that time, as reflected ingaemary prepared by [Dr D] in May
2001, was of schizophrenia or schizoaffective disor This medication in this dose
would be appropriate for this disorder.
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In February when it was noted that [Mr A] had neeb adherent to the medication
regimen and in the face of features consistent efitfergence of some symptoms, a
nurse advised him to restart treatment. This ineso@spects mirrored the approach
taken in 2000, when some difficulties are also doented with re-emergence of
symptoms following poor adherence to medicatiord aas also a very appropriate
plan.

It is not clear however how this was then followga In the presence of a history of
an apparently long-standing psychiatric illness amthe face of concerns regarding
ongoing regular use of the medication (without whiegular use, relapse of illness is
highly likely), reasonably assertive action to moniwell-being and to encourage
medication use would be appropriate. There is eparatvidence that this took place.
Although it appears the plan had been to contioueview [Mr A], there is no record
of whether increasingly assertive action was beakgn to engage with [Mr A] in
response to the several appointments he missed.

A reasonably comprehensive review was carried pfibb D] when he saw [Mr A] in
May 2001. This was an appropriate action for a lpydst newly engaging with
someone with a significant history. Noting some ptanities in the presentation, [Dr
D] also very appropriately decided to maintain imeonent in care himself rather than
transferring to a newly arriving doctor. [Dr D] alsoted concerns regarding regular
use of medication, although no clear plan to addtbat is identified. There then
appears to have been difficulty maintaining contath [Mr A], but there is no
evidence in the files available to me of how thaswnanaged.

Despite difficulty engaging in regular appointmentsappears that some effort was
made to ensure that [Mr A] continued to receivatireent through this period. There
appear to have been prescriptions written to ensoingéinued supply of medication,
although it does appear that there may have beme swerlapping of prescriptions
and more medication prescribed than was required.

Despite [Dr D] planning in May to continue involvent in care himself, in
September 2001 [Mr A] was seen by a registrar. [@r then in November
documented his interpretation of recent eventsptitfgng some difference between
the official diagnosis of schizophrenia and theodiger for which treatment was
actually being based, being a factitious disorfler.D] did not apparently feel the
need to maintain his view of earlier in the yeathwiegard to his own role in
management, despite this apparent further complexihe treatment approach.

Although registrars clearly must be involved in\pston of care in services such as
this, the lack of continuity of treatment is poialty a problem. As [Dr D] had earlier
indicated, minimising changes in medical respotigibfor care in more complex
cases is one way of ensuring consistency of appreex in ensuring sufficient
attention is paid to the possible nature of the emoonfusing aspects of the
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presentation. In the absence of such continuityedical carer, a clear summary and
a well-detailed treatment plan to guide interveméibecomes more important.

At this stage | do not think that such clarity wasilable to the incoming registrar.

There does not appear to have been a clear sunohaiyat the treatment approach

should be for a Factitious Disorder. Medication wagontinue, but how to respond

should [Mr A] fail to attend was not clearly evideihere is some evidence that there
were discussions planned as to how to respondetoniesed appointments, but there
is no record | can find of the outcome of thosecussions. Nonetheless, further
prescriptions for medication were written.

In mid 2002, a Special Authority application wasmeted, suggesting (in so far as
the requirements for Special Authority require #pplicant to be satisfied that the
clinical indications are met) that [Mr A’s] treatmtewas for schizophrenia or related
psychosis. It is not clear how this aligns with #tatement by [Dr D] in November
2001 that treatment was based upon a diagnosiaabtibus Disorder.

In my view, treatment that appears to have beeadoapon and was appropriate for a
chronic psychiatric illness became somewhat couffiesed unassertive through the
latter part of 2001 and in 2002. Although antipstah and mood stabilizing
medication had apparently continued, the reasonhisrcontinuation seems to have
become less clear and there appears to have beemdsertive follow-up than was
appropriate for a chronic mental illness where éharas evidence of emergent
symptoms when medication was taken inconsistently.

Even if it was correct that the diagnosis was oftiéiaus Disorder, it would have
been sensible for that diagnosis clearly to havenbiglentified as the “official”
diagnosis and for there to be a clearly documepiad for how to manage that
condition, including how to respond to missed appuoents and what part medication
might play.

There appears to have been further confusion ofsdite in 2002. Around the end of
September, within days of a letter offering a fartappointment and before the date
of that appointment, another letter was writtercligsging [Mr A] from the service.
This seems to suggest some incomplete coordinaifothe discharge planning
process.

By this time the predominant view of diagnosisyesorded in [Dr D’s] letter to the
GP, is of Factitious Disorder. [Dr D] notes howettat [Mr A] remained vulnerable
to pseudopsychotic symptoms when under stress.

It appears to me that there was by this time ingefit attention to the possibility that
apparent deterioration in well-being may have bessociated with incomplete
adherence to the prescribed medication regimeAugust 2001 [Mr A] reported that
medication helped him feel well. Earlier in thatyehere was evidence of emerging
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symptoms when not taking medication consistentiyNbvember 2001 there again
appears to have been an association noted betwselution of unusual experiences
and resumption of medication. Whilst [Dr D’s] hypesis is plausible, it seems to me
that a higher index of suspicion may usefully h&een applied to the relationship
between what seemed possibly to be emergent symspachthe failure of consistent
medication, especially in someone with a long nystaf what had previously been
identified as a psychaotic illness.

To reach a clear view regarding diagnosis in aatitn where there are incongruous
features, especially where the view that is beikem is not in accord with the
previously held views and the previously apparestigcessful associated treatment
(at least as measured by psychosocial and occupht&tability, freedom from
symptoms when taking medication, and a subjecthy@oved well-being when taking
medication), careful discussion with colleagues arateful consideration of
corroborative history from key informants such aily and friends would generally
be required.

To this stage of treatment in the period from 20@Rn not see clear evidence of such
careful process of consultation.

If however the diagnostic formulation reached by [0} is accepted, the associated
recommendation regarding early contact with thelpiggric service was appropriate.

It appears however that there was subsequentledquade attention to this aspect of
[Dr D’s] view, with responses to concerns incregbirbeing based upon the apparent
belief that if the main problem was of a FactitioDsorder, there was little the
psychiatric services could or should do.

Two crisis contacts in April document little exphdion of behaviour of concern or of
psychiatric phenomenology. There appears to haea laeready attribution of the
problems to being related to Factitious Disorded amsufficient attention to the

possibility that there may be emergent featurethefpreviously diagnosed psychotic
illness.

Factitious Disorders can in fact be complex proldeior mental health services to
manage. They can certainly be difficult to managthiw primary care settings. A

carefully planned and coordinated agreed plan deeel and implemented jointly

between primary care and mental health services ¢géten other services, including
emergency departments, ambulance and police senig@sually required. Such an
approach becomes more important as multiple cantage place and where many
agencies are involved. There was by this time amirg evidence (in the form of

multiple contacts with mental health services; esprons of concern about very odd
behaviour; some evidence of concerns about risktacts with other services) that
such an approach might be required, but there isviience of developing such an
approach and the problems were again referredtogukmary care.
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[Dr D’s] view that primary care services would kadely responsible for ongoing

care, and that crisis management would be provilemligh PES, appears to have
been confirmed in May 2003, in communication witREES psychiatrist, even though
the problems with which [Mr A] was presenting résdlin a brief inpatient stay in

April.

There is however further evidence in May of whapegrs to have been an
inadequately responsive service to calls from o#raergency services. Neither the
ambulance service nor Police were able to elidgrefof assistance from PES. This
seems to have been inadequate in the face of #a cbncern about [Mr A’s]
behaviour and potential risks he was presentingn égr someone not known to the
service, but also incongruent with the plan alreadigntified in respect of his
presentations, that PES would provide crisis amsi&t. It seems very clear that by this
time the diagnosis of Factitious Disorder was sgghlpmfluential in the response being
provided and that odd behaviour was to be deal Wt other agencies, despite the
plan to provide crisis assistance. This response wat appropriate in these
circumstances.

A further example of poor response to assist akerices is found in July when [Mr
A] was referred by the Head Injury Clinic. Althougissessed on this occasion, the
threshold of concern that he may have been exm@ngra relapse of a psychotic
illness appears to have been very high and thelesioo drawn (that he was not
psychotic) does not seem fully congruent with theuwmented assessment (of bizarre
thought content). The problems were attributed &xtiBous Disorder, without
sufficient consideration of possible other explaora. As a result, PES felt unable to
offer further help.

Despite another call of concern in July, from a @b felt [Mr A] was psychotic,
there was no direct involvement of PES except &0l i@ut a letter. The GP was left to
manage this presentation without the direct involeat of PES. Not only does this
seem a very inadequate response to what ought #mbmportant referral prompt
(possible psychosis), this response too was incemgrwith the earlier plan to
provide crisis response to support primary care.

A similar failure to respond, this time to anotipart of the same DHB, occurred later
that day when ED sought assistance.

A few days later an assessment was arranged folippwalls from family, but the
assessment seems to have been limited in its s€hpee is no record of discussion of
how his home came to be in such a poor conditi@hagain the conclusions of the
assessment are not fully congruent with the detaflshe examination that are
recorded. Again there seems to have been insuffiattention to other possible
causes of the findings and a ready attributionatctifous Disorder.

8 January 2009 H)’( 53

Names have been removed (except Hillmorton Ho#paaterbury DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Health and Disability Commissioner

Although after this assessment there appears te l@en some thought, very
appropriately, that there should be discussion tateangaging in a treatment service,
there is no clear evidence that this resulted y @range. Four days later calls of
concern in which some potential risks were idesdifagain resulted in a decision that
PES would not follow up, except if needed.

This pattern of inadequate response continued girdAugust, again despite some
indications of potential risk. Only toward the eafithat month were more active
efforts to review [Mr A] and to respond to possikikky behaviour evident.

Appropriately, [Mr A] was eventually admitted togpmtal.

Overall this period of community care through 208 2003 until admission in
September appears to have been insufficiently tasseand there appears to have
been an insufficient index of concern about theuies presented by [Mr A]. There
was insufficient concern about and response toirtbeeasing requests from other
agencies for assistance, with little evidence @ilecgon about what this may mean
both with respect to the causes of these presensatind how ongoing management
might be modified.

There seems to have been insufficient support itngey care to manage what was
clearly a complex set of problems.

The 6 week admission from September 2003 resuftesd rievision of the diagnosis.
Appropriately, one psychiatrist felt that the diagis of Factitious Disorder should be
dispensed with. Also very appropriately, the serwi@s concerned about risks [Mr A]
presented to his father and potentially to othesppes and notified them at points
when such indication was clearly indicated. Thegwpears to have been reasonable
consideration to a range of matters relevant to 4] ongoing welfare and to his
longer term treatment. Consideration was givenisddvel of observation and to his
freedom to move about the ward and beyond.

Some attention was given to presence of ideas oh halthough these are not
described in detail in the records.

The admission lasted some 6 to 7 weeks. This isilplgsa little longer than the usual
length of stay in an acute adult inpatient seracd probably is reflective of the slow
response to treatment shown by [Mr A]. It seemsstartiial progress with resolution
of symptoms occurred only in the last week or twathos admission. There was
reasonable persistence with the approach to tredtme

It is evident that there was some opportunity fddiaonal opinions to be provided

with regard to diagnosis and treatment, one suchsion being early in the admission
when seclusion was prolonged. In this circumstaticd, was a very good thing to do
and is commendable.
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Another opportunity appears to have arisen lat8aptember in the absence, perhaps
on leave, of the usual treating psychiatrist.

It may be that this possible absence on leave mplahat does appear to have been
some inadequacy in the level of psychiatrist revied\iMr A]. There appears to have
been less direct involvement of the treating psftist in ongoing assessment of [Mr
A] than | would have expected for someone who hagkd diagnostic challenges and
who was a little slow to respond to treatment. Marfythe file entries reflecting
assessment by medical staff are made by the Tramee or House Officer, with
only some of these indicating the presence of mergor medical staff. What may be
important factors in the presentation — such as AYireporting to the Trainee Intern
that he was considering committing suicide, andaaother occasion that he was
being made to feel so depressed that he mightiiikelf, appear not to have been
discussed with other medical staff — or if they &yeihere is no record of this. The
consultant review on 7 October, recorded by thestey, reflects only a cursory
mental state examination.

There is no subsequent detailed examination of ahextate recorded between that
date and the discharge a week later.

It is not uncommon in inpatient services for assesds to be recorded by more junior
members of the medical staff team. Usually theseldvecord the roles of other staff
present in the assessment. It is possible thae tisemore detail discussed than is
documented in these situations, but where thigmmédion is important in providing a
clear opinion regarding diagnosis, progress anaioggtreatment, some care should
be taken with ensuring a comprehensive record efdikcussion and the consultant
opinion. It is sometimes helpful for file entriesade by junior staff to be
countersigned by the most senior medical staff nengresent, or added to as
necessary by that person, as endorsement of theentoof the record and its
relationship to the assessment.

Follow up after this admission was to have beern whe South Sector community
mental health team. That was an appropriate pMnA] appears to have been seen
by his case manager and by [Dr D] within 2 weekslie€harge. Contact within that

period is consistent with reasonable standard aftme. A reasonably comprehensive
overview of [Mr A] is recorded in the summary oftlreview. This report identifies

the mixture of features with which [Mr A] presenti#th the formulation reflecting a

reasonable attempt to reconcile the somewhat cogfedements of his presentation.
It is not clear whether the view of the psychiatviio provided a second opinion in
hospital, that the diagnosis of Factitious Disordbould be dispensed with, was
known to [Dr D] who continued to attribute some exdp of the presentation to being
of that nature. The treatment that was plannedtditue however was reasonable for
a psychotic illness with an element of mood distinde, and the minor change that
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was recommended at that appointment was apprognatéew of some reported
adverse effects of the treatment.

It appears that a month went by without furthertaoty [Mr A] having forgotten at
least one appointment. Once he was seen the fyptaes for further review were
reasonable in the absence of any clear evidenaetefioration. By early January
2004 however there was evidence of relapse andsadmiwas arranged and was a
reasonable intervention at that time.

In the course of this final admission, there isdewice of assessment of risk.
Consideration of this is evident in the PES notfhe day of his admission], although
there is no detail of the ideas of harm that acensed having been explored in much
detail. It is not fully clear on what basis thewief a low to moderate risk of harm to
self was based, but there is evidence of some deration being put in to this rating.

The presence of ideas of suicide was explored dtfgrfollowing day] in the nursing
records and again in review [the next day] whemd®esome of the medical staff.
Further review that day, with the consultant préserakes no reference however to
risk formulation.

On [the following two days] the clinical notes redao discussion of ideas of self
harm.

[The next day], in the context of review by the soltant, [Mr A] appeared very
unwell and asked the psychiatrist “are you tryiogrtake me kill myself?”. There is
no record of further exploration of this, nor ddke plan reflect how this statement
was to be regarded. | note that in his report & @woroner, the treating psychiatrist
identifies that although [Mr A] did talk of suicigdéhis was in the context of wishing
to die in an accident if his chronic back pain wasontinue indefinitely.

Reasonably, in view of the degree of disturbandaé which [Mr A] appears to have
been presenting at this time, an arrangement wake rfaa him to be transferred to
what | understand to be a more intensive nursittgnge

Overall however, at least for the staff involvedtle assessment in [the acute unit],
there was an increase in concern of staff aboupdtissibility of self-harm, leading to
an adjustment of the rating of this risk, to motkerdt appears, as evident from the
treating psychiatrist's comments in his report ke Coroner rather than from the
clinical records themselves, that there was consia given to the balance of risk.
There was good reason to believe that [Mr A] magepa risk to staff, having
previously assaulted several staff, and there Wwasetore a reasonable attempt to
balance the possible benefit of increased nurgingliay (and thus possibly managing
the moderate risk of harm to himself) against thieptial adverse effect of this (in the
form of potentially increasing the already higtkre harm to staff).
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This increase in concern about self harm was matriyl understood by nursing staff in
[the secure unit]. It is not clear from the clidia&cord what information was
conveyed regarding this question he had put tg#yehiatrist about harm to himself.
A statement to the Police made by the coordinatdh® afternoon shift of [the day
Mr A died] notes however that the afternoon staffrevtold [Mr A] was on routine
(15 minute) observations, was a high risk of asdaubtthers and that he was agitated.
The afternoon staff was not advised that he waslato himself.

Two other nurses present at that handover tolgditiee in their statements that they
did not recall being advised that [Mr A] was a riskhimself. Risk of assault to others
was however identified. One of these nurses di@ motring the shift that [Mr A]
made a comment about committing suicide when heogbof [the secure unit] and
notes that such statements are common in thatgespparently attributing this to the
prevalence of people with personality disorders.

These statements appear to reflect inadequatartissien of the heightened concern
regarding risk of self-harm. There was therefotesa opportunity to consider further
comments made by [Mr A] about self-harm in the eahif this increased concern
regarding risk, potentially therefore missing therppt to further review the level of
observation.

It may be that even with the information about teeised rating of an increased risk
of self harm, the level of observation may haveam®d the same as there was still
concern regarding more prominent features of [Ms]Aehaviour.

I am concerned however that this important inforamaabout the changed rating was
not known to nursing staff immediately responsilecare. This appears to represent
a failure of communication of important information

[Mr A] was being treated with sodium valproate, @apine and lorazepam during
this last admission. These were appropriate to doisdition at the time. The
medication was revised on [the day he died] follmyviassessment, with an
appropriate plan for incremental adjustment in #mipsychotic medication over
several days. Lorazepam was used, apparently ajgedp, in an effort to assist with
the level of agitation shown by [Mr A].

Overall, especially in the period of treatmenthe tommunity in 2001 and 2002, the
service was less assertive and less responsivdttbanld have been given the range
of services apparently available. The focus, onaetitous Disorder became the
prominent understanding of the presentation, seeamed to minimise the role of the
mental health service and to place responsibifyruprimary care and other agencies
to manage presenting problems.

This is probably consistent with the approach talkemany mental health services,
although this does not mean this is acceptabldipeac
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Generally speaking, public sector mental healtlvises are expected to provide
services for the three percent of the populatioth veerious and enduring mental
illness. Services are measured against accesststargeing expected to see a
percentage of the population of the districts thegve. This access target is broadly
based upon this three percent figure, although sathe negotiation of the target to fit
characteristics of each DHB and their population.

Although there is scope within service specificasi@nd service contracts for people
with other complex problems to be assessed antettday mental health services,
there has been some tendency for the absencesgthqtic illness or serious disorder
of mood to be regarded as not meeting criteriaefuiry to service. The focus in
general community mental health services has leéy to discharge people who are
not thought to have an ongoing major mental illndgswhich is more commonly
meant schizophrenia or other psychotic illnessek ranjor mood disorders. People
with disturbances of personality and behaviour,pdesthe clear difficulties in
responding to their presentations in a coherentneram any social service system,
tended to be rebuffed when referred. Considerabtek whas sometimes been
necessary to ensure sufficient rigour of approachtheir assessment and to the
consideration of other aetiological factors, anénsure these are not compromised by
the presence of these other diagnoses. For [MitAgems that being understood to
have a Factitious Disorder and/or other Person8lisorder, resulted in him being
seen as unable to access services for people evithus mental iliness.

[Dr D], in his letter of 30 October to the Deputpi@missioner, identifies that around
the time of his involvement in [Mr A’s] care theweas a shift in the organisational
philosophy regarding long-term patients who hachb&ably managed. He notes that
the level of involvement required from the servitad been low for a number of
years. Discharge, planned in a manner actively livg [Mr A], was therefore
thought to be appropriate.

This appears to have been reasonable at this tirB@02, given the apparent level of
support required by [Mr A] and his reasonable psgdgial function. However, once
[Mr A] began presenting with more frequent crisisntacts, the arrangement for
ongoing care primarily through the GP should hagenbreviewed, especially as the
possible diagnosis of Factitious Disorder becomesrpoominent.

These are complex presentations, difficult to managen within specialist mental

health services and requiring a high level of comization and coordination between

specialist services and primary care and emergéepgrtments — and perhaps even
other agencies. To expect this complexity to beagad within primary care alone is

often unreasonable and unrealistic.

However, even though this reluctance to respond Imaag been common with other
mental health services at this time and perhapsoime degree even now, the
particular reluctance of PES and the South Seetmtto respond to multiple requests
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for assistance through 2003 does seem especiakingtand clearly insufficient. It
would have been appropriate, at the very leashatee convened a case conference
involving the various agencies involved in intemeritt contact with [Mr A], to
develop a coordinated approach to his increasieggntations.

There is some evidence that once [Mr A] was aduhitte hospital there was joint
review of his presentation and of plans for ongaarg.

In the final admission to hospital in January 20@é&sonable consideration was given
to the pharmacologic treatment. There was condideraf concerns regarding risk,
but there seems to have been incomplete transmiss$ithe increased concern to the
staff in [the secure unit] at the time of his tri@ns

What standards apply?

There are a number of standards that are relewatiiet care provided to [Mr A].
These include the specific guidelines and policieSanterbury District Health Board
itself as well as the standards more generally iegipe to other mental health
services, as well as more generally to health asabdity services as a whole. These
include National Mental Health Service Standardarious Ministry of Health
guidelines, the Mental Health (Compulsory Assesgmaed Treatment) Act and the
Health Information Privacy Code of Practice.

| shall identify these more specifically in the hegction of this report.
Were the standards complied with?
Family involvement

A policy titled “Family, Whanau and Carer Involvemién Mental Health Services”
sets out provisions with the stated purpose of mmguhat family, whanau and
significant others are consulted and involved mpkanning, provision and evaluation
of mental health services, as well as to meetefairements of current legislation.

This policy specifically refers to and is broadlycempassing of standards established
by the Mental Health (Compulsory Assessment andatiirent) Act; the Health
Information Privacy Code, the Code of Health andability Services Consumers’
Rights, and the National Mental Health Sector SaathdAdditionally other relevant
guidelines such as the Guidance Notes for involvamgilies, developed by the Royal
Australian and New Zealand College of Psychiatriate also identified as reference
documentation.

As the DHB’s own policy is compatible with and engmasses these other standards
and guidelines, | shall focus just on the DHB pplit this section of the report except
where there appears to be some variation from thbse documents.
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The orientation of the DHB policy is weighted toweahe appropriate provision of

information to a family, or other carers, ratheartralso on the value of information
from such people in contributing to an understagdiha complex presentation. This
appears to be the one area where there is perbaps difference in the weighting

given to this aspect of practice, the policy unelephasising the added benefit of
such contribution from families.

The policy contains provisions for managing circtanses in which a consumer is
reluctant to allow family involvement in care. TbBeprovisions seem appropriate.
There is evidence that [Mr A] was reluctant to hatdeast some members of his
family involved in discussion about his care arehtment. The policy suggests that
staff must give consideration to the part thatedis may play in the attitude of the
consumer when refusing involvement of family inecar

| do not feel that this standard was achievedeastl with respect to family. There is
no evidence that [Mr A’s] concerns regarding pdstse within the family, which
could at least in part have contributed to somactahce to involve them fully in
discussion, was fully considered by the clinicalints. There is no evidence that in the
contact that did take place this important concefrich seemed to contribute to some
elements of the risk that [Mr A] presented andlaunderstanding of which may have
helped diagnostically and from a developmental gemtve, was explored with the
members of the family who were in contact with ttiaical team. There is no
evidence that efforts were made in the period f&001 to 2004 to systematically
explore with family aspects of [Mr A’s] developmeand history that may have
helped understand his complex presentation. Evethenabsence of willingness of
[Mr A] to allow such contact, the standard setloy DHB’s own policy, that staff will
actively encourage the consumer to involve such pegple, does not — by the
evidence available in the records | have seen -m sedave been achieved.

There is some evidence of involving friends witltcalmented reports of concerns of
friends about [Mr A’s] presentation and changebigstate over time. These contacts
largely appear to have been in the form of recgiverpressions of concern. There is
less evidence of the service inviting these friemds seemed more acceptable to [Mr
A] with regard to contact with the service, to papate in planning of ongoing
support and responses to crises.

Family did make contact, but were otherwise natatt engaged in discussion by the
service, except at times when there was some perteisk of harm. That contact in
these circumstances of concern did seem to be py@i® and in accord with the

policy.
Risk assessment and management

The policy documents supplied within the bundlelotuments include a Canterbury
DHB Mental Health Service Clinical Risk Assessmamtl Management Policy, dated
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as issued in June 2001. A review date of June 20@@entified on this document
although | have not been supplied with any revidedument current at the time of
[Mr A’s] death in 2004.

This policy specifically refers to and is broadlycempassing of standards established
by the Mental Health (Compulsory Assessment andatiirent) Act; Ministry of
Health Guidelines for Reducing Violence in Mentagadith Services; Ministry of
Health Guidelines on the Management of SuicidaleRtd; Guidelines for Clinical
Risk Assessment and Management within Mental He&éhvices; and the Health
Information Privacy Code.

As above, the DHB’s own policy is compatible withdaencompasses these other
standards and guidelines.

There is some evidence of formal assessment gfatdkast in the periods when [Mr
A] was admitted to hospital. In addition, considiena of what restrictions should be
placed upon [Mr A] while an inpatient, with partiaureference to leave and levels of
observation, is evident within the records andectfi some consideration in an
ongoing manner of the risks associated with hisgr&tion.

Additionally, within the ongoing progress notes rthes reference both within the
community and inpatient services to intermittenhsideration of ideas of harm by
[Mr A] to himself and to other people. As | havetea however in the summary of
events in the course of care, at times this atiari these ideas appears somewhat
cursory, at least as evident in the documentatioth, little elaboration of the details
of exploration of ideas.

In addition to ideas of actual physical harm to $@thor to others through intentional
acts by [Mr A], there is some reference to othskgisuch as financial hardship and
neglect of or damage to his physical surroundiiiti@re appears to be little ongoing
attention to management of these aspects of hidsnkeewever, nor is there clear
evidence of consideration of what was contributittg these aspects of his
presentation.

This policy refers to the requirement that risk suamnies “will be documented in the
clinical progress notes/appropriate forms”. Thipegrs to suggest that either option is
suitable, although may also indicate that docuntemtan the progress notes and
template form is required. Assuming the former hesve there appears to be
reasonable adherence to this standard with respeitte ongoing identification of
issues of risk, and to brief documentation of tHidhave commented elsewhere
however on the issues of the care provided andhtpécations of that with regard to
overall management of risk.

Of some concern is the comment made by the nurieeddfternoon shift of [the day
Mr A died], in her statement to police. The obsé&obrg in respect of comments by
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patients about intentions of committing suicidgtttsuch comments are common in
the secure unit, which has a large number of atia§/personality disorder patients”,
seems to imply — in the context in which this reknigrrecorded — that no response
is required to such commonplace remarks. Apparehdyremark by [Mr A] did not
result in any change in behaviour of the nursiraffstt is not clear whether this
observation represents a view that because sucarkenare made by people with
personality disorders, they need not be taken ws&gio This would be highly
inappropriate, given the significant associationween self-harm and personality
disorder, where careful consideration must be giteethreats of self-harm and the
responses to such threats carefully planned.

Levels of Observation

Canterbury DHB Mental Health Services procedurevéle of Observation and

Specialling” identifies the clinical indications rfancreasing and/or decreasing the
level of observation and clarifies the processesutiorisation of this, with the aim of

ensuring the safe clinical management of a patient.

| note that in the statement of the coordinatothef afternoon shift of 8 January, this
nurse states that admission risk of suicide wooldnally be carried out without input

from nursing staff. This nurse refers several tineshe assessment of risk taking
place at admission. There seems to be little ratognof the need for risk to be

reviewed at critical times during the course ofecasuch as when transfer to a
different level of care occurs. This nurse lateatest that “nursing staff did not

consider there was any need to increase ... levebsérvation from routine ... as

there had been no request from a doctor to doatétthat simply transferring ... his

level of observation was increased to the routfeninute observations from a lesser
observation time on [the acute unit]”. This statam#hat implies responsibility for

changes in level of observation rests with medstaff is not congruent with the

DHB'’s own procedure and policy statements on thasten.

Communication and coordination of care

Standards of good practice in respect of thesectspé care are not well defined. In
general however it would be expected that thesmise form of communication with
the General Practitioner that assists the GP inerstanding the diagnostic
formulation and the treatment plan. There is ewidenf some communication of this
nature with the GP.

[Dr C], in his letter of 9 November 2007 to the DgpCommissioner, identifies that
Factitious Disorder is a notoriously difficult diagsis to confirm. That is certainly
correct. It requires careful consideration of theespntation, often requiring
corroboration from a variety of other sources dbimation. It is also a disorder that
requires careful planning and coordination of meait across the range of services
with which a person may have contact so that eaay Ibe clear about their part in
responding to the various ways in which the patieay present to them.

62 H)'( 8 January 2009

Names have been removed (except Hillmorton Ho#paaterbury DHB) to protect privacy.
Identifying letters are assigned in alphabeticatier and bear no relationship to the person’s actual
name.



Opinion 07HDC16607

| do not think there is good evidence of this aarebmmunication and coordination
with regard to [Mr A].

The records in some places identify that furthecassion was planned, for example
in February 2001 when a nurse was concerned albetrence to medication and re-
emergence of symptoms, but there is no recordeofutiher discussion. It may be that
this did not occur, or is documented elsewhereinfilar gap is evident in respect of

[Mr A] requesting a change of case manager in 28@t.another element appears to
be missing, when in February 2002 following missgapointments, the registrar

planned to discuss this with the team. There isl@ar record of that discussion.

Of more concern is the apparent failure of commatioen in [Mr A’s] final
admission, when information about the increasedceon of self-harm was not
conveyed to or understood by the afternoon staff.

Were [Dr C’s] actions especially with respect to amending the record and writing
to the GP appropriate?

[Dr C] in his letter of 9 November 2007 to the DgpwHealth and Disability
Commissioner has provided justification for thigde It seems clear that [Dr C] was
acting in [Dr D’s] absence and was attempting tovigte a service for [Mr A] with
regard to his seeking a Heavy Traffic Licence. Gitleat [Dr C] had had substantial
contact with [Mr A] in the past and that he was aeptly standing in for [Dr D] in
that psychiatrist's absence, it was reasonablgiforto respond to this request.

[Dr C] in his file entry did note his view of theaginosis, but did add that that had not
been the view generally taken by the mental hesdthiices. His file note outlines the
justification for his view and sets out the unuseacumstances facing him in
confirming that view at that time.

[Dr C’s] actions as outlined in his letter to theefity Commissioner appear
reasonable. There is evidence of longstanding comtetween [Mr A] and mental
health services, including [Dr C], with aspectsis presentation that did not readily
fit clear diagnostic profiles. [Dr C] was in a ptosin to reach a view about diagnosis
and so it was reasonable for him to identify hisi\@menclusions regarding that.

Appropriateness of [Dr D’s] care in discharge in 202.

[Dr D], in his letter of 30 October 2007 to the Diyp Commissioner identifies that
care was given to the discharge planning process.réports that there was
communication verbally and in writing with the GFhere is some evidence of this in
the records.

It would not be unreasonable for someone with dyfatable presentation, even of a
psychotic illness, to be discharged to a GenerattRioner. This would generally
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require communication with the GP about the ongdiegtment and how it should be
reviewed, possibly with an indication of what fea®l might be evidence of
emergence of deterioration, the circumstances iiclwthat might occur and what to
do should that happen. Although not all these Betae evident in the communication
from [Dr D], there is evidence of some aspects iangrobably reasonable given the
indication of ongoing availability of the servicerfadvice and further consultation if
required.

Appropriateness of care in 2003 including whetherhe diagnosis of factitious
disorder had any negative impact.

[Dr D], in his letter of 30 October 2007 to the Dp Commissioner, comments that
the diagnosis of schizoaffective disorder was nestenged to that of Factitious
Disorder.

| am not sure that that statement is supportethégvidence available to me.

In his progress note of late October 2001 [Dr [ diate that the official diagnosis
was schizoaffective disorder. Late in 2002 howendhris letter to a GP summarising
his assessment of 24 September, [Dr D] notes tipeession is that [Mr A] most
likely had Factitious Disorder. In March 2003 adviwvas given to the GP that [Mr
A’s] presentation was most likely factitious. On April 2003 a provisional diagnosis
of Factitious Disorder was identified in a Firsttide of Assessment. A letter written
by a house-officer to a GP on 21 April 2003 notext & final diagnosis of Factitious
Disorder had been reached by the Psychiatric SEgvithis diagnosis also appears in
the summary of the admission from 21 April to 14iRR003. This summary signed
by a House-Surgeon and Consultant identifies andisig of Factitious Disorder and
Dependant Personality. In May 2003 the PES psyustiat a referral to South Sector
team noted that current diagnosis appears to bétibas Disorder. In an email
message in May, [Dr D] noted that the PES psydktafigreed with the factitious
presentation.

There is evidence that this diagnosis had an imppoh treatment. In the progress
note of late October 2001 in which [Dr D] statedttlthe official diagnosis was
schizoaffective disorder, he also stated that rimeat was being based upon a
diagnosis of Factitious Disorder.

It does appear that the diagnosis of Factitiou®idiesr had an impact following that
time, as the level of assertiveness following missppointments and the rigour
shown in ensuring adherence to medication was osistent with a diagnosis of a
chronic mental iliness that had been shown to halapses following cessation of
medication. An effect of this diagnosis was ceftaievident by 2003. There was
question about the nature of some seizures in Ma@f¥8, with some reference to
these possibly being related to Factitious Disor@ikere is no evidence that there was
follow-up of the outcome of the referral to the Kaagy Service, nor of
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consideration that the seizures may have beeredetat recent cessation of sodium
valproate.

There were several efforts to refer [Mr A] backibhe South Sector community team
that were declined, apparently on the basis of Mimot having a major mental
illness. There were several occasions of only & ligrited response from the PES.
On at least one occasion this was explicitly idedi as being because he was
understood to have a Factitious Disorder.

In May PES told ambulance services that [Mr A] “wast primarily a psy [sic]
problem”, and told the Police they would not bealved with [Mr A].

| have already commented above in more detail emattequacy of the care through
2003. It does seem that this pattern of limiteghoesiveness was based upon the view
that [Mr A] had a Factitious Disorder.

Whilst treatment with an antipsychotic agent andhwa mood stabilizer did
apparently continue at least through a large péarths period, the pattern of
responsiveness of services particularly in 2003nseto have been based upon the
view that [Mr A] had a Factitious Disorder.

Communication with the family

There is little evidence in the period through 2081 September 2003 of
communication that would have facilitated an un@dermding of the longer-term
presentation of [Mr A]. | understand however thdt [A] was unwilling for family to
be involved in his care and there is some evidesfceeluctance for them to be
contacted. This limited the opportunity for coliect of information that may have
helped with the diagnostic formulation.

Some contact did take place prior to and duringatisission in September 2003.
There was some exploration at that time of priatdees of [Mr A’s] presentation,
which may have contributed to the revision of diagja at that time.

| have commented already on other aspects of conaation with the family.
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Was care in the admission in 2004 appropriate?

I have commented on this question elsewhere inrépsrt. | note that the Serious
Event Review Report identifies some difficultiesresexperienced during the attempt
to resuscitate [Mr A], due to problems with equiprné have little detail of this and

can not comment on this aspect of care other thamote the review findings and

what seems to be appropriate recommendations liagatds aspect of care.

Summary

[Mr A] appears to have been someone who presemi®@ sliagnostic challenges. In
such circumstances, ongoing attention needs taioketp the range of possible causes
of the features being presented, and foreclosingcanrclusions where apparently
confusing and perhaps contradictory elements isardams. It is helpful for all
elements of the history and examination to be odlyednd objectively considered.

Overall, there are in my view deficiencies evidenthe care provided to [Mr A].
Each of these would in my view be regarded witlfieditig degrees of disapproval by
peers.

In my view, there are examples of a number of deffie staff making conclusions that
did not fully reconcile with the observations thegcorded. The critical analysis
necessary in a specialist service faced with andistic difficulty and with some
complexities in management is not uniformly eviddritis may however be reflective
of the range of experience available within theviserand as a result may be viewed
by peers with mild disapproval. It is nonethelessimportant matter to consider in
improving quality of specialist services.

In general, while perhaps lacking in assertivenei$is regard to strategies to assist
adherence to medication and to engage in followeape through 2001 and 2002 was
otherwise of a satisfactory standard. There isewd of some careful review by [Dr
D] and [Dr C], both of whom appear to have triediiake sense of the sometimes
apparently contradictory and atypical elementdvbfA’s] presentation.

It appears however that gradually these atypi@hehts, rather than being seen as or
carefully explored as possible unusual presentatadra chronic illness and that were
perhaps influenced by aspects of [Mr A’s] chargatame to be seen as indicative of
Factitious Disorder. There was no clear statemeailable to the range of staff with
whom [Mr A] came in to contact as to how these mmeena might be explored or
understood, and what started as a reasonable pléor gischarge with GP care but
with psychiatric review when crises arose — appéarnsave become understood as
the psychiatric service having little to offer lretpresence of a Factitious Disorder.

Good practice, in the face of multiple presentaitmdifferent agencies, would have
been to convene discussions of various agencigsuvelop a coordinated plan of care
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that could be widely available to guide servicgpmese. Failure to develop such plan
would in my view be regarded by peers with modeisapproval, although this
would have been more pronounced had this pattemtinced and had [Mr A] not
been admitted in September 2003.

Finally, in [Mr A’s] admission in 2004, there is idence of some failure of
communication of the higher level of concern of darm. Whilst this did not clearly
result in failure to change the level of observatmd perhaps therefore have limited
[Mr A’s] opportunity to harm himself, because otthther factors that were weighed
up in reaching decisions about nursing care attitm, this was an important piece of
information that should have been known by staffolmed in ongoing care.
Inadequate communication or understanding of sofciimation would in my view be
regarded by peers with severe disapproval.
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Appendix C — Advice to Police from psychiatrist DrAllen Fraser
[Comment on care in 2001/2002]

For almost five years, [Mr A] had remained not oaiyt of hospital, he also had very
few crisis contacts with mental health serviceslebd, there were two years (2000,
and November 2001 to October 2002) when he sawnecaad was (as far as can be
seen) adherent with medication. Given the smalluarhof staff input over this time,
medication seems most likely to explain his remrmajnivell, especially as he did make
contact a number of times when he had missed sorak of his medication only to
restart it after identifying signs of early relapse

[Dr D’s] discharge letter is unfortunate in thisntext in that it gives a strong message
that the medication was unnecessary, and he dafedtively that the opinion of the
services was that his presentation was factitious.

Despite this view apparently being held by staffhiea services, [Mr A’'s] management
through this period of time was appropriate, irt thadication was continued, he was
seen whenever he had acute concerns, and he wasalto establish a degree of
independence for himself. It would have been idealhim to have been seen by a
doctor rather more often than once a year, given rtiedications he was being
prescribed. If the view of the service was thatelld be more likely to get that in

primary care, discharge to a GP was appropriate.

[Comment on care in 2003]

The quality of assessments in April 2003 (both kefand during the admission)

appears to have been quite competent; there waslequate amount of information

gathered and during the admission staff spoke iglsister and the information she

gave is included in the notes. However, the commhssreached and the absence of
treatment was below acceptable standards, in nmjapi

Only following the first admission (which had ladtgust five days) had there

previously been a diagnosis, after an admissainFactitious Disorder. (After the

third admission no discharge diagnosis was recoyddter all the other admissions,

a diagnosis of either schizoaffective disorder cnizophrenia was made. | would

have expected this information to have been availand to have been considered
during the formulation process.

Furthermore, the prolonged period of wellness, gl crisis contacts, since his last
discharge was while he was apparently mostly adbemgh sodium valproate and
risperidone. Again, this information does not appgeahave formed any part of the
process of understanding his presentation in A2U3.
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Regardless of the diagnosis, this information gjlypsuggested that maintaining [Mr
A] on moderate doses of sodium valproate and ridpee long term was associated
with wellness, functioning in the community, andaice of contacts with services. In
the light of the relatively sudden recurrence aitects and loss of function, restarting
the same medication would have been an appropnigierention.

[Mr A’s] care in the community after his precipgatischarge in April 2003 was
inadequate. Some of the assessments conductedoivbigh standard. However, |
believe that staff failed to appropriately evalutite clinical presentation in the light
of information available (or potentially availabli&) the notes of past admissions. In
consequence the changes in level of functioningaltered mood state, the presence
of psychotic symptoms, and the resurfacing of pgakand actual violence, were not
regarded as evidence for the relapse of a majahpsig iliness.

Beginning with [Dr E’s] assessment on 27 August 20there was a significant

change in the evaluation of [Mr A’s] presentatioasd during this admission he was
appropriately diagnosed and treated. My only qoastrould be as to why he was not
put back onto the risperidone which had been thig tie took along with valproate
for so long with such good response. The use afzalgine initially (possibly more

sedative and calming than risperidone) was notgr@gpiate.

However, as his relapse was associated with noaradbe with the medication rather
than loss of efficacy, return to what had been lkeffective and acceptable to the
patient would have been more appropriate.

[Comment on care following Mr A’s discharge in Octdoer 2003]

[Mr A’s] community care again leaves some causectorcern. | have suggested that
the olanzapine should have been changed to risperidbefore discharge. That
became more indicated when he complained of exaessedation. It became
imperative when he reported that he had stoppedgake medication, and there
were some indicators of early instability recorded.

It was then totally unacceptable (with [Mr A] beirgubject at the time to a

compulsory community treatment order) that no actias apparently taken when he
missed appointments with [Dr D] and [a psychiatmase]. The next opportunity to

prevent relapse was again not taken, when he wearlylagitated and voicing

paranoid ideas, yet was sent away with an appointrioe two weeks later and an
arrangement to be made for olanazapine to be fvedcat a lower dose.

His care during this period of outpatient follow-was below acceptable standards for
a patient subject to compulsory status as a resulviolence occurring while
psychotic, and who was openly non adherent witlpaythotic medication.
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| consider that there was also insufficient rectgniof the importance, and severity,
of his depressive symptomatology at the time of iadimn. As indicated above, the
notes record significant depression (treated wittidapressants) during admission 2
after the manic episode had resolved, causing atmi%, and after admission 6. He
complained of depression after admission 7 alsbdiglinot receive an antidepressant
that time.

Although he may have appeared to be becoming marecnduring this admission, a
central feature of the affect in Bipolar Disordeits instability during mood episodes.
Nevertheless, intervention was appropriate. He wassferred to ICU for closer

observation. In the sort of state he was in thgt datidepressants would not have
been indicated, nor likely to have made any difieee

| do have some concern about medication, howewehat he received seven doses of
lorazepam during this admission (three on thedag}, and just five evening doses of
5 mg olanzapine. Even when the decision was matiansfer him to intensive care,
and indeed increase his antipsychotic, no additisedation with an antipsychotic
was offered during the day.

View on whether the diagnosis of factitious disordewould have, or did have, an
effect on [Mr A’s] care and treatment.

There is little doubt that the diagnosis of faotis disorder had considerable influence
on the way in which [Mr A] was assessed by staffttipularly in the community
teams.

The initial questioning of this as a possible dizgjs is easy to dismiss in retrospect.
At the time, and with apparent rapid resolutionlioiess without medication, it was

not unreasonable to have an open mind about whetheot he had a psychotic

illness. There were some indicators of why he mighte produced factitious

symptoms.

The fact that he was treated for his first psyahdtness in [City 2] rather than
Christchurch (and as a private outpatient), medat tat the time of his next
presentation the staff probably had no knowledgdeifveen his discharge with a
diagnosis of factious disorder and a presentatioere/he left “when challenged”.

However, the admission which followed that presemaby just less than two months
was notable for the careful evaluation by [City 8yghiatrist], the sending of
information to Christchurch from [a private psydhigt], a psychological assessment
suggesting a manic psychotic disorder, a goodazimesponse to standard antimanic
treatment, a post manic depressive swing, and a @iilmgnosis of schizoaffective
disorder.
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I would also like to comment further on the psyduyit's evaluation. He performed
an MMPI (Minnesota Multiphasic Personality InveryjorThis is a well established
test, which despite some criticisms does have yaiwgoortant aspect. This is that the
test very accurately detects when a patient isnégkgood or bad. The psychologist
stated that the test was valid meaning that thexe mo evidence of fabrication of
symptoms. This was reported on 30 January 1992.

Nevertheless, from later in that year there areatgr examples of staff interpreting
his presentation as being factitious. These apypehave occurred primarily when he
was seen in a community setting.

On 10 September 1992 [Dr C] wrote that he had Beleiped by “manufacturet
symptoms. During his third admission in March 1983ff made no diagnosis and did
record the past diagnosis of factitious disordeavétheless in both these situations,
[Mr A] was offered appropriate medication.

The admission of March 1993 is notable for not en¢ea definitive diagnostic
statement. Both schizoaffective disorder and facts disorder were mentioned as
past diagnoses. Treatment was as if for schizophresuggesting that care and
treatment was not influenced unduly by the pagjrtbais of factitious disorder.

On 20 November 1993, [a Nurse] recorded that stendt explore his symptoms,
which were psychotic in nature, because sispicion of Factitious DisordérNot
only did he not receive intervention at this posix, days later he assaulted a preacher,
was arrested and spent time in the forensic inpatieit. | consider this indicates that
on this occasion the diagnosis of factitious disordversely influenced clinical care
and treatment.

In July 1995 [Dr C] again raised the issue of Remis Disorder at a time of increased
symptoms and contact. Nevertheless, he recordedhthgpresumptive diagnosis was
schizophrenia and offered medication, which waslimed. On this occasion, the
diagnosis of Factitious Disorder appears to havwebeen the factor interfering with
treatment and possibly leading to admission threekw later; rather it was [Mr A’s]
refusal to accept medication.

[Dr C] was the central clinician in [Mr A’s] outgaht care through the last few
months of 1995 and early in 1996. Despite contigumraise the issue of Factitious
Disorder as the diagnosis, the medication providefMr A] was appropriate to his
presentations being a result of a psychotic disokf@aen [Dr C] and [a Nurse] visited
him at his home on 05 December 1996, there is ngtini the notes to suggest that the
decision to take no action was the result of amghother than that his clinical
presentation was better than it had been a few geggously, and therefore they
concluded that admission was unnecessary.
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The admission which then occurred in January 1@paiently resulted in a decision
to offer a mood stabiliser (sodium valproate). Bvadence for that was that [Dr C]

recorded that he was given that information theaftgr discharge, by the patient in a
clearly difficult interview. Perhaps because [Dr Clgarly believed that the real

diagnosis was Factitious Disorder, he instead appwahave acceded to [Mr A’s]

requests for symptom relief with particular medimas.

This approach does appear to have been relativelgessful in helping [Mr A] to
continue with an antipsychotic drug (pimozide) tighout most of 1997. In
December 1997, [Dr C] again recorded his belief ¢haignificant aspect of [Mr A’s]
presentation was “staged for effect”.

Although he did continue the antipsychotic at esoeable dose, | have concerns that
the subsequent follow up to ensure treatment adberand prevent deterioration, was
not more assertive is possible that a belief thatdiagnosis was Factitious Disorder
had a negative influence on care and treatmendyibgl effective treatment with a
possibly avoidable admission following.

The admission which did occur in January and Felrat 1998, was the first time

since 1992 that [Mr A] received a definitive diagi® and management for
schizoaffective disorder. In that sense, and becthes next four to five years were a
stable time for [Mr A], the admission was actudigneficial.

Through the remainder of 1998, 1999, 2000 and itts¢ $ix months of 2001, the
diagnosis of schizoaffective disorder appears teeh#een accepted by staff, and his
care was provided within the framework of that diegjs. In July 2001, [Dr C] again
saw [Mr A] (in [Dr D’s] absence). This was for assassment in support of an
application for a driving licence, not becauserf mstability of illness.

[Dr C] wrote a correction on a summary written imyWwR001 by [Dr D], in which [Dr
D] had asserted that [Dr C] had believed [Mr A]have Bipolar Disorder. [Dr C],
correctly, noted that he believed the diagnosiseté-actitious Disorder.

He also sent a letter to [Mr A’s] GP in which hatsetd that he had long been of the
opinion that the diagnosis was Factitious Disordemen though that was not the
generally held view. It is unclear to me why [Dr, @ho was not at that time involved

in [Mr A’s] care, felt it necessary to make thiateiment, which effectively challenged

a diagnosis that over the preceding three yearsfiaaned treatment which appeared
to be effectively preventing both crisis calls atbnissions.

The diagnosis of Factitious Disorder subsequergjyears to have gained increasing
prominence in decision making. Thus, in apparestifjgpation for not assertively
following up non attendance at an outpatient apgpueémt shortly after a (reported by
[Mr A]) brief relapse off medication, [Dr D] wrotthat he was being treateds' for
factitious disordet.
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Despite that, [Mr A] was provided with regular preptions by mental health
services, even though he kept no appointments Morember 2001 until September
2002. It would seem that he was functioning well.September or October 2002 a
decision was made to discharge him to the caraesoGPR, and given that in his letter
of discharge [Dr D] referred to the probability theMr A] had a ‘factitious
presentatiofy this diagnosis appears to have been an impoasmect of the decision
making.

| think that a very good case could he made foreetipg that [Mr A] could receive
good care for a schizoaffective disorder from a @$hecially when he had been
mostly stable for more than four years. However, 3] letter made the transfer less
likely to be successfully managed by his mentiofaofitious.

| also have concerns about the abruptness of #msfer and that there was not any
encouragement to the GP to refer back if there maas adherence with treatment
and/or appointments (only for recurrence of symprii these aspects of the transfer
were on the basis the diagnosis, | believe that was a further instance where the
diagnosis had a distinctly negative outcome omtiadity of care he received.

When [Mr A] presented again in crisis in early 20@3e diagnosis of Factitious
Disorder appears to have been extremely influentmalthe assessments and
interventions (or lack of interventions), until Bts assessment in August 2003. Clear
records were made on a number of occasions of psgcsymptoms, which were (it
would seem) repeatedly discounted as real symptontke basis of the diagnosis of
Factitious Disorder.

This delayed unnecessarily the reinstitution of ivegtbn (sodium valproate and
risperidone) which had been associated with alrfiestyears of not needing either
admission or crisis intervention. In my view, tHere, the diagnosis had a powerful
adverse effect on [Mr A’s] care and treatment dherfirst eight months of 2003.

The influence of the diagnosis unfortunately appear have continued during his
outpatient care after the admission in Septemb@B.28Ithough [Dr D’s] letter of
10 November 2003 (relating to his assessment of AMon 29 October 2003) notes
that he wasin a rather bad state”when admitted, it calls into question the diagaosi
made in the discharge summary; Bipolar Disorderni®ld&pisode with Psychosis.
Instead, [Dr D] emphasised the presence of pergprtisorder and asserted that he
was “suffering as a result of the long term associatimith the Mental Health
Service”.

This belief may have resulted in the apparent Gfckction when [Mr A] told them of
his non adherence with medication, and then faibekleep two appointments. If so,
then once again the diagnosis of Factitious Digordas adversely affecting the
standard of care he received.
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View on the standard of care and treatment [Mr A] received.

I have commented on this in a number of placebkigreport so far. It would probably
aid in clarity if I make further and more speciéi@mments here.

The standard of care and treatment provided toAMduring his second admission,
from October 1991 to February 1992, was (in my Yiewcellent. The assessments
undertaken included psychiatric and psychologiddie notes indicate that the
[inpatient psychiatrist most involved] was awardgMf A’s] “difficult” presentation,
and the questions which had previously been rabedt personality issues. His letter
of 11 December 1991 is a sound formulation of tiseohy and findings. Furthermore,
an earnest effort was made to provide rehabilmatafter the passage of the acute
phase of his illness.

Although subsequent care occurred in the apparentext of a rejection of [the

psychiatrist’s] diagnosis, it would seem that thedmation prescribed was a not
unreasonable approach to have taken. There is,veow@o indication of any attempt
to provide [Mr A] with either the psychoeducatioramanted by a diagnosis of
Schizoaffective Disorder, or the psychotherapy/selling justified by a diagnosis of
Factitious Disorder. | acknowledge that he may \weile declined such treatments.

The quality of the assessments and interventiomedeved, or (more accurately) did
not receive, in the latter half of 1993 was inaggquDespite indications in the notes
that staff were observing psychotic phenomena,sassent was coloured by, and
treatment approach driven by, the belief that he &aFactitious Disorder. It was

fortunate that his assault on a preacher in Catih&tyuare was relatively minor.

The assessment and treatment he received duringetie he was under the care of
the forensic psychiatry service was sound. Fromciirecal records, | would have
expected that rather more weight would have beesngio the affective component in
his illness (particularly in the light of the diaggis and management in late 1991),
rather than diagnosing and treating for schizopghrevevertheless, it is likely that the
reason he seemed to remain well for the rest o#d 188 well into 1995 was the
presence of consistent doses of medication throlugluse of a long acting injection
of an antipsychotic.

In June and July 1995 his developing acute relapas not fully appreciated;
however, medication was offered and was declinad.tli@ basis that a discharge
diagnosis of schizophrenia was made following theefb admission from
30 July 1995, and the evidence that he did notemteacutely while on haloperidol
decanoate injections, prescribing the same oralgagdn which he had only a month
previously declined to take, appears a risky apgroa

However, he does appear to have managed to rembkitively well and out of
hospital for about 18 months. Throughout this tirfle; C] was most often the
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psychiatrist involved, and he generally prescribatipsychotics. Additionally, he did
occasionally prescribe antidepressants. Althoughrdmained convinced of the
incorrectness of a diagnosis of either schizoplarenian affective disorder, he treated
[Mr A] pharmacologically as for a schizoaffectivisarder in a conventional manner.

[Mr A] presented again for admission in January7.99would appear both from the
discharge diagnosis and the comment by [Dr C] theafter discharge about sodium
valproate having been recommended, that a reviewast information had been
undertaken in addition to the clinical assessmedtteeatment of current presentation.

If that were so, then | would have expected gooactme to have included the
prescription of a mood stabiliser while he wasl stil inpatient. No real change of
approach was made during this admission. [Dr Cadg nndicates that there had been
no discussion with him as the subsequent clinicgsmponsible for [Mr A’s] care. He
had only the patient's statement, and a claimedsoreafor valproate being
recommended was to treat his anxiety, which wasptteent’s main concern. This
was a poor quality transfer of care from one pathe service to another.

Over the next year he continued to be regardecgasdn a Factitious Disorder by the
treating community psychiatrist (? and team), aadrbated with antipsychotics as for
a diagnosis of schizophrenia. Eventually, as irvipes years, he became fully non
adherent and was readmitted in January 1998.

This admission was notable for the making of ardifie diagnosis of Schizoaffective

Disorder, and consequent prescription of sodiunprealte (a mood stabiliser) along
with an antipsychotic (risperidone). The next périaf time was the most stable
period for him. He was prescribed these medicatmmsa consistent and persistent
basis for the next almost five years. Although [Cjrhas indicated that prescriptions
were not being picked up, the duration of medicasopply and the frequency of

prescriptions was consistent with more or less attoe.

During this time he had (from what I could gathenly one episode of instability
which was associated with having stopped his méditarestarting spontaneously
when he realised what was happening. There isiaddily the information included

by [Dr D] in his letter in early 2001 which suggestomewhat low level chronic
ongoing psychotic symptoms. Nevertheless, he ws @bmanage without acute
presentations to services for assistance or admissi

[Mr A] was not particularly co-operative with stafind frequently appears to have
made it very clear what he would and would not ptoe the way of treatment. His
not keeping appointments over a protracted persodonsistent with that. This is
likely to explain the purely pharmacological apmio#o his care.

| have previously made comment on the discharge feecondary care to primary
care in September 2002. A well planned and graaasition may have increased the
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possibility of success. The apparently abrupt feansas associated with a statement
in the discharge letter that he was being treated fFactitious Disorder. This would
give a clear indication to any doctor taking oves tare that [Mr A] did not really
need the medication he was being prescribed.

The standard care provided in this process waswbéhe standard | would have
expected. The fact that [Dr D] wrote to a practiather than to a specific clinician,
strongly suggests that there had been at moskelintidison with the doctor to whom
[Mr A] was being referred.

This was a man who had a twelve year history okiwdtg treatment from the
services, and during those years he had had eiyhissions, and many emergency
contacts. He had twice been admitted after asegudttmeone, and one of those times
resulted in a forensic admission. Although he heghlrelatively loosely engaged with
mental health services over the preceding yeargthere indicators of medication
adherence, something which had previously beenjarnsaue.

Transfer of such a patient required careful plagrand full involvement of patient
and receiving doctor. Not only was that apparentigimal, the referral letter served
to confuse giving an “official” diagnosis and whhey were treating him for. (In fact,
the treatment using an antipsychotic and a mookilisier was appropriate for the
official rather than the putative diagnosis.) Ilfistaccepted that it was necessary to
convey this information, the complexity was suclattta meeting and careful
discussion was essential.

| consider that this diagnostic uncertainty indésata major system failure. The
diagnosis of Schizoaffective Disorder arose fropeeted inpatient assessments, and
could also be seen as being supported by his andelonger term response to
appropriate medication. The diagnosis of Factitibisorder, in contrast, appears to
have little to support it, led to no appropriateatment (psychotherapy rather than
medication), and to have been related as muchetditficult relationship [Mr A] had
with outpatient services and doctors.

With there being such diametrically opposed vieWdiagnosis (and in consequence,
management) a properly functioning system wouldehawnsured that there was
appropriate discussion between the disagreeingigirs, and a single message being
given to the GP. It is unclear if the system haal/ion for such an approach to have
occurred.

When [Mr A] presented again in early 2003, with gisytic symptoms following
cessation of medication, the quality of the card &eatment provided was below
acceptable standards. The assessments appearetbdev thorough (on the basis of
the information recorded), and it is the quality tife formulation and then
management decisions which | regard as substandétthugh | recognise that his
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manner in dealing with staff was never easy, amd Hariability in symptoms was
often observed, the lesson of the previous fivesyaas ignored.

The absence of care over the period from dischargApril 2003 and [Dr E’s]
assessment in August 2003 was below an acceptialdasd of practice. On at least
one occasion, evidence of serious psychosis wapletety ignored in favour of the
diagnosis of factitious disorder. Repeated phoriks cgeking assistance appear to
have resulted in almost all requests being declined

When he was admitted in September 2003, he wasoppgtely diagnosed and
treatment was acceptable in the cross section. ayecould find no stated reason
for not returning to the combination which he hadrfd so helpful for five years,

valproate and risperidone. There may have beest#digation for such a change; not
recording that justification is substandard practi€hanging for no clinically valid

reason, is also substandard.

When the olanzapine was associated with signifinamtanted effects, he should have
been changed to risperidone at that point in higpatient follow-up. When he

reported non adherence on the basis of these figletseappropriate intervention

would have been to follow him more closely, andiaga consider a change of
antipsychotic to that he had previously tolerated.

| believe that this was an unacceptably low stahadircare almost certainly arising
from the conception of his problems as not being &b be treated with medication
despite the past evidence to the contrary.

During his last admission, care and treatment wedatively unremarkable. My
comments about the use of olanzapine rather tispendone apply again, perhaps
even more so, given that he had been so unhappythéteffects of olanzapine that he
had stopped it.

His potential for dangerousness to others was lglsgen as of more concern than
was dangerousness to himself. It is easy in redasip identify the frequency with

which severe manic psychosis was followed relagivehortly afterwards by a

depressive state. The depressive state was neagyhstorward; his symptoms were
ambiguous and his presentation more uncooperatice cuerulous than simply

unhappy.

His transfer to the intensive care part of the s=cunit was a recognition of the need
for extra nursing observations. Later that same laywvas [left] unobserved. This
suggests a failure of systems for monitoring nemiadions to intensive care.
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View on the issue of equipment on the resuscitatianolley.

This was clearly identified by the inquiry as algesm and has been dealt with, |
believe. | would doubt that equipment failure hady asignificant effect on the
outcome in this case. It is inappropriate for medmment further on this at this time
well after the fact.

Suicide is a tragic outcome of mental illness, amah occur in even the best
circumstances. Psychiatrists, and other workersnémtal health services, may be
unable to prevent death by suicide despite thedsigtuality of care being provided.

A second important point is the importance of thectionality of the system. Good
people in a dysfunctional system achieve less they might, and a good system will
assist and develop the individuals working in iheTalmost complete disjunction
between inpatient staff and community based staff, the (apparent) under utilisation
of past records allowed the development of an iapawview of [Mr A’s] diagnosis
and a community view which were starkly different.

In conclusion, | wish to raise a caveat. An analyich as that | have undertaken is
inevitably retrospective. As such it suffers frohe ttwin faults of knowledge of the
outcome, and the propensity to explain that outcoméhe basis of particular aspects
of the case. All life, and in particular the reiakt of the care of the patients, is by
contrast lived without knowledge of the outcome.

Melvyn Bragg wrote that

Hindsight is the bane of history. It is corruptirmnd distorting and pays no
respect to the way life is really lived — forwardgenerally blindly, full of
accidents, fortunes and misfortunes, patternlessaiten adrift.

The challenge which comes from providing care peeson with a mental illness is to
try one’s best to avoid the accidents and misfasymand attempt to impose a pattern
onto the care and therefore the person’s life.roch of the time [Mr A] was under
care, there waa pattern to that care. In retrospect the chafhgattern, and then the
absence of any discernible pattern for a periodalebut nine months, appears
significant. That it resulted in a particular outw® cannot be presumed.
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