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EXECUTIVE SUMMARY OF INQUEST INTO THE DEATH OF CHAR MAINE
MARGARET DRAGUN

Reasons for Decision

INTRODUCTION

1 On 2 November 2007 Charmaine Dragun, a talentedsaocessful newsreader with the
Channel 10 Network, with seemingly everything teelifor, supported by a loving
partner Simon Struthers, family, friends and wookeagues, jumped to her death from

The Gap at Watson’s Bay in Sydney. Why?

2 We cannot be certain of the answer because it gossible to know exactly what
Charmaine was thinking at that moment. The bestwke can do is try to piece together
from the evidence available a reasonable and fllusarrative that might illuminate the
many forces that conspired to bring Charmaine & ¢hff edge and to take that fateful

step.

3 This Inquest has been assisted by three piecasd&ree in particular: the detailed notes
of Dr Belinda Khong, a psychologist whom Charmaives attending up to the date of
her death, the extensive diary notes that Charmaioee about what was happening to
her and how she was feeling and a mobile phonentessage sent to her partner Simon

moments before she jumped.

4 Normally, and perhaps sadly, most deaths like Chares do not go to Inquest.
Because the identity, the time date, place and eravirdeath of the deceased are known
there are usually no issues left for an Inquestettermine and so the necessity to hold
one is dispensed with. Further, details of thettd@ad the circumstances surrounding
the death are suppressed under the Coroners AQ Rfide Act”) to protect the
surviving family members unless a Coroner determihat it is in the public’s interest

or the family do not object.

5 In this case, however, Anthony Sklavos, a membéhefpublic who was at ‘The Gap’
and was watching Charmaine, apparently rehearsifgnip, called Triple O and spoke
with an operator who coordinated the police whoenggspatched to the scene.



Because police were called and were on their waynést Anthony Sklavos when

Charmaine ended her life, her death occurred irctluese of a police operation and by
virtue of sections 23 and 27 of the Coroners AA®2(‘the Act”) an Inquest must be

held.

In addition Charmaine’s family and partner believiedt Charmaine would have wanted
to assist others struggling with mental illness aodvanted her story to be told. In fact
prior to the Inquest they participated in a vidéadelevision program on Charmaine’s
life and death prepared by the ABCAsistralian Storyseries which brought to light
many of the issues considered in the Inquest.

ROLE OF CORONER
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My role as Coroner is to establish, if possible, ithentity, the date of death, the place of
death and the manner and cause of death. The Iféimdang will be recorded at the

Registry of Births, Deaths and Marriages

A Coronial Inquest is essentially an enquiry. Iinist a criminal or civil trial in which
two opposing parties engage in legal combat. hioisthe role of the Coroner to attribute
fault or make findings in relation to negligenceboeach of duty of care

Another important function of an inquest is the mgkof recommendations, which are
necessary or desirable in relation to any matteneoted with a death. In this way the
coronial proceedings can be forward looking, aintm@revent future deaths, rather than

allocating blame.

| say this not so much for the benefit of learnednsel, but more for the benefit of the
family and friends of Charmaine who may not alwagpreciate and understand the role

of a Coroner or the Coronial Inquest.

THE ISSUES FOR THE INQUEST
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Counsel assisting posed the key question for theest in these terms: Why is it that
Charmaine went to The Gap on that Friday afterraeh there took one step forward

instead of one step back from the cliff edge?
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According to statistics given in a television pramgr by Professor Patrick McGorry, a
psychiatrist who was this year awarded the honbudustralian of the Year, somebody
commits suicide roughly every four hours in thisictny. For every successful act there

are approximately 30 unsuccessful attempts.

Even if it is not possible to predict any particutaiicide, literature presented at the
inquest on the subject supports the view that thezeindicators that point to increased
risk of forming the intention to commit suicide. hrée of these indicators are

perfectionism, negative thinking and hopelessness.

The expert evidence supported this. As will bens€harmaine was known to have
perfectionist personality traits, she was besatdnative thinking especially during 2007
and in the months leading up to her death in Noweer@2b07 she perceived her situation

as being increasingly hopeless.

This understandably raises questions about whe@esrmaine’s treating health
professionals, if not her friends and family, oughhave foreseen the magnitude of the

suicide risk.

The inquest heard evidence from 23 witnesses apdrts over 10 days. There were a
further 14 statements or reports from others wheewmt required to give evidence at
the inquest. In addition to statements and oralesce from the witnesses called, there
was also considerable documentary evidence indjudirtracts from Charmaine’s
personal diaries, her telephone records and haopar emails. Medical records from
treating health care professionals were reviewedware records from the Health

Insurance Commission.

There was also extensive literature dealing witlicide generally, the effects of
antidepressant medication on suicide and prodterature from the manufacturers of

two antidepressant drugs that Charmaine had b&emgthefore she died.

A video of her last news broadcast on the evening Movember 2007 was viewed as
well. The inquest also received evidence aboutides at The Gap and measures that

have been taken already to address this problem.
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There is a strong relationship between depressionsaicide. Suicide is often seen as
the end result of a person’s battle with intracadpression. The product literature on
the drugs that Charmaine was taking emphasisedothrg. This is important because
Charmaine had struggled with periods of depressagpecially in the last year of her

life.

One of the most important issues for this Inqueas ¥he diagnosis of what Charmaine
was suffering from. It was clear from the experidence that the diagnosis is all-
important because it drives the treatment. If gounot get the diagnosis right, and |
accept that in some cases that is a difficult téls&n the treatment could be, at best

unhelpful and at worst, exacerbate the condition.

Counsel assisting made the point that even if sgmesuffered from depression and even
if that person ultimately committed suicide it doest follow that depression wdke

causeof the suicide.

He said that whilst such a conclusion would be enient, especially to the treating
health professional who might wish to blame thecidei on the patient's mental
condition rather than any deficiencies in their agament, it should not insulate those
health professionals from an examination as toctireectness of the diagnosis and the

treatment given.

In this Inquest the expert evidence has cast doabthe correctness of diagnosis of
depression and on some of the treatment providedelbgral of Charmaine’s treating

practitioners.
In this Executive Summary | have concentrated erfdHowing issues

1. Whether Charmaine did commit suicide;
2. The correct diagnosis of Charmaine’s mentadh)

3. The management by general practitioners Dr Caggd Dr Clowes and
Dr Berenson,;

4. The management by psychologist Dr Khong;

5. The management by psychiatrist Dr Tang;
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6. Risks, side effects and warnings associated tivélantidepressant drugs
Efexor and Lexapro;

7. Whether Charmaine’s death was preventable;
8. The effect of Charmaine’s death on others; and
9. Suicide prevention strategies at The Gap.

Before dealing with each of these issues it is s&agy to set out a brief history of
Charmaine’s life leading up to her death.

BRIEF HISTORY LEADING UP TO CHARMAINE'S DEATH
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Charmaine Dragun was born on 21 March 1978. Skeethe daughter of Michael and
Estelle Dragun and she had a younger brother, E\atthCharmaine was raised in Perth.
Her maternal grandmother and her mother taughterarsii Charmaine was herself an
accomplished pianist. Charmaine studied musictettiary level for a time, but she was
attracted to journalism and eventually studied #tisEdith Cowan University. After

graduating from there in 1998 she had a numbeslf jn the radio industry.

In 2001 Charmaine moved from radio to televisiod gined Channel 10 in Perth as a
junior news and court reporter. There was conalllercompetition for the position of
newsreader but Charmaine’s talents were recognisetl she eventually secured a
position as the nightly newsreader of the Chan@dPdrth news.

She sometimes presented the news with another eaelesr and other times presented
the news alone. She also presented Channel lmaknews broadcasts from time to

time.

This position, however, required Charmaine to Iaeefamily and friends in Perth and
move to Sydney because although the news was lasiale in Perth the program was
produced and presented in Channel 10's Sydneyostudilt was in July 2005 that
Charmaine relocated to Sydney for this purpose.

Charmaine had met her lifelong partner, Simon Bérg, when both of them were
teenagers. They eventually moved in together amdglit a house in Perth. When
Charmaine relocated to Sydney Simon stayed beloind fime but in February 2006 he

moved to Sydney to join her. He obtained employinana crime scene investigator
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with the New South Wales police force. They rerddibuse in Sydney’s inner western

suburbs.

Despite her move to Sydney and the fact that shemagy people here, Charmaine
missed Perth and was counting on moving back tipeodbably in 2008, where she and
Simon were planning to start a family. Charmaieeained very close to her own
family and she was in regular contact with thend aspecially with her mother. She
travelled back to Perth regularly for visits witkerhfamily and friends and to attend

various work-related functions, often involving dtias and fundraising.

On the face of it Charmaine had an enviable lighe came from a secure and loving
family and enjoyed a stable relationship with Simddhe had a good job, was highly
respected by her employer and her peers, and ehjaysignificant public profile in

Perth. But as counsel assisting pointed out indgening, Charmaine was not a
“vacuous celebrity”. She was well read, well imfd about history, national and

international news and current events, and hadptiocel writing skills.

According to her friends she was self-effacing aondpletely lacking in the egotism
often associated with television personalities.e Sfould go out of her way to help

others — some said even beyond what would be exghect

Despite all of the positives in her life Charmaimas emotionally troubled. Although
always kind to others, Charmaine was very hard ersdif. She reportedly felt
inadequate in almost everything she did, despéetivious evidence to the contrary.

She developed anorexia in her teens and this emegtfwith her studies for a time. She
was diagnosed with depression around this timeveasl prescribed the antidepressant
Zoloft by a psychiatrist in Perth in 1996.

Charmaine was not happy about being on this dreguse she felt that it prevented her
from experiencing her true emotions. After seanigealth practitioner (whose identity
was not clear but who was probably not a medicataitd she was encouraged to stop

the Zoloft completely. This she did for some tim&004 and for a while felt very much



38

39

40

41

42

43

better. But her mood worsened and a doctor recordete she start taking a new

antidepressant, Efexor

Charmaine continued to take Efexor when she mowe8ydney in July 2005. When
Simon came to join her in early 2006 she had tiwestop taking Efexor. She felt well at
this point but soon afterward her mood deteriorated she resumed taking the drug.

In November 2006 Charmaine consulted Dr Cugadasageneral practitioner at the
Wetherill Street Practice in Leichhardt. She canm@d of increased moodiness and
other issues. Dr Cugadasan felt that Charmaineahatkty and depressive symptoms.
Under Dr Cugadasan’s direction the Efexor dose waeased from 75mg per day to

112.5 mg per day.

In February 2007 Charmaine began seeing a psyasgl@y Belinda Khong, who is not
a medical doctor but holds a PhD in psychology.e 8ad read about Dr Khong in a
newspaper article and was attracted to her tredtrpbitosophy, which centred on
meditation, Buddhist teachings and a techniquerdest as “mindfulness”. In addition

Dr Khong employed other recognized psychologicarapches.

Charmaine had 16 consultations with Dr Khong leetw18 January and 24 October
2007. She had a good relationship with Dr Khong) @loviously held her in high regard.
But despite the extensive treatment her mood swicgstinued and her overall

emotional state worsened.

Toward the end of May 2007 Charmaine raised a conaéth Dr Khong about her
mood swings and specifically asked Dr Khong if stight have a bipolar condition. Dr
Khong consulted a book, asked some questions,eass$ured her that she did not meet

the criteria for a bipolar condition. Charmaineswalieved to hear this.

During the month of June 2007 Charmaine and Simerelied to Europe for a holiday.
Charmaine wanted to investigate her family histangl they went to Croatia for this
purpose. Charmaine wrote an article on her famm$t was eventually published in a
Perth newspaper around the end of July. She mdglenty of positive feedback about
the article.

! Also known as Effexor or Efexor-XR. This is the trade name of the drug Venlafaxine.
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The trip to Europe was a great success and Chaemetinrned happier than ever. But it
did not last long. Her diaries reveal that tow#nd end of July 2007 (despite the
positive feedback from the article on her trip to&ia) she was writing about feeling

negative and hopeless and was contemplating suicide

Dr Cugadasan had left the Wetherill Street Pracgedy in 2007 and Charmaine
consulted another general practitioner there, DWek. Dr Clowes saw her both before
and after the trip to Europe. She knew that Dra@agan had increased the Efexor dose
back in November 2006. She also knew that inJatg Charmaine was struggling with

depression and had thoughts of death.

Although Charmaine was reluctant to increase thexdf (indeed she wanted to get off
antidepressants entirely) Dr Clowes encouragedd@ersist with the Efexor and the

dose was increased from 112.5 mg per day to 15@nday.

About three weeks after the increase in the Efé&marmaine complained that she was
not much better and was impatient for some eff@t.Clowes encouraged her to give it

more time and to continue seeing Dr Khong.

Charmaine’s treatment sessions with Dr Khong calexewide variety of issues but
certain themes came up again and again. Charmamelained that she had difficulty
being “mindful” because she could not stop the essllmental chatter and negative

ruminations in her head.

Although she was encouraged to meditate Charmamedf meditation difficult
Charmaine was encouraged to meditate but founfidudt. She was given strategies to
help recognise when waves of negativity began deioto “short circuit” these thoughts

and allow them to dissipate.

Dr Khong encouraged Charmaine by making the folhgwsuggestion;Don’t change
the thoughts — change your relationship to yourutitus”. Dr Khong recommended
books to read including one called “The Mindful Bfa

Dr Khong also encouraged Charmaine to get involvedther pursuits and projects
because Charmaine reported that her news readingvgs boring. Furthermore, the
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time difference between Sydney and Perth meantGhatmaine’s workday went from
around 4pm to 9pm leaving her at loose ends fort wiothe day. With so much time on
her hands and not much to do Dr Khong recommerntaidCharmaine fill the void with
activity, including volunteer work, in the hope tthis would distract her from falling

into repetitive cycles of negative rumination.

One project that Charmaine undertook was to prepatideo as a 30th birthday gift for
her friend and journalist Bradley Hodson. She rgadato assemble video clips from
Brad’s friends, many of whom were overseas, ant tbeise into a 20-minute video,

which was, by all accounts (except of course har)pa masterpiece.

The video project consumed much of September andb®c2007. It was the source of
considerable stress but Charmaine insisted on @mglthe job, not just for her friend
but also because she felt it would assist in hpsKuling”.

It was during this time that Dr Khong first mentezhthe idea of seeing a psychiatrist but
Charmaine was resistant to this. This was probdbb/in part to a bad experience she
had with a psychiatrist in Perth. She had alsonkiedé by Dr Clowes to give the

increased Efexor dose more time to work. Dr Khoogtinued to encourage Charmaine

to readjust her attitude toward her thoughts ratien be caught up in them.

Dr Khong was an assiduous record keeper and omeroéntries during this time was

“Thoughts create the depression and the depressieates the thoughts”

In September 2007 Charmaine’s emotional conditionsened and for the first time she
told her mother of her thoughts about suicide. &#larmed response wd3on’t even go
there.” It was around this time that Charmaine becameiagthat she might lose her

job to another newsreader but these worries wei@inded.

Towards the end of September Dr Khong noted thati@aine wasWallowing in self-
absorption. Quite suicidal Dr Khong again raised the prospect of seeipgychiatrist
and this time Charmaine agreed. She was givemdhee of psychiatrist Dr Tang and
told to arrange a referral through her generaltgiacer. Unfortunately, Dr Tang was
not available to see Charmaine until after 15 OetobDr Khong knew of Dr Tang’s
unavailability for the next two weeks but did notaage an earlier appointment with an

alternate psychiatrist.

10
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In the interim, on 29 September 2007, Charmairend#d the Wetherill Street Clinic for
the referral to Dr Tang but learned that Dr Clowes no longer working there. Instead

another general practitioner, Dr Helena Berensaw, ter.

Dr Berenson had read Charmaine’s file and in adtatson that lasted not much more
than 30 minutes asked some probing questions ameutemotional condition. Dr
Berenson quickly formed the view that Charmainerditfit the picture of a person with

depression; she thought that Charmaine probablyhagdolar disorder.

Dr Berenson wrote out a referral for Dr Tang, asu@iaine had requested, but she also
wrote out a referral to Professor Gordon Parkersychiatrist with a special interest in
bipolar disorders.

It was also around this time that Charmaine wroteemabout suicide in her diary. She
travelled to Perth in early October 2007 for a fuiagsing event for breast cancer
research and there spoke with a lady, Ros Wortbmgthose husband had committed

suicide following a long battle with depression.

Ros Worthington wanted to do something to raiseramess about depression and
suicide and Charmaine told her of her own problamd that she wanted to help if she
could. After returning to Sydney she spent a felvdays with her mother and

grandfather, who were there for a visit. It wasaclthat Charmaine’s emotional status

was getting worse. By the time they parted on ttbRer 2007 Charmaine was in tears.

On 12 October 2007 Charmaine consulted Dr Khonigar@aine rated her depression as
9/10 and there was talk about suicide. Charmaamed any plan but offered that she

was thinking of a method that wagsick and easy

Dr Khong took Charmaine for a walk in Bobbin Headtinal Park. There is a conflict
about what happened during this walk. Accordin@tdhong it was a silent meditation
with not much said. According to Charmaine’s diarideep issues were discussed,
including the impermanence of life — a central tkeof Buddhist philosophy. At any
rate the Bobbin Head walk assumed a great signiéed@o Charmaine who wrote about

this and reported it to Simon and her mother iry yasitive terms.

11
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It was soon after the Bobbin Head walk on 12 Oatdb@07, and at a time when
Charmaine’s mood had improved, that she saw thehpayist Dr Tang on 16 October
2007. There is considerable conflict over cer@atails of this consultation — the first
and only consultation with Dr Tang. But some tisiage clear.

First, Dr Tang was not made aware of the BobbindHealk and how this lifted

Charmaine from deep despondency four days earlier.

Second, she obtained a history from Charmaine ghathad had one episode of acute

suicidal ideation two weeks earlier but this hadgeal.

Third, Dr Tang noted that Charmaine’s mind washurning +++” and she had

“negative cogitations +++ verging on irrational

Finally, she formed the view that there was @eér biological componehtto
Charmaine’s problems because the psychosocial atsnrethe history did not warrant

the extent of her symptoms.

Dr Tang recommended that Charmaine stop taking=tegor and start taking another
antidepressant, LexagroThe plan was to reduce the Efexor and at sorite jmroduce
the Lexapro even though for a time Charmaine wbeldiaking both drugs together. She
described this as “cross-tapering”. Charmaine d@go be supplementing the medical
treatment by taking increasing doses of fish oil.

Dr Tang’s treatment plan was the subject of comalile expert evidence and, at least on
its face, the plan was not consistent with thettneat guidelines of the manufacturer of

Lexapro.

The inquest heard that these guidelines were tiy and that giving reducing doses of
Efexor whilst introducing Lexapro was permissible the exercise of a clinical
judgment; but importantly very careful monitoringsvneeded because of the many side
effects associated with the reduction and/or intobidn of these drugs and particularly if
they are both given together for a period of timbich was part of the “cross-tapering”

plan.

2 Lexapro is the trade name for the drug Escitalopram

12
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What monitoring there was took place by telepham taxt message because soon after
the consultation Charmaine travelled to Perth faotler charity fundraiser and to attend

a friend’s wedding.

There is evidence that Charmaine was very enthusialsout Dr Tang’s treatment and
about finally getting off Efexor. Her friends thght that she appeared happier than

usual, although they had no idea why.

According to Charmaine’s mother, Estelle Dragun 8imdon, Dr Tang’s treatment was
described asrevolutionary and offered & light at the end of the tunrielDr Tang said
that she could not understand how Charmaine foitimedsziew but, whatever was said, it
is clear that Charmaine made a huge emotional imesg in Dr Tang’s treatment.

Charmaine started to reduce the Efexor on 17 Octd®@7. Her enthusiasm about this
probably helped her to complete the Brad Hodgsahday video. She also went out

with friends who gave evidence about her being uallg upbeat.

Dr Tang had a conversation with Dr Khong on 18 ®eto2007 at which time the
treatment plan was discussed. Among other thingas noted that Charmaine was very
happy with Dr Tang and would not be seeing Profed®arker, the psychiatrist
specialising in bipolar disorders that Dr Berenkad recommended Charmaine see.

Through this time Dr Tang’s intermittent telephonad text message monitoring

continued and Charmaine reported that all was well.

However, again this did not last long, which waseaurring theme in her mental

condition.

As the Efexor dose was decreased after 17 OctdliEf and the Lexapro introduced on

26 October Charmaine spoke to Dr Tang who notedhitramood waslightly flattened

By this time Charmaine was back in Sydney but ncedf@-face consultation was

organised. After this there were three importaeings.

First, on 27 October 2007 Charmaine went to a avratehe Enmore Theatre with her

friend Emma Ritchie. Ms Ritchie gave evidence @harmaine’s erratic behaviour

13
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when driving to the concert saying that she apgkarxious and panicky and had two

minor car accidents on the way.

Second, the following day Charmaine declined aitation to join Emma Ritchie and
other friends on a walk. She decided instead itedo Watson’s Bay (the location of

The Gap) and spend some time there.

Finally, later on 28 October 2007 Charmaine wenidianer and a “Scrabble challenge”
with another friend, Selina Day. Ms Day describgd ordinarily effervescent
Charmaine as confused, distracted and disinterested

These are all important events because it raisesptssibility that Charmaine was
affected by the reduction in Efexor and the intrichn of Lexapro.

Simon had been in Perth during that week and retlon the evening of 28 October
2007. He said that Charmaine was happy to seebbtrsome of her behaviours during
the week were a little out of character. Importa®imon was not aware that changes in
medication could cause behaviour changes and Haweeffect of increasing one’s

suicidality.

On Monday 29 October 2007 Charmaine had telephatie with her mother and her
friend Sarah Bamford. Both said that Charmainended out of sorts and had told them
she could not understand why the new drug progras mot working yet, because she
expected to be feeling better by then. Her mothdrp was also unaware of the
possibility of increased suicidality associatedhwény change in Charmaine’s drug

regime, encouraged Charmaine to speak with Dr Tahgzh she did later that day.

Dr Tang wrote in a note about this phone call.wdis written retrospectively, that is,

after she had learned of Charmaine’s death on 2eiber 2007. She wrote that
Charmaine was not complaining of side effects, that there had been no therapeutic
effect yet. Her mood was recorded dkat*— but not unusuallyand she was rfot

agitated.

No appointment was arranged for Dr Tang to see r@aiae face to face. According to
her mother Charmaine had been encouraged by Dr dwrgthe telephone tagive it a

few more days to kick’in Her mother said that Charmaine’s mood continteete flat

14
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and she sounded unwell when they spoke duringuerirg of Wednesday 31 October
2007.

On Thursday 1 November 2007 there was anothersptnbive note written by Dr Tang.
According to the note Dr Tang had called Charmanh&inchtime. She wroteMood
still flat but no change from Monday [29 OctoberNo side effects on medication not
agitated but no lift in mood. Not suicidal.”

There are emails during these last few days thet ¢fae impression that all was well.
For example Charmaine had agreed to host anothdrdising event in Perth in March
2008. She also completed her CV for a voluntemsitipn reading for the blind.

Charmaine made plans to visit a gallery with S&@amford.

Charmaine’s mother spoke with her around lunchtonel November 2007 when she
was doing some volunteer work at the Cancer Coundiccording to her mother

Charmaine Sounded like she was still struggling with things jput on a brave front.”

In the evening of 1 November 2007 Charmaine presehér last news broadcast. This
was viewed at the inquest. It was virtually flagdeexcept for some barely perceptible

stumbles over a couple of words.

Charmaine was distraught and needed to be comfatet reassured by her co-
newsreader Timothy Webster. That night she toldddi that she presented her worst
news bulletin ever and was sure that she wouldabkesl. It was not the first time she
had complained unnecessarily about her performancthe television but this was the
first time she ever said she was worried abouhtpsier job. Simon said that he talked
with Charmaine for 45 minutes before he was ablstm her down.

On Friday 2 November 2007, the day of her deattar@hine drove Simon to work at
around 7:00am. She said she was worried abouglade to complete a massage

course that she had been taking. Simon reasserdtidre was nothing to worry about.

Later that morning her father sent two text messagpeying that he hoped she was

“feeling a little better today”.

15
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Also that morning she arranged to buy concert t&kath another friend, Paul Lamond,
to see the singer Bjork who was to play at the 8yddpera House on 26 January 2008.
Charmaine then took their car in to be serviced@okied this up in the early afternoon.

Later that afternoon Charmaine drove to Watson’g. Bahe was dressed in black. She
was seen by a number of people at the cliff edge aa area of The Gap known as
‘Jacob’s Ladder'.

One of these people was Anthony Sklavos who catlexl Triple O operator who
dispatched police to the scene. Mr Sklavos wapeatage to do something to intervene
and told the operator several times that he watttegpeak to her. The operator told him

not to. Mr Sklavos followed the operator’s dirgetiand did not approach.

The police were nearly at the scene but events wefelding quickly. At 3:52pm
Simon received a text message from Charmaineaidt'Sime, I'm so sorry for what I'm

about to do. | can’t conquer my thoughts. Pldasaw this is no one’s fault but mine.”

At 3:53pm a very distraught Mr Sklavos told the @per “She just jumped!”At 3:54pm
Charmaine’s mobile telephone, which was sittingpadlack handbag at the cliff edge,
began to ring. It was Simon. By the time the goimade it to the cliff edge Charmaine

was already gone.

This brief history of Charmaine’s life might credkee impression that Charmaine was a
chronically depressed and fundamentally unhappggoer Charmaine’s mother and life
partner Simon stressed that Charmaine was, fomibst part, a happy person who was
aware of and thankful for the many good things @m lfe. They acknowledge that
Charmaine was struggling to cope with a mentakd#k especially in the latter half of
2007, but were concerned that this not overshad@nnrtany positive things in her life

that Charmaine enjoyed.

ISSUES

1. DID CHARMAINE COMMIT SUICIDE?
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In relation to suicide it “..is not to be presumett. must be affirmatively proved to
justify the finding.” Sellers LJ in Re Davis (deceased)(1967) 1 All ER @&e Coroner

16
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must be ‘comfortably satisfied’ that the persorentted the consequences of his or her
actions. Briginshaw v Briginshaw (1938) 60 CLR 336 at 361)

| am comfortably satisfied that Charmaine’s dea#ts \an act of suicide. Her jump from
the cliff at The Gap was done with intent and ia tall knowledge of its consequences.
This is supported by her mobile phone text messagé&imon that included the
following: “Sime, I'm so sorry for what I'm about to do. &€t conquer my thoughts.
Please know this is no one’s fault but min€larmaine had been contemplating suicide
and writing about this from at least the end oy 2007. She was looking for a method

that would be guick and easyand certain.

Although she had been reducing the dose of Eferdristroducing Lexapro in the two

weeks before she died, and although there are mgamuf increased suicidality in these
circumstances, it cannot be said that these droggséd” Charmaine’s suicide in the
sense that they put the idea of suicide into heddha “caused” her to behave in an
irrational way and with no control over her actioriBhe antidepressant drugs may well

have been involved in Charmaine’s suicide, but amign indirect way.

The fact that Charmaine chose a violent methodsivhibost women do not, and the fact
that people often make several attempts at suandethis was Charmaine’s first, do not
displace the clear evidence that Charmaine meadietevhen she did and the way she
did. These matters, whilst they may be unusual statistical sense, do not lend support

to any theory that she was somehow acting irralipoa without control.

Similarly, the fact that Charmaine was making fatptans to see a concert in December
or to attend work functions the following year does argue against her death being a
suicide. The expert evidence was that most peshte commit suicide are ambivalent
about whether to live or die and making future plavhilst at the same time making

plans to end one’s life is not uncommon.

2. WHAT WAS THE TRUE NATURE OF CHARMAINE'S MENTAL | LLNESS?

108

Charmaine had been diagnosed with an anxiety desavidh depressive symptoms. She
had been taking antidepressants from the age aft&8battling with anorexia nervosa.
She began taking the drug Zoloft in 1996. This wlaanged to Efexor in 2004. Two

weeks before she died Charmaine was reducing #seE&and introducing Lexapro. All
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of these were antidepressant drugs and all werengiv the belief that Charmaine was

suffering from depression.

The diagnosis of depression (or an anxiety disowdién depressive symptoms) was
understandable. Charmaine often found herselfrk thoods with signs and symptoms
that affected both her mind and her body. The estjwas mostly concerned with the
period after she moved from Perth to Sydney in 2@0%! in particular the period from
late in 2006 to her death in 2007 when she wasgb#®ated by many health care
professionals here. During this time Charmaineorepl despondency and crying,
feeling very unhappy with no control over it, lacgiin energy and motivation and being
beset by negative thoughts. In November 2006 drapleted a self-assessment
guestionnaire and scored in the “extremely seveaege for depression, anxiety and

stress.

Charmaine also had personality features that walevant to her emotional problems.
She was a perfectionist, was highly self-criticadahad low self esteem. She felt
inadequate despite objective success in her felal @ews presenter. She was fearful of
confrontation of any kind and eager to please sther

Charmaine was also a very private person who woatdtalk about herself and would
deflect the topic of conversation from herself tbess whenever possible. She wanted
to stop taking antidepressants because they madedi€¢artificial” and she considered
her need for these drugs to be a sign of persoeakmess and failure. She was fearful
of being judged and disadvantaged at work if anyfon@d out that she had depression

and was taking medication and seeing a psychologist

But Charmaine’s depressive symptoms were far fronticuous. She reported to one of
her GPs that she could fedidppy one minute then really down the nex8he told her

psychologist that she was concerned about her ns@odgs and asked whether she
might have a bipolar condition. In both cases thagnosis of depression was

maintained. In the latter a bipolar condition weasluded.

While Charmaine’s treating health professionals aad heard only the dark side of her
life, her friends saw a very different side. Omsatibed her aglie happiest person in

the roonmi. Another said it was infectious... the amount of joy that she retlao see
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you for the first time was amazing"One of her work colleagues described herTdse”

Energiser Bunny Another friend said She loved her friends and family, loved her
life”. With one notable exception Charmaine’s manyrfds had no idea that she
suffered from depression, or was taking medicatioseeing a psychologist. They were
completely shocked when she died, believing thar@aine was the last person in the

world they ever thought would commit suicide.

Whilst the diagnosis of depression that followeda@aine since her teenage years may
have been understandable, it was almost certaimgngy Of all of the health
professionals who saw Charmaine in Sydney only -ertke most experienced one —
guestioned the diagnosis of depression.

The evidence from the three expert psychiatristhéninquest supported a finding that
Charmaine probably had a Bipolar 2 Disorder and tihile her downs certainly
presented as “depression” there waps characteristic of “hypomania”. A Bipolar 2
Disorder is thought to be 5 to 10 times more comntiuai a Bipolar 1 Disorder
(previously known as “manic-depression”) and isoasged with a very high risk of
suicide — higher than with a Bipolar 1 Disorder.heTreason for the difference is
probably that a Bipolar 2 Disorder is more easiiggad and therefore goes untreated in

the vast majority of cases. This appears to bd hdggpened in Charmaine’s case.

3. CHARMAINE'S MANAGEMENGT BY HER GENERAL PRACTIONE RS DR

CUGADASAN, DR CLOWES AND DR BERENSON
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When Charmaine first saw Dr Cugadasan at the e20@% she presented with a history
of increased moodiness and complaints of anxieg¢guced self-esteem, lack of
motivation and job dissatisfaction. She learneat harmaine had been taking Efexor
for the last two years. Although she obtainedstany that Charmainecan feel happy
one minute then really down the nexthe considered this to be consistent with a

diagnosis of depression.

Dr Cugadasan increased the Efexor dose from 75mid 2dbmg per day, arranged for
her to be seen by a psychologist, and asked t€kaemaine a week later. At the second
consultation Charmaine reported that she had deerpsychologist and was feeling
much better. Dr Cugadasan looked at the self-assag questionnaire (the DASS) that
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Charmaine had filled in soon after the first coteidn with scores in the “extremely
severe” range for depression, anxiety and str&s& did not consider that the significant
improvement in Charmaine’s mood within one weekldde the sign of a mood swing.

She considered this improvement to be consistehtdépression.

At the next consultation Charmaine requested Dra@agan to write a referral to a new
psychologist that she had found, Dr Khong. Dr @agan obliged and her brief referral
note mentioned that Charmaine hadnxXiety, depressive symptoms and is on Efexor 75

mg 1.5 tablets daily.”No further information was provided.

Dr Clowes took over Charmaine’s management afterCDgadasan took maternity
leave. In late July Charmaine complained of warsgnlepression. This was after her
return from the trip to Europe with Simon (descdlzs the happiest tinfehe had seen
her) and after she was writing about suicide in diery. Dr Clowes noted that
Charmaine wasstruggling with depression agdiland “actually had thoughts of death,
never before this She did not consider Charmaine to be at riskw€ide at the time of
the consultation and so did not arrange referraltpsychiatrist. She knew that
Charmaine was still seeing psychologist Dr Khormgutarly. She increased the Efexor
dose from 112.5mg to 150mg per day and told Chareni@ come back in three weeks.

When Charmaine returned for review three weeks kte complained that she was not
much better and was impatient for the increasec adsEfexor to take effect. Her
impatience was well founded because Dr Clowes kagated improvement by three
weeks and there was literature to the effect thidteire was going to be improvement it
would probably be seen in about two weeks. Althoiigppeared that her management
plan was ineffective Dr Clowes told Charmaine teegthe increased Efexor a further
three weeks to work. She had a chat with Charmabmait ‘making the transition to
adulthood and being self-determining This was consistent with a belief that
Charmaine’s problems were primarily psychologicald aher encouragement was

consistent with the kinds of messages that Chaenaas getting from Dr Khong.

There was no further consultation with Dr Clowes rfeview three weeks later (and no
appointment for this in Charmaine’s daily diarylhe next time Charmaine went to the

GP clinic was on 29 September when she expectsee®r Clowes and get a referral to
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see the psychiatrist that Dr Khong had recommenibed,ang. But Dr Clowes had left

the clinic and Dr Berenson saw Charmaine.

Dr Berenson applied her 38 years of experience@B & Charmaine’s case. She read
the records and was concerned by the ncaém ‘feel happy one minute then really down
the next” She was also concerned by the fact that Chaared been taking increasing
doses of Efexor and had been seeing a psycholaljisear but had not shown any
consistent improvement. In her opinion the diagnotdepression did not fit the picture
because with all of this intervention she shouldehlaeen much better.l didn’t think it
was right — it didn’t feel right at all to me, didrhave a good fit. Sometimes you feel

you know the diagnosis is right, but this didn&lfaght at all.”

She then asked Charmaine to describe not justdewris” but also her “ups”. This
discussion took about half an hour. Dr Berensaarchenough to raise a concern that
Charmaine might have a bipolar disorder. She pegpéwvo short referral letters and
gave them to Charmaine. One was for Dr Tang, @sested, and this was to review her
medications. The other was to Professor Park#dreaBlack Dog Institute, and this was
to consider a diagnosis of a bipolar condition.a@mine eventually saw Dr Tang, but
she never saw Professor Parker. It is not knowetkér Dr Tang saw the referral letter
to Professor Parker that specifically referred tbigolar disorder, but Dr Tang was

aware that such a referral existed.

The difference between the management by Dr Cugadasd Dr Clowes on the one
hand and Dr Berenson on the other was stark. Vithgdrue that Dr Berenson had more
information available to her than was availabledazh of the others, she was impressed
by the history of mood swings when Dr Cugadasannesand she considered the lack
of improvement following the increase in Efexormfrd5mg to 150mg to be significant
when Dr Clowes did not. She asked questions aBbatmaine’s “ups” and not just her
“‘downs”. She was prepared to entertain a diagnogisr than depression while the
other general practitioners were content to maintiais despite mounting evidence that

cast doubt on that diagnosis.
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4. CHARMAINE'S MANAGEMENT BY PSYCHOLOGIST DR. KHON G
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Dr Khong saw Charmaine on 16 occasions in 2007 t#id more opportunity than any
other health practitioner to obtain a thoroughdngstand explore diagnoses other than
depression. She was not provided with much in&tion from Dr Cugadasan at the
time of original referral. She was not aware @ IDASS scores nor was she provided
with notes from the consultations with her thatued ‘can feel happy one minute then
really down the next” She said that even if she had this informatiomauld not have

changed her management of Charmaine. Dr Khongrergsconfident about her clinical

skills and her ability to assess a patient.

Dr Katie Seidler, an expert psychologist who gavelence at the inquest, said that
Charmaine was the 1 patient in 10 who presented@sychologist with a biologically-
based, endogenous mental disorder. Dr Khong fadeacognise Charmaine as such
despite the fact that there were strong reasorsuspect it. The history of anorexia
nervosa, the longstanding nature of her supposeuesison that persisted despite
increases in medication, and her difficulty medhiigt (a core practice of her
“mindfulness” technique), all pointed to Charmalmeving a problem that was greater
than just Several episodes of depression and high anxiesfingl to development issues
of self-esteeim- which is what she told Dr Tang over the phone28 September when

arranging an appointment for Charmaine to see her.

Dr Khong's Buddhist approach to psychotherapy, witishemphasis on “mindfulness”
and the need to take personal responsibility fa’soemotions is not objectionable in

itself.

All of the experts agree that there is a placesimh techniques. But Charmaine was
unable to get whatever benefits were available flamkKhong's techniques because of

her mental illness prevented the message frormgetirough.

Dr Seidler described Charmaine’s mental illnessassing a White noisé in her brain
and likened it to avirus in a computérthat prevented her brain from working properly.
All of the experts, as well as Dr Tang, agreed @harmaine’s mental illness had a

“significant biological compone€htthere was a problem with brain chemistry andg thi
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was not going to be fixed by exhortations to medijtaxercise self-compassion or

assume more personal responsibility.

Dr Khong recognised that Charmaine’s problems @ideha biological component, but
her approach to this was to use “mindfulness” asechnique to “re-wire” the
neurophysiology of the brain. It was not untiel&eptember that she arranged a referral

for Charmaine, who was then feeling quite suicittaee Dr Tang for review.

Although Dr Khong said the review was to look atdmations and the whole picture,
the referral note from Dr Berenson to Dr Tang, taidhave been based on discussions

with her, was to check the medications.

Long before then, during the month of May, Charraaiold Dr Khong that she was
concerned about her mood swings and asked whéetharasild have a bipolar condition.
Dr Khong consulted a book, read through the catdor “mania” and reassured
Charmaine that she did not meet the criteria. Was a very cursory exploration of a

very significant issue.

Dr Khong said that she considered not only Chareisilanswers to the criteria for
“mania”, she had regard to “hypomania” as well soak into consideration the whole of
her knowledge of Charmaine from all of her congidtes up to that time. But Dr Khong
never observed Charmaine to be “up” and never obta history of her “ups” like Dr
Berenson was later able to do. That is becausedghenot know to ask the right
guestions, or to ask them in a way that would tetlee answers that Dr Berenson was

able to get.

Dr Khong did not tell Dr Tang of Charmaine’s suaity when she made the phone call
on 28 September 2007 to arrange a referral. Whydghnot do so is not known; in fact
Dr Khong’s evidence was that she was quite suraghtell Dr Tang but | have rejected
her evidence on this point. She certainly shoadehtold her. Dr Tang said that if she
had known that Charmaine was having suicidal thtaughe would have directed Dr
Khong to find someone else to see Charmaine usgastshe herself was unavailable for

the next two weeks.

Charmaine’s emotional state worsened in early GxtolOn 12 October 2007 she saw

Dr Khong again with suicidal thoughts but no spegifans. She rated her depression as
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9/10. Dr Khong decided that it was important tarape Charmaine’s mood (because, as
she once notedttoughts create the depression and the depresseatas the thoughts

— mood is low, thoughts are negatiyeShe took Charmaine on a walk to Bobbin Head
National Park.

That walk had a profound impact on Charmaine. @lary reveals that she became
calm after contemplating the impermanence of Iifd the need to accept change. These
were the kinds of messages that she was gettimg lfiier treatment with Dr Khong and

were consistent with Buddhist teachings.

Whether impermanence was discussed in those teunsgcdthe Bobbin Head walk is
not clear, but the issue probably came up. BotiS8idler and Dr Tang thought that
such ideas could lead to unintended problems fgremson already thinking about
suicide. Dr Khong said she did not intend the widksomehow give Charmaine
permission to accept death and surely she couldhagé intended this. But such

acceptance may have been an unintended consequence.

Sarah Bamford was the only one of Charmaine’s diseto have known the truth about
her mental illness, her antidepressants and tleatvsls seeing a psychologist. She saw

Charmaine the day after the Bobbin Head walk.

Charmaine was observed to be unusually calm. Msf@&a said T was thinking |
wonder if this is something | should be worried @ibgiven that she’d been quite
depressed leading up to that nightHer concern was well founded because there was

expert evidence that most people are very calm wh@nresolve to commit suicide.

Four days after the Bobbin Head walk Charmaine Bawang. She was noted by Dr
Tang to be Energetic. Feeling wéll The lift in mood after the walk allowed her to

complete the Brad Hodson video project, which waswce of considerable stress.

Dr Khong discussed the consultation on 18 Octobé72ut did not tell Dr Tang that on

12 October 2007 Charmaine had been feeling sui@daln and that her mood only
lifted after being taken on the walk. Dr Tang studt if she had known this she would
have called Charmaine back for review because pieeat presentation was so different

from how it was days earlier it could be the sigmood instability.
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Charmaine had a good relationship with Dr KhongonfDr Khong'’s perspective it was
always a therapist/client relationship and althoogire collaborative in nature than the
doctor/patient relationship in psychiatry, she alsvamaintained her professional
distance.

From Charmaine’s perspective the relationship waeenof a friendship, or at least this
is how it came across to others including her motBemon and Sarah Bamford who

knew that Dr Khong was a psychologist and that @laame went to her for treatment.

The importance of the therapeutic relationship oanpe understated. Dr Seidler
explained that the therapeutic relationship itselfprobably more important than the

techniques actually used by the therapist.

One potential problem when a client like Charmaees her therapist as a friend is that,
Charmaine’s character being what it was, she waooldwant to say or do anything to
upset a friend. When Dr Khong made her “contr&ztie available 24 hour a day 7 days
a week if she ever felt the need to talk, Charmais&ed at this saying she did not like
to bother people. She also had great confidendar iKkhong and was thankful for all
that she had done with her. Dr Khong’s own noédsrrto Charmaine telling heiybu
are tough and goddand that she would doWhatever it takes to continue the

counselling”

The fact is that Charmaine did not tell Dr Khongatoher thoughts of throwing herself
in front of a truck (which she did tell Dr TangWhen confronted by Dr Khong about
this in a later session Charmaine said she didtelbher because the thoughts were
negative and fleeting. Nor did Charmaine call OvroKg in the days leading up to 2
November 2007. It may be that Charmaine did notati Dr Khong because she was
already speaking with Dr Tang. But it may alsotlh&t she felt she could not call Dr
Khong because she may have felt that she had flageddy not getting better despite all

of the care and treatment she had been given éqgorigvious 9 months.

5. CHARMAINE'S MANAGEMENT BY PSYCHIATRIST DR. TANG

147

Dr Tang denied that she had considered a diagobsidipolar disorder during her one

and only consultation with Charmaine on 16 Octdd@97. But | am satisfied that she
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did consider this, however the diagnosis of an tHdated Major Depression seemed to

better fit the facts as she understood them.

The problem is that Dr Tang was not given a prdpstory from Dr Khong. Dr Tang

was not told of Charmaine’s suicidal thoughts orS2ptember 2007, the day Dr Khong
phoned her to arrange a consultation. She wasoftbbf the Bobbin Head walk on 12
October 2007 which lifted Charmaine from deep degimn and suicidal thoughts, and

would have explained Charmaine’s positive presemtain 16 October 2007.

It is true that some criticism may be made of DnJdor not getting from Charmaine
directly a more complete history of suicidal thotggh Equally, Dr Tang may be
criticised for not getting a history of her “upss well as her “downs” which should have
been explored as part of the exclusion of “any Inyaoic episode” before arriving at a
diagnosis of Major Depression according to the DiSMriteria. But Dr Tang was able
to obtain a very comprehensive history which, ewéndid not explore the bipolar issue

deeply, at least led her to think about it.

If she had been given more complete informatiomfidr Khong there is every reason to
believe that Dr Tang would have looked at the issgu@ood swings more carefully and
have come to a diagnosis of Bipolar Il Disorder.anh satisfied that she actually
mentioned this very diagnosis to Dr Khong when tepgke on 18 October 2007 and
that this idea did not originate with Dr Khong.

Dr Tang was right to consider that there was a rcleialogical componentto
Charmaine’s mental problems because the diagnag@éskion was out of proportion to

the social and psychological triggers that wereitfind to be the main cause.

She was also right to think that this condition baén undertreated up to that time. Her
treatment plan was to remove the antidepressahditianot appear to be working and
was causing what she considered side effects tdtegi (Efexor) and introduce another
antidepressant with a lower side effect profilex@ero). This made sense in the context
of what Dr Tang believed she was dealing with: degion that had not been adequately

treated by the antidepressants being taken so far.
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The “cross-tapering” of Efexor and Lexapro was acpice that was not endorsed by the
experts in the case and it was contrary to thettdwig guidelines” of the manufacturer
of Lexapro. But it was a recognised technique @melwith which Dr Tang said she was

familiar.

Such a practice required very careful monitorirmg only because of the well known
and often significant withdrawal effects of Efexamnd the side effects of introducing
Lexapro, but also the potential for both to actetbgr which might lead to a patient
developing serotonin syndrome. Central to propenitoring is advice to the patient

about what withdrawal effects or side effects wkifor.

It is difficult to understand why, if increased t&gion and suicidality are the major
concerns when “cross-tapering” Efexor and LexapmoJang would not have made this
clear to Charmaine. She insists that she did &udthat she told this to Dr Khong. But
Dr Khong's notes of this conversation refer onlythe drug effects of headache and

nausea; nothing is written about agitation andigality.

It is hard to believe that Dr Khong, who took ertedy careful notes, would not have
noted these major drug effects if Dr Tang had badd It is also hard to understand why,
when Charmaine was clearly anxious and panickyhadtwo minor car accidents on 27
October 2007 (the night of the Josh Pyke concett &@mma Ritchie) and was confused,
distant and distracted on 28 October 2007 (afterggto Watson’s Bay and then for the
“Scrabble Challenge” with Selina Day) she wouldlsiately fail to tell this to Dr Tang
when they spoke on 29 October 2007.

The events of 27 and 28 October 2007 must have &igeificant to Charmaine. She
told her mother and Sarah Bamford that she expedctdue feeling better by then and
could not understand why the drugs were not workiSe increased the Lexapro from
5mg, which she started on 27 October 2007, to 16m@g9 October 2007 even before
speaking with Dr Tang. Either Charmaine did nohivMar Tang to know that she was
having withdrawal effects and side effects from dinegs, or she did not recognise these
as drug effects. The latter explanation is mdeeiyi

There was expert evidence that a patient who weisinarug effects like anxiety, panic

attacks and re-emerging depression, but was mbtaoéxpect them, might become very
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distressed. When one adds to this that Charmaase teld by Dr Tang to give the

Lexapro a few more day$d' kick irf' it invites the possibility that Charmaine may kav

felt that anxiety, panic and depression was hetuha#l state — the state she was in
before drug treatmenkicked ir.

We know that Charmaine’s mood remained low throughbat week and her mother
and Dr Tang, both of whom spoke with her on 1 Noven2007, corroborate this.

We also know that on the night of 1 November 200& was distraught at what she
described as her “worst read ever” on the newsnagdfearful of losing her job. In fact,
the news read was virtually flawless and the fédoging her job utterly irrational. The
next morning she told Simon she was worried abait being able to complete a

massage course — a concern that was completelgessay.

It is against this background of probable drugafteat was not recognised as such, and
ongoing depression and anxiety and increasingomality endured while waiting for the
Lexapro to take effect, that we must understandGame’s last messagésime, I'm so
sorry for what I'm about to do. | can’t conquer rthyoughts. Please know this is no
one’s fault but mine.” She thought the problem was with her. She didappreciate
that the distressing feelings and behaviour she exagiting were probably due to the
“cross-tapering” of her antidepressants — the wahal effects of Efexor, the side
effects of the introduction of Lexapro and possialyo the serotonergic effects of both

of these drugs being given at the same time.

The other issue arising from the increased risksnff'cross-tapering” concerned the

monitoring of drug effects by others.

Dr Tang said that she specifically asked Charmdisbe could contact her mother and
Simon to enlist their help in monitoring but Chamearefused to give permission for
this. There was no record of such permission begfigsed although such a note might
be expected. It is certainly possible that Chanmalid not want Dr Tang to contact
them because she felt able to monitor herself athahat want to worry them with talk

about suicide. This is not something about whidimding can comfortably be made

either way.
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6.

Finally, | am satisfied that Charmaine left Dr Tant of hope that her mental problems
would finally be solved and that she would soorofieEfexor. Whether Dr Tang used
the word ‘fevolutionary or told her of successful treatment of anothetigoa is not

clear.

What is clear is that Charmaine made a huge enaitiowvestment in Dr Tang’'s
treatment and saw it as ‘light at the end of the tunriel It is likely that Dr Tang did
encourage this hope and not likely that Charmaias ®o overwhelmed by her own
wishful thinking that she was somehow unable tetak board the warnings of drug
effect — especially increasing anxiety, agitatiod avorsening depression — that Dr Tang
claims to have imparted. If she had, it is hardutmlerstand why when Charmaine

experienced all of these in her last week she diday so to Dr Tang.

RISKS, SIDE EFFECTS AND WARNINGS ASSOCIATED WITH THE

ANTIDEPRESSANT DRUGS EFEXOR AND LEXAPRO
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The product literature for Efexor and Lexapro washsisks and side effects. To a large
extent those warnings were “generic” and required the Therapeutic Goods

Administration to accompany all antidepressantd soAustralia.

The product literature states that suicidalitytisrsgly linked to depression and this is so
whether or not a person is taking antidepressahi® risk of worsening depression and
suicidality is, however, increased when antideetssare being introduced for the first
time, when the drug is being withdrawn, and at amge that there are dosage changes,
either increases or decreases.

There are many side effects of taking these drugsithdrawal effects when they are
stopped or the dose is reduced. Relevant to Chiaefeacase these included, in addition

to worsening depression and increased suicidality,

« Headache

* Nausea
» Agitation
* Anxiety
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» Confusion

* Nervousness

* Panic attacks

* Impaired driving

* Psychomotor restlessness

» Other unusual changes in behaviour
* Hypomania

* Serotonin syndrome

The product literature recommends that family memmbar other similarly placed
persons be contacted by prescribing doctors tatethieir support in observing a patient
for these drug effects because sometimes the patiay not be able to recognise these

effects for what they are.

The representatives of the drug companies who genence at the inquest emphasised
that the prescribing doctor has the primary resibditg for ensuring that a patient
knows what effects to expect and for putting ircplavhatever monitoring is appropriate

in the circumstances.

Dr Tang was the only doctor about whom issues ofltaedge of side effects and issues
of monitoring arose. She said that she was awlatieeopotential effects of her “cross-
tapering” treatment and in particular about thereased risks of agitation, worsening
depression and suicidality. She said she warneatn@ine about these risks and said
that her monitoring over the telephone was aimegretisely these concerns. She also
said that she wanted to arrange for Charmaine’shenoand Simon to assist in

monitoring her, but says that Charmaine refusegbganission to contact them.

The inquest did not concern itself with whetherideygressants were overused in
Australia, or how effective they were and whether product literature about risks and

side effects was as good as it might be. The igsgg limited to warnings and | am
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satisfied that the relevant warnings about withdngwEfexor and increasing Lexapro

and the need for careful monitoring were approgriat

7. WAS CHARMAINE'S DEATH PREVENTABLE?
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Suicide is never predictable but there are wellvkmasigns associated with suicidal
ideation. These include: perfectionism, negatimeking and hopelessness.

Charmaine was a perfectionist by nature. Her mot#ad so. All who knew her
observed this. It probably was a positive factohér achieving the success that she did

in an exacting field.

All who treated Charmaine noted the negative tmgkand two weeks before she died
Dr Tang obtained a history that her mind wakurning +++” and she hadregative

cogitations +++ verging on irrationdl.

Towards the end Charmaine was sliding into hopetsssand ultimately was resigned to
this with the messageSime, I'm so sorry for what I'm about to do. | &Gatonquer my
thoughts.” In what can only be described as a misplacedngstson of personal
responsibility she continuedPlease know this is no one’s fault but mine.”

Counsel assisting submitted that Charmaine’s death both tragic and cruel. It was
tragic because her thoughts could have been cosdjuand cruel because she bore the
guilt of believing that she did not have the stténgf character to conquer them.

Charmaine probably did have a Bipolar Il DisordBrofessor Parker explained

The high suicide rate in this condition probablyfleets the severity of the
depressed mood state and the desperation that maople feel when they
“come off a high” and are aware that they are goibgck into a depressed phase
and start to anticipate the “torment”. During th#epressed phase, some may
experience ‘retardation’ (marked by slowed thinkargl impaired concentration,
as well as by a lack of energy) but some may espeei agitation (where they
will have great difficulty in settling and often\vea myriad of morbid worries
and concerns). The latter agitated state providesigher risk to suicidal
ideation.

He went on to say
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Most individuals with this condition will need a aub stabiliser as well as
education and a ‘stay well plan’ designed to addrdse mood oscillation. Most
importantly, they need confirmation of the diagsosd that they can be made
aware of what they need to learn about and howddress their condition. In a
percentage, mood stabilising medication will britfge condition under total
control alone, while the combination of medicati@ducation and a stay well
plan will bring it under complete or almost comgletontrol for another
significant percentage. Such successful managemensually contingent on
making the diagnosis.

Dr Phillips agreed

If it were to be found that Charmaine’s diagnos&itbeen wrong and that she
suffered from a Bipolar Il Disorder, and if she hbden properly treated in an

evidence based manner for Bipolar Il Disorder andhfed a proper therapeutic

alliance with one person, be it the psychiatristtioe psychologist, then on the
balance of probabilities, she would have stabiljsglte would not have made a
total recovery, that she would have stabilised ahd would have gone on to live
a relatively normal life thereafter.

It follows that if those health professionals tregtCharmaine had made the correct
diagnosis of a Bipolar Il Disorder she would hawet properly treated with a mood
stabiliser and she probably would not have comnohistieicide. Their failure to diagnose

a Bipolar Il Disorder was therefore causative o&fdhmaine’s suicide.

A suspicion of Bipolar Il might have been made by Qugadasan or Dr Clowes,
especially by the latter who probably should hakraregged a psychiatric review when

Charmaine was still not getting better after trerease in her Efexor to 150mg per day.

The diagnosis should have been explored properlyDbyKhong with referral to a

psychiatrist after Charmaine herself brought tessie to the tablé at a session in May.

Dr Tang would almost certainly have made the diagnid she had been given a proper
history from Dr Khong either before the consultation 16 October 2007 or on 18
October 2007 when Dr Khong should have informeddfehe Bobbin Head walk on 12

October 2007.
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Further, if the events on 27 October 2007 when @hare was anxious and panicky and
had two minor car accidents on the way to the Eenidreatre, and on 28 October 2007
when she went to Watson’s Bay and then was obsdovéé distracted, confused and
distant, had been recognised by Charmaine as li#elg effects she probably would

have reported this to Dr Tang on 29 October 2007.

This would have led to a review of her conditiord garobably arrested the slide into
further agitation and hopelessness that occurted tlaat week. In this way the failure to
properly alert her to drug effects of the “crosseidng” was an indirect cause of

Charmaine’s suicide.

Quite apart from the deficiencies in her managent@nther health professionals,
Charmaine’s suicide would not have happened iffelte been prevented access to the
cliff edge at The Gap. Dr Dudley, whose speci&tnest was suicide prevention and
who was the Chair of Suicide Prevention Austraed that it was a misconception that
if you prevent access to one spot a person wandirgpmmit suicide would simply go
somewhere else. He referred to studies that hawvmdstrated that

restricting means of suicide is highly effectivegtiently deterring suicide by the
method in question but also overall suicide ratellacing barriers in
conspicuous suicide sites has prevented jumpingponly from those sites, but
elsewhere.

The failure to prevent access to the cliff edg@leg Gap was therefore a causal factor in

Charmaine’s suicide.

8. THE EFFECT OF CHARMAINE'S DEATH ON OTHERS
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It is impossible to fathom the extent of the gsaffered by Charmaine’s family and her
partner Simon. Her death impacted many othersidiaty her many friends and work

colleagues that gave evidence.

Charmaine’s death had consequences for people erer knew. Mr Skalvos, who
wanted to approach her at The Gap but was insttutdé to, was deeply affected. He
has said that faced with the same situation agawduld approach a person at The Gap
because he said that living with the fact of notihg done something is worse than
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knowing that you did not even try. Hopefully hellwiot be faced with this kind of

situation again.

Detective Senior Sergeant Despa Fitzgerald is eraetcrisis negotiator. She described
the awful impact that suicide cases have had ompéesonally and on other members of
the police and rescue teams. Their emotional weelfi@eds to be taken into account as

well and | have made a previous recommendatioelation to that issue.

9. SUICIDE PREVENTION STRATEGIES AT THE GAP
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Detective Senior Sergeant Fitzgerald set out irntaaeSient dated 19 March 2010 the
work that has currently been completed in relatiorthe ‘Gap Suicide Minimisation

Plan’.
She stated;

“The new fence that has been installed to datetstair a point 8 metres south of
the Dunbar Anchor and continues southward followtimg same alignment of the
previous fence as far as the southern boundaryhois@son Park, a distance of
1573 metres.

The section in front of Macquarie Lighthouse had$ heen done as this is
Commonwealth owned and managed land, not the regpbty of Woollahra

Council. The last sections to be undertaken by IMlo@ Council are the

replacement of the section at The Gap which extéods the boundary with the
Sydney Harbour National Park to the Dunbar Anchor”

She has said that there is CCTV that, | believeasitored by a private security firm,
recording defined preset views. There are two pha@et up near the main entry points
(North and South) and have been in operation sngirch 2010 one accesses Triple 0

and the other ‘Lifeline’.

The need for work to be completed at The Gap wiadoreed by Dr Dudley who said

that

...a masterplan has been developed to effectivelywddathe Gap as a suicide

hotspot. The intent is to simultaneously enhaiheeGap as an International

tourist destination, and to destigmatise it andvam it being used as a suicide
hotspot.
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196 He stated that the funding application to the Faldéovernment provided for;

= In leaning fencing, which is aesthetic, but alsegmoan effective barrier

= New lighting in viewing areas

= 9 CCTV cameras at entry points to the Park, alsanhl cameras

= Improved surveillance by removing vegetation, andeav stairway to
improve visibility

= New seating

= Extended fencing into National Parks and Wildlind (two sets of
cameras have been installed on NPWS land, andtaldigmera).

= Improved relationship with local Police, in concetth Lifeline.
= Making local community aware of what is being ddm®ugh workshops

» Residents who use the park need and can use tletskielp people in
distress.

197 The project has been costed at roughly $2 millioltads with Woollahra Council having
spent $248,000 on the first phase of the project.

198 Recently the Federal Government announced a goaWwdollahra Council of $1.1
million dollars for work at The Gap, however, | amt sure if that amount means that

the masterplan can be finalised | hope it does.

FORMAL FINDING

| FIND THAT CHARMAINE MARGARET DRAGUN ON 2 NOVEMBER 2007 AT THE
GAP VAUCLUSE DIED OF THE EFFECTS OF MULTIPLE INJURI ES SUSTAINED
WHEN SHE PROJECTED HERSELF FROM THE TOP OF A CLIFF WITH THE

INTENTION OF TAKING HER OWN LIFE.
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RECOMMENDATIONS
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| intimated during the Inquest that | was goingrtake recommendations relating to the
adequacy of counselling provided to Officers of Rese Bay Local Area Command. It
has been pointed out that | made recommendatiors jmevious inquest involving
another death at the Gap and that the Commissimin®olice had responded to that
recommendation. | accept that and do not proposskeothe matter any further.

The issue of funding for the completion of workTéie Gap is vital in my view. | know
the member for Vaucluse the Honourable Malcolm Bulinhas called for the funding to
be made available and the evidence that has b&en gi this Inquest about The Gap

support his call.

| direct that a copy of the findings and executstanmary be sent to the Honourable
member for Vaucluse, as he may be able to use sbitiee evidence that was given in
assisting the Woolhara Council if further Fedetalding is required to finalise the ‘Gap
Suicide Minimisation Plan’.

A number of vitally important aspects relating toe tassessment and treatment of
depression were uncovered during this Inquestghatild be brought to the attention to
general practitioners, counsellors, psychologjstgchiatrists and others (who | will call

collectively “health professionals”) who may beledlupon to treat people presenting

with signs and symptoms of depression.
They include:

* The need for increased awareness by health profedsiof the need to
exclude a bipolar disorder in all patients presentwith signs and
symptoms of depression.

* The need for assessment tools for bipolar conditibkeing readily
available to all health professionals treating g with signs and
symptoms of depression.

» Stress on the importance of all health professgtraiating patients with
signs and symptoms of depression to provide adveeit information to
other health professionals to whom a patient magebsred for ongoing
treatment.
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» Stress on the importance of all health professgtraiating patients with
signs and symptoms of depression to keep refeh@ajth practitioners
informed of their management of the patient.

» Critical consideration of the use of “contracts’tween health care
professionals and patients whereby the patient jgegsmot to self harm
and to contact the health care provider if theyfaeting suicidal. These
could usefully be replaced with “commitments toatreent” which are
less coercive.

» Discouragement of any indication by a health caddgssional of being
available to patients 24 hours a day, 7 days a \aedhkis can obscure the
therapeutic relationship.

* The provision to patients who have suicidal thoaghit are not thought
to be at risk of suicide at the time of a “crisiarg with details of who to
contact and how if their condition worsens if theual treating health
professional is not available. This applies tagudas being released from
hospitals.

* That health professionals stress to the patienintipertance of involving
family members or similarly placed persons to namdany side effects
associated with having drugs supplied for the firste or any increase,
decrease or change of medication because sometimgmtient may not
be able to recognise these effects for what they ar

204 The peak bodies that represent general practisopsichologists and psychiatrists were
not represented and were not asked to make sulomsssp the Inquest so | cannot

fashion these important findings into recommencdhetito be actioned by them

205 However, | would urge the peak bodies to carefubnsider the findings because
advising their membership can only result in arreased awareness of how important
certain aspects of the assessment and treatmelgpoéssion are and in the end reduce
the number of suicides and attempted suicidescassequence.

206 | direct that copies of the findings and executseenmary be forwarded to the Royal
Australian College of General Practitioners, thei@ellors and Therapists Association
of New South Wales, the Australian Psychologicali&y and the Royal Australian and

New Zealand College of Psychiatrists.
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207 | thank Mr David Hirsch, Barrister, Counsel Assigti and Ms Ngaire Watson whose
invaluable assistance should be acknowledged audNt Geoffrey Denman, formerly

Senior Solicitor with Crown Solicitor’s Office amtbw at the Private Bar.

208 To the family of Charmaine, | offer my sincere syatlyy, and hope that this inquest will
have assisted them to understand the circumstaricd€barmaine’s death. | also hope
that my recommendations fulfil their wish that stdge taken to reduce the tragic toll
taken by suicide in Australia. | acknowledge ttlas would be Charmaine’s wish as

well.

M.MacPherson

Deputy State Coroner

State Coroners Court Glebe
15 October 2010
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