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Dear Ms Richards

Inquiry into the convictions of Kathleen Megan Folbigg
I write in response to your Letter of Engagement dated 7 May 2019 requesting that I prepare a
report in relation to the Inquiry into the Convictions of Kathleen Megan Folbigg.

Background
I note that on 21 May 2003 Ms Kathleen Folbigg was convicted of a number of offences in respect
of her four children. Ms Folbigg was sentenced to 40 years imprisonment with a non-parole period
of 30 years which was reduced on appeal to 30 years imprisonment with a non-parole period of25
years.
I previously interviewed and examined Ms Folbigg on at least five occasions whilst she was an
inmate of"Mulawa", the Women's Correctional Centre at Silverwater and prepared a report dated
27 August 2003 prior to Ms Folbigg's sentencing.
I understand that in August 2018 the Governor of NSW directed that the Honorable Reginald
Oliver Blanch AM QC ("The Judicial Officer") conduct an inquiry into the convictions of Ms
Folbigg ("The Inquiry"). Pursuant to Section 82 of the Crimes (Appeal and Review) Act 1999.
The Judicial Officer is also able to consider matters that may have affected the nature or severity
of the sentence. The Crown Solicitor is the solicitor assisting the inquiry.
I understand that the inquiry conducted three rounds of substantive hearings concerning the
assessment of Ms Folbigg's guilt of the offences. This evidence included various aspects of the
medical evidence, and most recently Ms Folbigg gave evidence before the inquiry about entries
made in her diaries which formed part of the Crown case against her at the trial, as well as her
possession and disposal of those diaries.
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I understand that the evidence before the Inquiry also includes a psychiatric report prepared by Dr
Michael Diamond dated 16 April 2019 and obtained by Ms Folbigg's representatives. Dr Diamond
concluded in his report that he was "strongly of the view that Ms Folbigg has amongst many other
difficulties, a clear diagnosis of Complex Posttraumatic Stress Disorder".
Expert Witness Code of Conduct

I, Dr Michael Robert Giuffrida, acknowledge for the purpose of Rule 31.23 of the Uniform Civil
Procedure Rules 2005 that I have read the Expert Witness Code of Conduct in schedule 7 of the
said Rules and agree to be bound by it.
Documents Provided

Psychiatric report by Dr Michael Diamond dated 16 April 2019.
I had available to me a copy of my report to Ms Folbigg's then solicitor at Legal Aid NSW dated
27 August 2003 of some 22 pages.
I note the extensive documentation provided to Dr Michael Diamond in preparation of his report
which at this stage I have not requested.
Scope of Engagement/Your Instructions

You have asked me to prepare a report in relation to three issues listed on page 2 of your Letter of
Engagement.
1.

A definition of a diagnosis of "Complex Posttraumatic Stress Disorder" including
reference to the source(s) of the definition.

I need to point out first of all that in relation to the question of a definition of the diagnosis of
Complex Posttraumatic Stress Disorder that this has been for more than 30 years a controversial
issue during the course of the emergence of the concept of what actually constitutes Complex
Posttraumatic Stress Disorder. I should point out that the International Classification of Diseases
in the mental disorders section that there is no specific reference to Complex Posttraumatic Stress
Disorder as such. Similarly, in the Diagnostic and Statistical Manual of Mental Disorders of the
American Psychiatric Association, 5th Edition DSM-V, published in 2013 that whilst there is an
updated set of diagnostic criteria for Posttraumatic Stress Disorder there is not on the other hand
any specific reference to Complex Posttraumatic Stress Disorder. On the other hand, the DSM-V
sub-committee considering Complex Posttraumatic Stress Disorder did evidently urge the
inclusion at page 272 in the manual the heading "Posttraumatic Stress Disorder for children six
years and younger". This made reference to PTSD in children six years and younger having been
exposed to actual or threatened death, serious injury, or sexual violence in one or more ways. This
included directly experiencing traumatic events, witnessing in person the events as it occurred to
others, especially primary care givers and learning that the traumatic events occurred to a parent
or care giving figure.
Of what may be significant in Ms Folbigg's case is the reference under that heading on page 273
under "Negative Alternations in Cognitions". This makes a reference to substantially increased
frequency of negative emotional states including fear, guilt, sadness, shame and confusion. It also
makes reference to socially withdrawn behaviour and persistent reduction in expression of positive
emotions which again maybe relevant to the repeated observations and references to features of
Ms Folbigg's mental state at different times.
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I thought it was also relevant to point out that in the DSM-IV Manual which was published in 1994
that there had been extensive discussion and study as to the emerging concept of complex
Po~ttraumatic Stress Disorder and whilst there is no specific reference to Complex PTSD in the
DSM-IV, it did at page 425 in the manual under the heading "Associated Features and Disorders",
being the associated constellation of symptoms that may occur in PTSD together with the impact
that it may have on, for example, interpersonal relationships that lead to marital conflict, divorce
or loss of a job. There is included a reference to the identified frequent causes of PTSD with such
associated disorders including childhood sexual or physical abuse, domestic battering, being taken
hostage, incarceration as a prisoner of war or in a concentration camp or being a victim of torture.
The descriptors under that heading on page 425 are self-explanatory but are of a kind generally
included in the concept of Complex PTSD.
The difficulty therefore in responding to your question is that there does not appear to be any
formal or universally accepted definition of what constitutes Complex PTSD. On the other hand
there have since the late 1970's a plethora of studies and articles concerning the concept of
Complex PTSD and in an effort to provide some understanding of what might constitute a
definition of Complex PTSD I refer you to one of the most cited articles on the concept headed
"Disorders of Extreme Stress: The Empirical Foundation of a Complex Adaptation to Trauma" by
Van der Kolk, Roth, Pelcovitz, Sunday and Spinazzola in the Journal of Traumatic Stress,
Volume 18, No. 5, October 2005, pages 389 to 399. This article also provides a very extensive
bibliography upon which much of the findings rely. The article notes that children and adults
exposed to chronic interpersonal trauma consistently demonstrate psychological disturbances that
are not captured in the Posttraumatic Stress Disorder diagnosis alone. It notes that the DSM-IV
"Field Trial" studied 400 treatment-seeking traumatised individuals and 128 community residents
and found that victims of prolonged interpersonal trauma, particularly trauma early in the life cycle
had a high incidence of problems with (a) regulation of affect and impulses, (b) memory and
attention, (c) self-perception, (d) interpersonal relations, (e) somatisation, and (f) systems of
meaning. This raised important issues about the categorical as opposed to the dimensional nature
of Posttraumatic Stress as well as the issue of co-morbidities with PTSD.
The DSM-IV Field Trial for PTSD was conducted between 1990 and 1992 and the PTSD subcommittee thoroughly reviewed the research on the populations of victims of trauma and organised
the most frequently studied systems under the rubric of "Disorders of Extreme Stress not otherwise
specified", (DESNOS), as described by Judith Herman in her 1992 article, "Complex PTSD: A
Syndrome in Survivors of Prolonged and Repeated Trauma" in the Journal of Traumatic Stress,
No.5(3), pages 377 to 391. It seems that Judith Herman' s study of DESNOS formed the nidus of
the concept of Complex PTSD.
Of particular significance in the study by Van de Kolk and others was the highly significant
differences in posttraumatic symptoms which emerged between the "Early Onset and Late Onset
Interpersonal" abuse groups. In the Early Onset Interpersonal group, more participants had a
lifetime prevalence of PTSD plus DESNOS of 61 % than patients with PTSD alone of 16%.
Essentially the finding was that the younger the age of onset of the trauma then the more likely
one was to suffer from the cluster ofDESNOS symptoms in addition to PTSD. I will not attempt
to list all of the DESNOS sub-categories or symptoms other than to point out that they are
described in detail in tables 1 and 2 on pages 391 and 393 of Van de Kolk' s article which I enclose.
In short, whilst there is no formally accepted definition of what constitutes Complex PTSD, there
are a multitude of studies and articles that support the concept of it as a valid entity to understand
the more complex patterns of the clusters of symptoms and behaviours associated with the more
extreme forms of trauma suffered particularly by young children and adolescents. The form of
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trauma regarded as most damaging to young children is the pattern of continuous or repeated
sexual, physical and emotional abuse and neglect and from which the child or the adolescent has
no opportunity to escape.
Prominent symptoms of the DESNOS concept include affect dysregulation, impulsive outbursts
of anger, self-destructive and suicidal behaviour, aberrant or deviant sexual behaviour and
substance abuse. Significantly it involves the loss of trust, a pattern ofre-victimisation, risk taking
behaviour, amnesia or dissociative type experiences and a sense of hopelessness and a loss of
beliefs. All of the these may be relevant in Kathleen Folbigg's mental state.
Another complex issue is the association between Posttraumatic Stress Disorder and Borderline or
Antisocial Personality Disorders but mostly the former. There has been much discussion and
indeed considerable controversy as to whether Borderline Personality Disorder may be best
understood in terms of a trauma model.
2. Whether the opinion you expressed in 2003 in relation to a diagnosis have changed or
remain the same, and why?

In responding to this issue I thought I should make reference to my relevant knowledge, skill and
experience and secondly my observations, finding and conclusions in my report of 27 August
2003.
Relevant Expertise

I need to point out that I have worked in a variety of roles as a Consultant Visiting Medical Officer
in Psychiatry to Justice Health and under the previous name Corrections Health, from 1995 to
2009. I was for many years the Visiting Consultant to the Mulawa Correctional facility for women
at Silverwater visiting and providing an outpatient clinic to female inmates on two days a week
for many years. This involved my being requested to assess not only women inmates suffering
from identified mental health disorders referred to me by one of the four psychiatric nurses
appointed to the Mulawa facility but also being requested to assess most if not all women who had
been charged with very serious criminal offences including murder of their children and other
serious physical assaults including malicious wounding etc.. I was in addition to providing a
psychiatric assessment for mental health staff also at times requested to provide reports for court
and also to provide ongoing treatment services both of a pharmacological and psychotherapeutic
support kind. This caused me to become extensively involved in both long-term assessment and
treatment often over many years and for long serving inmates over most of my time as a consultant
to the Mulawa facility . I should point out here that women detained in custodial facilities in studies
that have been done world-wide demonstrate that they are an exceedingly vulnerable and
disadvantaged group with an exceedingly high prevalence of serious mental disorders including
serious forms of depression, chronic psychosis including schizophrenia and bipolar disorder and a
range of all the anxiety related disorders . There is also an exceedingly high prevalence of
substance abuse disorders and there are a number of studies that have been conducted in NSW
Correctional facilities by Justice Health investigators that have demonstrated the same pattern of
findings as in overseas studies. There is also a very high rate of Posttraumatic Stress Disorder
among incarcerated women and studies have demonstrated that the prominent causal factor in
Posttraumatic Stress Disorder in women was early childhood repeated and continuing sex;:ual,
physical and emotional abuse and neglect. Studies of women in psychiatric inpatient facilities
have demonstrated rates of early childhood sexual, physical or emotional abuse and neglect
resulting in Posttraumatic Stress Disorder at around 75%. Women detained in their custodial
setting in surveys that have been done have demonstrated even higher figures up to around 95%.

Page 4 of 11

Dr M Giuffrida
10 May2019

I point this out because I have been therefore extensively involved in the assessment and treatment
of this exceedingly mentally disordered group of women in custody and have over the years kept
myself up with the relevant literature in relation to mentally disordered women in custody and
mentally disordered offenders in general. I have throughout my time in Justice Health been
involved with the training of psychiatry registrars in the forensic stream of their training and
lecturing on the same subjects.

I was also involved in the setting up and initiation of the first forensic mental health ward for
women at the Long Bay Hospital at Malabar, part of the Long Bay Correctional Centre of which
I was Director for some years together with one of my colleagues.

I have also been appointed as the Director of Forensic Psychiatry at Westmead and Cumberland
Hospitals from early 2000 to 2015 and was the Clinical Director the Bunya Medium Secure
Forensic facility at Cumberland Hospital which was the first medium secure unit developed for
forensic female patients where I was directly involved in patient care and treatment over the
whole of that time together with providing extensive forensic reports to both the Mental Health
Review Tribunal in relation to leave and Conditional Release of such inmates and the provision
ofreports to all of the courts.
I pointed out in my report of 27 August 2003 that I had assessed all female inmates who had
been charged with and/or convicted on charges of murder of their children which included
thirteen women who I had studied extensively in the course of my work at Mulawa. I pointed
out that without exception they suffered from significant psychiatric disability and I list the range
of disorders including psychotic illness, usually schizophrenia but also psychotic depression
together with Borderline and Antisocial personality disorders and Developmental or intellectual
disability. The cases of Posttraumatic Stress Disorder that I assessed and investigated were
usually of the most extreme form that I had not encountered to such a degree outside of the
correctional system. They were usually women who had been seriously sexually and physically
abused as children and that this was often a repeating and continuous pattern of abuse together
with neglect of their care in general by their parents or carers and which often continued into
adolescence from which they were not otherwise rescued by what might have been various
support services. The pattern of abuse was such that the children or adolescence rarely if ever
were willing or able to complain of their treatment and indeed often regarded it as normal,
knowing nothing else.

My report of Kathleen Folbigg dated 27 August 2003
I should point first of all that my report makes comments at various points as to how I found Ms
Folbigg during the course of my five formal interviews and examination of her. In my brief mental
state examination of 22 May 2003 I wrote, "Remarkably calm and detached and able to speak at
length without distress at any point, strikes me as being affectless in this situation.
Spoke clearly and coherently without a hint of thought disorder, delusional ideas or particular
preoccupation other than details of her offences. I found her remarkably lacking in the expression
of grief in relation to these". I said that my earliest impression was that Ms Folbigg suffered no
psychiatric disorder and there was nothing to indicate any underlying personality disorder apart of
course from the apparent detachment regarding the death of her children.

On page 4 of my report in the second last paragraph I pointed out significantly that Ms Folbigg
had not experienced any post-partum or post-natal depression and she thought herself that she had
been entirely well in this respect. I pointed this out because the absence of any post-partum
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psychiatric disorder such as anxiety or depression tended to diminsh the likelihood of developing
or having previously suffered anxiety or a mood disorder.
Although my initial commentary was that Ms Folbigg presented as remarkably remote and
detached emotionally that on the other hand in discussions with her about her emotional reaction
to her children's death and Caleb's death in particular, which she described as "heaitbreak.ing and
shocking" that tears came naturally to her eyes at that point. Her emotional response seemed
genuine. Despite this, Ms Folbigg gave the history that in general she had learnt to become
"emotionally switched off' and in response to the death of her children tended to withdraw from
everybody and every interest and "ran on auto-pilot".
In relation to the most relevant or critical part of my report in relation to your question as to whether
my diagnosis has changed or remained the same, I should point you to my detailed "mental state
examination" on page 14 of my report. I thought it relevant and useful to quote it in full as follows.
"Her general behaviour was always polite and co-operative and she appeared to develop a good
rapport in the course of the lengthy interviews. She described her mood as somewhat dysphoric
and anxious, although she attributed that to her circumstances. Her affect was particularly
remarkable in that whilst she related comfortably and would often smile appropriately, there was
always a somewhat blunted, distant, even remote quality to her ability to relate. There were parts
of the interview where she was able to engage somewhat warmly and more responsively, although
this was always fleeting. There was very significantly on two occasions in the interview times
when tears came to her eyes and she looked obviously sad, but she too readily stifled this emotional
expression. She never at any stage showed the slightest nuance of rage or anger or even irritability
when discussing the feelings of hurt and rejection but her foster sister nor what she regarded as the
betrayal by her husband. Equally in discussing her relationship with her foster mother from whom
she appeared to be alienated, was there any particular emotional response. Although she showed
tears and sadness briefly on two occasions in relation to discussing the deaths of two of her
children, there was a remarkable inertness of emotional response in these discussions. Equally I
was unable to elicit any symptoms suggestive of the reliving, either in the form of dreams or
flashback type experiences of the trauma of the deaths of any of her children. I thought this was
highly significant given her otherwise graphic descriptions of the actual events of their deaths.
One might have expected in a woman who had suffered the trauma of the deaths of four children
to have been tormented, indeed tortured by reliving type experiences associated with feelings of
intense grief, anxiety and depression. All of these symptoms and the associated affective response
were either absent, blunted or attenuated".
It is also relevant that I pointed out that "Throughout each of the interviews, Ms Folbigg spoke
very clearly and coherently and was able to give very detailed accounts of every aspect of her
history and seemed to do so candidly and openly and I found her somewhat disarming in this
respect. I could certainly find no evidence of any disorganisation of thinking nor of formal thought
disorder, nor was there at any time any indication of over valued or delusional ideas. There was
never any evidence of perceptual abnormality".

I also pointed out that I gained the impression that Ms Folbigg was probably of at least average
verbal intelligence.
The point of my detailed mental state examination was that I was at pains to exclude what I thought
might have been the likelihood that Ms Folbigg had killed one or more of her children in relation
to the most common psychiatric disorders where I had assessed such women who had killed their
children or from my extensive studies of women who had done so, from the available literature.
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The most common scenario was of a woman who had i1l treated and abused and later killed one or
more of her children who suffered from a severe personality disorder usually a Borderline
Personality Disorder although some with a mixture of both borderline and Antisocial Personality
Disorder. Ms Folbigg demonstrated nothing in her history or on her presentation to indicate any
of the features primarily of a Borderline or Antisocial personality disorder in her adult life. The
second more common scenario is of a woman who killed her children labouring under one or other
of the delusional beliefs that either that the child represented a threat to herself or other children,
frequently involving the delusional belief that the child was evil and dangerous. The common
alternative delusional belief was that in the context of a psychotic depressive disorder that the
woman as the mother could not care for the child and that the child did not deserve to be cared for
by the mother that she had. This type of delusional belief is often referred to as altruistic killing of
what is believed to be a sick or deformed child. Ms Folbigg demonstrated neither of these kinds
of delusional beliefs that might have otherwise driven her to kill her children.
Despite the absence of any significant findings of outward mental disorder apart from the
emotional blunting and remoteness that I described of Ms Folbigg, there was on the other hand
somewhat to my surprise on review of the Department of Community Services file of Ms Folbigg
when she was known as Kathleen Donovan, some very significant evidence of serious childhood
psychopathology. The DOCS files described what was a remarkably seriously disturbed child
identified from the age of 18 months when she went to live with Mr and Mrs Platt and where she
remained until her third birthday.
I note the complaints made by the Platts to what I take was DOCS in a report dated 21 May 1970
when Ms F olbigg was one month short of her third birthday. I wrote in my report that "The
complaints were that Kathleen was probably oflow intelligence, that she was experiencing trouble
in teaching her basic requirements of hygiene and acceptable manners and behaviour etc. Kathleen
was described as having severe temper tantrums, being extremely aggressive, particularly towards
other children who visited the home. Kathleen was seen to have 'a preoccupation with sexual
problems and had been seen on a couple of occasions trying to insert various objects into herself .
I presume by that she was seen to insert objects into her vagina. Kathleen on occasions was sent
to scream and cry incessantly and caused much embanassment both in the home and outside the
home because of her behaviour".
I also noted the assessment by child psychiatrist Dr Spencer in his report 12 June 1970 which
referred to Kathleen as a "virtually uncontrollable and as a disruptive influence on her marriage",
referring to Mrs Platt. It was also stated that Kathleen "indulged in excessive sex play and
masturbation". I noted the very significant comment in Dr Spencer's report where he states, "The
social history is well known to you and it seems that Liza (Kathleen) was misused by her father
during infancy".
In relation to my diagnosis I said at page 19 of my report of 2003 that despite that I could find no
evidence of psychotic illness in Ms Folbigg, there was on the other hand a very clear and strong
history of a pervasive depression throughout her marriage which she described in her history to
me and which was strongly confirmed by numerous references to her depressive mood, feelings
of failure, shame, guilt and loss of self-esteem and a profound sense of worthlessness in her diaries.
This pervasive state of depressive mood sometimes called a chronic dysthymia was accompanied
by biological or vegetative signs of depression at different points of her life. There would certainly
seem to be significant vegetative signs in the form of compulsive or at least uncontrolled eating
and massive weight gain from 60kg to 90kg in weight for example. These episodes were
accompanied by a loss of joy in living, loss of interest, energy and decline in activities. This was
particularly true when she became severe withdrawn, avoiding all social company, spending
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almost all of her time watching videos.
I went on to say that although the episodes of depression were pervasive and indeed probably
through much of her adolescent and adult life, they certainly appeared to be more intense and long
lasting after the death of each child and this probably represented Ms Folbigg's particular
expression of grief and bereavement. It was therefore in a sense that her grief and bereavement
was hidden or masked by the more readily observed phenomenology of depression rather than the
more apparent signs of grief and bereavement. It was therefore in a sense disguised.
In relation to the issue of Posttraumatic Stress Disorder, I made a relevant comment in the last
paragraph of page 20 of my report. At the third line in that paragraph I said "Given that each of
the children died suddenly and assuming they died by her own hand and I presume by smothering,
this would for any woman be an intensely traumatic experience and would almost invariably result
in symptoms of Posttraumatic Stress Disorder, that is a state accompanied pru1icularly by acute
anxiety, depression, usually gross cognitive impairment and most of all intense reliving
phenomena in the form of flashback type experiences of the time of the death of the child or of
terrifying nightmares of the death which would be usually sufficiently intense to wake the woman
from sleep, usually accompanied by symptoms of an acute panic attack with palpitations, seating,
tremor, hyperventilation and so on. As far as I could determine, Ms Folbigg did not appear to
experience any of the normal symptoms of grief or mourning, nor did she reveal any of the
symptoms that I would expect of Posttraumatic Stress Disorder in these circumstances".
On page 21 of my report I endeavoured to provide some explanation as to both Ms Folbigg's lack
of capacity for bonding and attachment on the one hand and her dominant coping behaviour of
always remaining controlled, inhibited and actively suppressing any emotional expression
resulting in the appearance of a blunted remote affect.
At the fourth paragraph on that page I speculated that "I think the clues to this can be identified in
Ms Folbigg' s earliest life experiences. It is clear that in her first eighteen months of life that she
is highly likely to have been brought up in a highly dysfunctional and probably emotionally,
physically and possibly sexually abusive relationship. It is highly likely that her father Thomas
Britton, who had a history of assault and malicious wounding and who ultimately killed his wife,
was abusive to his wife in the child's first eighteen months oflife. It seems likely that Ms Folbigg
would have been exposed to such violence".

I went on to say in the following paragraph that "It also seems to be clear that Ms Folbigg' s mother
was unable to care for her child and gave the child to her sister and her husband to look after for
periods of time". My best guess was that in all of these circumstances that Ms F olbigg herself as
a child was probably both neglected and probably traumatised and the Department of Community
Services file reports indicate that she had been subject to sexual abuse presumably by her father.
It is in any case abundantly clear I think that Kathleen Folbigg was a seriously disturbed child
when she came to live with her aunt and uncle at the age of eighteen months and when reviewed
by the Department of Community Services staff that she was found to be "severely regressed".
When Ms Folbigg was tested by psychologist on 4 August 1970, she was described "as being
remote, speaking little, not responding to conversation and otherwise restless, inattentive and non.co-operative. Kathleen was described as being a very disturbed little girl with various behavioural
difficulties, aggressive to other children and not responding to usual social and emotional demands
placed on her". I said, "This level of regression and cognitive impairment in a child of eighteen
months to three years would strongly suggest to me that the child had been severely traumatised
in her first eighteen months of life".
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In the second last paragraph on page 21 I added "What is of even greater significance to me is a
three-year-old child who is said to have a preoccupation with her genitals and repeatedly tries to
insert various objects into her vagina. This is evidence of a very disturbed child and I would take
the fact that she was inserting various objects into her vagina as prima-facie evidence that she had
been seriously sexually abused in her first eighteen months of life. The behavioural disturbances
were also charac~erised by severe temper tantrums with screaming and crying incessantly for
reasons which do not appear to be clear at the time. I would take all these behavioural changes
together as evidence that the child was severely traumatised at the time".
My last comment in relation to a diagnostic formulation was that "There is abundant evidence in
the literature of early childhood development that children who are neglected and who suffer
serious sexual and physical trauma and neglect, suffer a profound disturbance of personality
development. Given the likely trauma suffered by this child at the time, it is very highly likely
that she has herself failed to experience any true bonding of attachment to her own mother".
The answer to your second question is necessarily somewhat complex given that whilst on the one
hand having interviewed and examined Ms Folbigg extensively in 2003 and found no clearly
identified psychiatric disorder and indeed was at pains to exclude the more serious ones known to
be commonly associated with women who hann or kill their children, it is nonetheless clear on the
history provided to me by Ms Folbigg and which was strongly confirmed by my reading of her
diaries that she had long suffered from a pervasive depression which could be best described as a
chronic Dysthymia which may have at times reached the intensity of a Major Depressive Episode.
Given the information available from the Department of Community Services file including the
reports of a child psychiatrist, Dr Spencer and a clinical psychologist, it seems highly likely that
Ms Folbigg was subject to a repeated, probably continuous early childhood sexual, physical and
emotional abuse and neglect by both her mother and her father and on Ms Folbigg's own history
appears to have been at least emotionally and probably physically abused by her foster mother Mrs
Marlborough. On the evidence available, it would seem inevitable that Ms Folbigg would have
suffered the impact of a Posttraumatic Stress Disorder as a child which was expressed or exhibited
in the form of severe behavioural disturbances of which the aberrant sexualised behaviour was a
prominent feature that she did suffer from a Posttraumatic Stress Disorder.
Ms Folbigg as a child almost certainly did experience some of the criterion symptoms of PTSD
under the category A group of symptoms. It would seem evident that she directly experienced
traumatic events as previously indicated and witnessed events in the form of violence as it occurred
to others namely the probable violence between her mother and father. Ms Folbigg certainly at
the age 14 experienced the traumatic event that her father had killed her mother which would have
resulted in a very significant psychological impact characteristic of PTSD.
On the other hand, Ms Folbigg denied that she had recurrent involuntary or intrusive distressing
memories of any traumatic events in early childhood although her sexualised behaviour of placing
objects in her vagina should be taken as prima-facie evidence of having been sexually abused and
therefore a traumatic event. Ms Folbigg denied distressing dreams of traumatic events, although
again in young children it is likely to have resulted in frightening dreams although she has no
recollection of this.
I could find no evidence of dissociative phenomena in the interviews I had with her and neither
was this observed by either myself or any of the psychiatric nursing staff that I worked with who
attended Ms Folbigg at different times.

Page 9 of 11

Dr M Giuffrida
10 May2019

Ms Folbigg on the other hand probably does satisfy some of the category D symptoms of PTSD
including persistent and exaggerated negative beliefs or expectations about oneself and others and
she certainly demonstrated feelings and behaviours of detachment and estrangement from others
that has been repeatedly observed and documented by psychiatrists and others who have
interviewed her. She certainly demonstrates a persistent inability to experience positive emotions,
for example, an inability to experience happiness, satisfaction, or loving feelings.

In sholi, Ms Folbigg' s mental state does satisfy some but certainly not all of the diagnostic criteria
of Posttraumatic Stress Disorder.
As indicated, the DSM-V at page 272 under the hearing of Posttraumatic Stress Disorder for
Children 6 years and younger makes reference to directly experiencing traumatic events and of
learning that the traumatic event occurred to a parent or care giving figure . Ms Folbigg' s seems
to satisfy the category of "Negative Alterations in Cognitions" insofar as she demonstrates the
listed features including substantially increased frequency of negative emotional states, socially
withdrawn behaviour and persistent reduction in expression of positive emotions as indicated by
her quite evident emotional detachment and blunting.
My short answer therefore is that I would firm up on my opinion expressed in my report of 2003
that Ms Folbigg has suffered from a pervasive Depression which probably persists and that she
shows significant features of a Posttraumatic Stress Disorder both in terms of the symptoms at
least to a limited extent and in terms of the high likelihood that she was subject to extreme
traumatic events of early childhood in causing such a Posttraumatic Stress Disorder.

3. Any differences between your opinions and that of Dr Diamond, and to the extent you
are able, the reasons for those differences.
I would agree with Dr Michael Diamond's diagnosis of Complex Posttraumatic Stress Disorder in
terms of the causality of the condition insofar as it appears highly likely that Ms Folbigg was the
victim of repeated continuous early childhood sexual, physical and emotional abuse and neglect
and almost certainly observed extreme domestic violence and possibly the murder of her mother.
One of the problems with the concept of Complex Posttraumatic Stress Disorder is that after 30
years it remains somewhat controversial and the concept in any case involves what is a drawing
together of a constellation of co-morbidities which the DSM-V and the International Classification
of Diseases has not recognised as a separate independent entity in its own right. I do not doubt
that it is a particularly useful concept to understand and use as a model for psychotherapeutic
treatment of the sufferers of such a condition.
The other difficulty I have with Dr Diamond' s diagnosis of Complex PTSD is that although he
implies that he has relied on aspects of the history obtained from Ms Folbigg and the reports by
psychiatrists who have interviewed and examined Ms Folbigg that Dr Diamond does not actually
provide a formal list of reasons for such a diagnosis. I should add here that in addition to the most
common features of Complex PTSD such as depression and anxiety that there is commonly a
history of self-harm and suicidal ideation and attempts together with features of Dissociative
Identity disorder and Dissociative Amnesia, body image disturbances, emotional dysregulation
and Borderline personality disorder features, that none of these other than the anxiety and
depression were readily apparent in Ms Folbigg's state in 2003 and nor indeed from Dr Diamond's
interview and examination of her most recently.
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Yours sincerely

Dr Michael Giuffrida
MB., BS., FRANZCP
Forensic Psychiatrist
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Dr Michael Giuffrida is a Forensic Psychiatrist, Accredited Foundation Member of the
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criminal matters including Insanity Defence, Substantial Impairment, Fitness to Plead and
sentencing matters. Michael has provided reports concerning practitioners, to the Medical
and Dental Councils of NSW. Michael has been retained by the Crown Solicitor's Office,
Probation and Parole Board and Serious Offenders Review Council for risk assessments.
Dr Giuffrida has been the chair or member of Professional Standards Committees,
Impaired Registrants Panels and Section 150 (urgent hearings) since 1987 and a Member
of the Medical Tribunal (previously in the District Court of NSW) and currently NCAT.
He has been a Psychiatrist Member of the Forensic Division of NSW Mental Health Review
Tribunal since 2007.
Dr Giuffrida has worked as Clinical Director of public mental health psychiatric services
for 40 years and was formerly Director of Forensic Psychiatry at Westmead and
Cumberland Hospitals and Clinical Director of the Bunya Forensic Inpatient Facility and
community forensic service. Michael has worked as Visiting Psychiatrist to Justice Health
providing clinical services for mentally ill women in custody and developed the first
inpatient psychiatric facility for women at Long Bay Correctional Centre together with his
appointment to the Justice Health Community Forensic Mental Hea]th Service reviewing
all forensic and high risk civil patients. Michael was also previously Acting Chief
psychiatrist for NSW Health and Deputy Director of the NSW Institute Of Psychiatry.
Michael has been a member of two major enquiries into public psychiatric services
including the Richmond Report and the Barclay reports. Michael has held appointments as
Clinical or Conjoint Lecturer at the Universities of Sydney and NSW. He has been
extensively involved in the supervision and training of psychiatric registrars throughout his
career.

Dr Michael Giuffrida
MB., BS., F.R.A.N.Z.C.P.
Forensic Psychiatrist

CURRICULUM VITAE
DR MICHAEL GIUFFRIDA
M.B., B.S. , F.R.A.N.Z.C.P.
1960 - 1964

NSW Leaving Certificate - Honours in English and History
- Commonwealth Scholarship

1965

Bachelor of Arts Sydney commenced

1966- 1971

Bachelor of Medicine, Bachelor of Surgery, M.B., B.S., University
of Sydney

1972 - 1973

Resident Medical Officer
Royal North shore Hospital, Sydney

1973 - 1976

Registrar in Psychiatry
Shortland Clinic Royal Newcastle Hospital James Fletcher
Hospital, Rozelle Hospital and St George Hospital, Sydney

1976

Membership Examination and elected to membership of the Royal
Australian and New Zealand College of Psychiatrists - Equal First
on Total Marks

1976- 1977

Staff Specialist Psychiatrist St George Hospital
working principally in the areas of consultation and liaison to
General Hospital

1977 - 1980

Commenced as Deputy Medical Superintendent
Department of Psychiatry,
Banks House, The Bankstown Hospital

1977

NSW Institute of Psychiatry
Clinical Supervisor Postgraduate Training

1978

Appointed as Clinical Lecturer in Psychiatry
University of Sydney

1980

Appointed Director and Medical Superintendent
Banks House, The Bankstown Hospital

1981 - 1985

Appointed Visiting Psychiatrist
Royal North Shore Hospital (Pain Clinic)

1981

Elected to Fellowship of Royal Australian and New Zealand
College of Psychiatrists

1983

Appointed Senior Staff Specialist Psychiatrist
(NSW Department of Health)

1986

Appointed Area Director Of Mental Health, Lang Area (Auburn,
Canterbury and Bankstown Local Government Areas)

1986 -1987

Acting Chief Psychiatrist of State Psychiatric Services
NSW Health Department

1987 - 1988

Deputy Director, NSW Institute of Psychiatry
Director of Psychiatrists-In-Training Course

1988-1990

Area Director of Psychiatry and Medical Superintendent
Hornsby and Ku-ring-gai Area Health Service

1990- 1991

Secondment: Chief Mental Health Adviser to Northern Sydney
Area Health Service
Conducting Enquiry into sexual assault of child patients at
Arndell Children's Unit at Macquarie Hospital and carrying out
Inspection Reports under the Mental Health Act for the Director
General of the Health

1991 - 1997

Director of Psychiatry Banks House, The Bankstown Hospital

1995 - 2009

Visiting Psychiatrist, Justice Health Service
Mulawa Women's Prison

1997 - 2000

Part-time Staff Specialist Psychiatrist in Consultation- Liaison
Psychiatry at Blacktown and Mt Druitt Hospitals and Consultant to
Acute Care Team

1995 - current

Private Psychiatric Practice specialising Medico-Legal and
Forensic Examination and Reporting

2000- 201 5

Director of Forensic Psychiatry, Westmead and Cumberland
Hospitals and Clinical Director of Bunya Medium Secure Forensic
Unit

2003 - 2009

Visiting Psychiatrist to Justice Health
Consulting to Long Bay Forensic Hospital ( Women's Unit)

2006 - 2007

Master of Criminology studies at Faculty of law University of
Sydney

2007 - 2009

Visiting Psychiatrist to NSW Statewide Community Forensic
Mental Health Service for risk assessment and management of
High Risk Mentally Ill Persons and Forensic Patients
(Justice Health)

CURRENT APPOINTMENTS

1987

NSW Medical Council
Chair or Member of Professional Standards Committees
Member/Chairperson of Impaired Registrants Panels and Section
150 Emergency Hearings
Member of Medical Tribunal (District Court ofNSW) New South
Wales Medical Board

1995

Member of the Australian and New Zealand Association of
Psychiatry Psychology and the Law (ANZAPPL)

1996

Continuing participant in Continuing Professional Development
(CPD) Programme of RANZCP since inception

2005

Examiner for RANZCP College exams

2007

Psychiatrist member NSW Mental Health Review Tribunal
(Forensic Division)

2008

Assessor to the Supreme Court of NSW in matters before the Court
pursuant to Mental Health Act 2007

2011

Accredited Foundation member of Faculty of Forensic Psychiatry
RANZCP
Member of Council of Australian Tribunals NSW

PRIVATE PRACTICE IN FORENSIC PSYCIDATRY
Including assessment and reports re Insanity Defence,
Substantial Impairment, Fitness to plead, Sentencing Matters
Psychiatric Reports to Medical Council OfNSW,
Dental Council ofNSW, State Coroner' s Court,
Crown Solicitor's Office, Probation and Parole Board,
Serious Offenders Review Council,
Local, District and Supreme Courts
Healthcare Complaints Commission (NSW)
Authorised Report Writer Workcover Authority,
Victims Compensation Tribunal and Veterans Affairs.

PAST APPOINTMENTS

1981-1989

Visiting Psychiatrist, Royal North Shore Hospital (Pain Clinic)

1982 - 1990

Lecturer NSW Institute of Psychiatry

1978

Clinical Lecturer, University Of Sydney

1994 - 2000

Conjoint Lecturer, University of NSW

1987 - 1988

Chairman, NSW Branch, Royal Australian and New Zealand
College of Psychiatrists

1986-1992

Member NSW Branch Committee R.A.N.Z.C.P.

1990- 1993

Chairman, Ethics Committee

1991 -1993

Federal Councillor R.A.N.Z.C.P.

1991 - 1997

Member Clinical Practice Advisory Committee R.A.N .Z.C.P.

1987

Member, Ministerial Implementation Task Force for Mental Health
and Development Disabilities Chaired by David Richmond (1987
and 1988) (Richmond Report)

1987

Chairman of Ministerial Implementation Task Force
Sub Committee on Training and Education

1989

Member representative of Royal Australian and New Zealand
College of Psychiatrists to the Ministerial Implementation
Committee on Mental Health and Developmental Disabilities
(Barclay Report) commissioned by the Hon. Peter Collins,
Minister for Health).

1995 -2009

Visiting Psychiatrist Justice Health
Visiting Women's Clinic at Silverwater Correctional Centre
Women' s Ward at Long Bay forensic Hospital

2002-2009

Justice Health Court Report Service

2007 -2009

Consultant Forensic Psychiatrist to Justice Health Statewide
Community Forensic Mental Health Service

2004 -2007

Member Justice Health steering Committee for development of a
Community Forensic Mental Health Service
Member of Justice Health steering Committee for planning and
development of women's ward and services for the new Forensic
Hospital.

Inquiry into the convictions of Kathleen Megan Folbigg
7 May 2019
Dr Michael Giuffrida

By email: Michael.giuffrida@gmail.com
Dear Dr Giuffrida

Letter of Engagement
Background
On 21 May 2003 Ms Kathleen Folbigg was convicted of the following offences in respect of
her four children:
•

the manslaughter of Caleb Gibson Folbigg on 20 February 1989, aged 19 days;

•

maliciously inflicting grievous bodily harm upon Patrick Allen Folbigg with intent to do
grievous bodily harm on 18 October 1990, aged 4 months old, in respect of an
apparent or acute life threating event C'ALTE'');

•

the murder of Patrick Allen Folbigg on 13 February 1991, aged 8 months old;

•

the murder of Sarah Kathleen Folbigg on 30 August 1993, aged 10 months old; and

•

the murder of Laura Elizabeth Folbigg on 1 March 1999, aged 19 months old.

Ms Folbigg was sentenced to 40 years' imprisonment with a non-parole period of 30 years.
This was later reduced on appeal to 30 years' imprisonment with a non-parole period of 25
years. We note you examined Ms Folbigg on five occasions and prepared a report dated
27 August 2003 in advance of Ms Folbigg's sentencing.
In August 2018 the Governor of New South Wales directed that the Honourable Reginald
Oliver Blanch AM QC C'the Judicial Officer'') conduct an inquiry into the convictions of
Ms Folbigg C'the Inquiry''). Pursuant to s. 82 of the Crimes (Appeal and Review) Act 1999the
Judicial Officer is also able to consider matters that may have affected the nature or severity
of the sentence. The Crown Solicitor is the Solicitor Assisting the Inquiry.
The Inquiry has conducted three rounds of substantive hearings concerning the assessment
of Ms Folbigg's guilt of the offences. This evidence included various aspects of the medical
evidence, and most recently Ms Folbigg gave evidence before the Inquiry about entries made
by her in diaries which formed part of the Crown case against her at the trial, as well as her
possession and disposal of those diaries.
Inquiry into the convictions of Kathleen Megan Folbigg
Level 2 I Industrial Relations Commission I 47 Bridge Street
T (02) 9258 0832 I E folbigg. inquiry@justice.nsw.gov.au
W https://www.folbigginquiry.justice.nsw.gov.au
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Evidence before the Inquiry also includes a psychiatric report prepared by Dr Michael
Diamond, dated 16 April 2019 and obtained by Ms Folbigg's representatives. Dr Diamond
concludes in his report that he is "strongly of the view that Ms Folbigg has amongst many
other difficulties, a clear diagnosis of Complex Posttraumatic Stress Disorder."

Scope of engagement
As discussed, you are engaged to review the enclosed report of Dr Diamond and prepare a
short report directed to the following matters:
•

a definition of a diagnosis of "Complex Posttraumatic Stress Disorder", including
reference to the source(s) of the definition;

•

whether the opinions you expressed in 2003 in relation to diagnosis have changed or
remained the same, and why; and

•

any differences between your opinions and that of Dr Diamond, and to the extent
you are able, the reasons for those differences.

Should you require copies of the documents you referred to at pages 1-2 of your 2003
report, or any of the documents referred to at pages 2-3 of the report by Dr Diamond to aid
in the preparation of your report, please let us know.
I note that two small sections of Dr Diamond's report have been redacted at the direction of
the Judicial Officer. These sections reference a report that was prepared but ultimately not
tendered before the Inquiry, and is not to be taken into account by you.
Your report is to be provided to the Inquiry by providing an electronic copy to
Ms Amber Richards, Senior Solicitor for the Crown Solicitor, by close of business on
Wednesday 15 May 2019. In the event you anticipate difficulty in meeting this deadline,
please advise us as soon as possible.

Preparation of your report
Your report should only offer opinions to the extent those opinions are based upon your
knowledge, training and fields of specialist expertise.
In preparing your report, please:
i.

identify (and reference as appropriate) any facts and assumptions from materials
upon which you rely;

ii.

show how those facts and assumptions relate to your opinions;

iii.

provide an explanation of your reasons for each of your opinions;

iv.

define and explain any technical terms; and

v.

if necessary, set out any qualification or reservations you have about the opinions
expressed in your report (for instance, because of reservations you hold about a
fact, or if further information is required, or for any other reason).

Expert code of conduct and curriculum vitae
At Annexure B to this letter we set out the Expert Witness Code of Conduct and ask that
you read it carefully. In your report you should acknowledge that you have read the Code
201803083 D2019/ 345530
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and agree to be bound by it. We suggest the following form of words be included in the
body of the report:
"I, Dr Michael Giuffrida, acknowledge that for the purpose of Rule 31.24 of the Uniform
Civil Procedure Rules 2005 that I have read the Expert Witness Code of Conduct in
Schedule 7 to the said rules and agree to be bound by it."
We also request that you please attach a copy of your curriculum vitae to your report.

Confidentiality
Please ensure you keep your engagement, and any material received in respect of your
engagement, strictly confidential.

Fees
We confirm your fees of $600/hour exclusive of GST for a maximum of ten hours for
preparation of a report (by Wednesday 15 May 2019). In the event you anticipate needing
additional time to complete your report, please advise us of the same in advance.

Conclusion
Please to not hesitate to contact Amber Richards on (02) 8759 0793 or
amber.richards@cso.nsw.qov.au if you have any queries or require anything further to assist
in the preparation of your report.

l{;:~

Amber Richards
Senior Solicitor
for Crown Solicitor
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Inquiry into the convictions of Kathleen Megan Folbigg
ANNEXUREA
Index to briefing documents for Dr Michael Giuffrida
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Documents provided to Dr Diamond that were previously provided for preparation
of your 2003 report (not provided again)
1.

Kathleen Folbigg's diaries, transcribed

4 June 1996, 6 June 1997

2.

Letter from Family and Community Services (four
parts)

16 April 2019

Additional documents provided to Dr Diamond
3.

"Other documents" Index (four pages)

Undated

4.

"Other documents" material, including:

Various

2.1. Statements of Kathleen Folbigg (x2) undated
2.2. Crown chronology of Deaths/ALTE
2.3. Report of Dr Rozalinda Garbutt dated 4.2.00
2.4. Letter from ODPP to Dr Yvonne Skinner dated
22.1.03
2.5. Medical report of Dr Yvonne Skinner dated
22.1.03
2.6. Letter from Legal Aid to ODPP re Statistical
expert material dated 26.3.03
2.7. Report of Dr Bruce Westmore
2.8. Documents (10-58) comprising handwritten
letters, diary entries and other personal
communications of Kathleen Folbigg
5.

Documents relating to a number of people who Various
witnesses Kathleen Folbigg after the deaths of her
children:
10.1. Melissa Anne Smith
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10.2. Carol Ann Newitt
10.3. Jan Bull
10.4. Debbie Goodchild
10.5. Judith Patterson
6.

Extracts of evidence from the trial from the
following people:

Various

10.1. David Hopkins
10.2. Deborah McDermind
10.3. Stephen Saunders
10.4. Brian Wadsworth
10.5. Kathleen Coyle

7.

Kathleen Folbigg
history

OHS - Individual prescribing 1/01/1991

to

13/11/2018

inclusive

8.

Clinical file of Singleton Heights Medical Practice

9.

Justice Health Medical Records

Various

10.

Bundle of scientific literature

Various

11.

Affidavit of Megan Donegan

18 February 2019

12.

Affidavit of Colin Donegan

11 March 2019

13.

Affidavit of Karen Hall

28 February 2019

Further documents
14.

Redacted report of Dr Michael Diamond

16 April 2019
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ANNEXURE B
Uniform Civil Procedure Rules 2005, Sch 7: Expert Witness Code of Conduct
1 Application of code
This code of conduct applies to any expert witness engaged or appointed:
(a) to provide an expert's report for use as evidence in proceedings or proposed proceedings, or
(b) to give opinion evidence in proceedings or proposed proceedings.

2 General duties to the Court
An expert witness is not an advocate for a party and has a paramount duty, overriding any duty to the
party to the proceedings or other person retaining the expert witness, to assist the court impartially
on matters relevant to the area of expertise of the witness.

3 Content of report
Every report prepared by an expert witness for use in court must clearly state the opinion or opinions
of the expert and must state, specify or provide:
(a) the name and address of the expert, and
(b) an acknowledgement that the expert has read this code and agrees to be bound by it, and
(c) the qualifications of the expert to prepare the report, and
(d) the assumptions and material facts on which each opinion expressed in the report is based (a
letter of instructions may be annexed), and
(e) the reasons for and any literature or other materials utilised in support of each such opinion,
and
(f) (if applicable) that a particular question, issue or matter falls outside the expert's field of
expertise, and
(g) any examinations, tests or other investigations on which the expert has relied, identifying the
person who carried them out and that person's qualifications, and
(h) the extent to which any opinion which the expert has expressed involves the acceptance of
another person's opinion, the identification of that other person and the opinion expressed by
that other person, and
(i) a declaration that the expert has made all the inquiries which the expert believes are desirable
and appropriate (save for any matters identified explicitly in the report), and that no matters
of significance which the expert regards as relevant have, to the knowledge of the expert,
been withheld from the court, and
U) any qualification of an opinion expressed in the report without which the report is or may be
incomplete or inaccurate, and
(k) whether any opinion expressed in the report is not a concluded opinion because of insufficient
research or insufficient data or for any other reason, and
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(I) where the report is lengthy or complex, a brief summary of the report at the beginning of the
report.

4 Supplementary report following change of opinion
(1) Where an expert witness has provided to a party (or that party's legal representative) a report
for use in court, and the expert thereafter changes his or her opinion on a material matter,
the expert must forthwith provide to the party (or that party's legal representative) a
supplementary report which must state, specify or provide the information referred to in
clause 3 (a), (d), (e), (g), (h), (i), (j), (k) and (I), and if applicable, clause 3 (f).
(2) In any subsequent report (whether prepared in accordance with subclause (1) or not), the
expert may refer to material contained in the earlier report without repeating it.

5 Duty to comply with the court's directions
If directed to do so by the court, an expert witness must:
(a) confer with any other expert witness, and
(b) provide the court with a joint report specifying (as the case requires) matters agreed and
matters not agreed and the reasons for the experts not agreeing, and
( c) abide in a timely way by any direction of the court.

6 Conferences of experts
Each expert witness must:
(a) exercise his or her independent judgment in relation to every conference in which the expert
participates pursuant to a direction of the court and in relation to each report thereafter
provided, and must not act on any instruction or request to withhold or avoid agreement, and
(b) endeavour to reach agreement with the other expert witness (or witnesses) on any issue in
dispute between them, or failing agreement, endeavour to identify and clarify the basis of
disagreement on the issues which are in dispute.
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