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GLOSSARY

ACCT

Assessment, Care in Custody and Teamwork
The care-planning system used to help to identify and
care for prisoners at risk of suicide or self-harm

adjudication

the system for dealing with alleged breaches of prison
discipline

Ambubag

the proprietary name of a bag valve mask, a hand-held
device used to provide positive pressure ventilation to a
patient who is not breathing or who is breathing
inadequately

anti-psychotic

psychiatric medication primarily used to manage
psychosis (including delusions, hallucinations, or
disordered thought)

Basic regime

See IEP

BBV

blood-borne virus

CARATS

Counselling, Assessment,
Throughcare Services

Care UK

Care UK is an independent provider of health and social
care services in the United Kingdom. It works in close
partnership with the National Health Service to deliver
healthcare services.

Cat B [Category B]

the category of prisoners for whom the very highest
conditions of security are not necessary but for whom
escape must be made very difficult

citalopram

the anti-depressant drug prescribed to AC

CNA

Certified Normal Accommodation. (Uncrowded capacity
is the Prison Service’s own measure of accommodation.
CNA represents the good, decent standard of
accommodation that the Service aspires to provide all
prisoners.)

Code 1

a call over the establishment radio network in a prison
meaning a medical emergency

CPR

cardiopulmonary resuscitation

CSRA

Cell Sharing Risk Assessment
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Referral,

Advice

and

CSU

Care and Separation Unit. A dedicated unit within a
prison where prisoners may be segregated in order to
maintain order and discipline; to protect the safety of
persons living, working or visiting the establishment; for
their own protection; pending adjudication or as a
punishment of cellular confinement following adjudication

DSH

deliberate self-harm

HMCIP

Her Majesty’s Chief Inspector of Prisons

Hotel 6

the radio call sign for emergency response nurse

IEP

Incentives and Earned Privileges. The system for
granting privileges to prisoners based on their behaviour.
During the period covered by this investigation it operated
on three levels: Basic, Standard and Enhanced. A fourth
level was introduced in 2013.

IMB

Independent Monitoring Board

OASys

Offender Assessment System

Observation Book

Available to all staff on each residential unit. Entries are
made about significant events for all prisoners and
general observations. It is in hard copy form.

olanzapine

the anti-psychotic drug prescribed to AC when he first
arrived at Brixton

OMU

Offender Management Unit

Outreach

small team of workers with mental health training (usually
nurses) working between the Health Care Centre and
residential units to support staff in managing prisoners on
normal location deemed at risk of self-harm or with
mental health needs

PCT

Primary Care Trust

P-NOMIS

Prison-National Offender Management Information
System. HM Prison Service’s computerised system.

PPO

Prolific and Priority Offender

PSI

Prison Service Instruction
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psychosis

a severe mental disorder, with or without organic
damage, in which the individual loses contact with reality.
The main feature of psychotic illnesses is that they cause
a person to have a distorted view of life.

SIR

Security Information Report

SLaM

South London and Maudsley NHS Foundation Trust

Standard regime

See IEP

SystmOne

a computerised clinical record system
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Executive Summary

AC was remanded to HMP Brixton on 6 March 2010. Aged 36, he had a long history
of substance misuse, mental health problems and offending behaviour.

He had

been in prison several times before, most recently the previous summer. AC had
been looked after by one of his two sisters, LC, and was known to substance misuse
and mental health services in the community.

Although he was not formally

diagnosed as schizophrenic, both AC and his GP in the community considered that
his mental health was improved by his taking the anti-psychotic drug olanzapine.

AC was initially accommodated in C Wing and was promptly assessed by the
medical services. The Substance Misuse Team arranged for him to receive a daily
dose of methadone as a substitute for the heroin that he had taken in the community.
Olanzapine was prescribed for ten days by the GP who saw him on his reception into
the prison.

The GP referred him to the Mental Health Outreach Team for an

assessment which was carried out by a nurse on 8 March. AC asked to see a
psychiatrist on 22 March. Following the assessment and his request, AC’s case was
not discussed by the Outreach Team until 29 April when the decision was confirmed
that he did not meet the criteria to be taken onto their caseload. He was never to
see a psychiatrist from the Outreach Team. His olanzapine was renewed on 13
March for three days but not thereafter.

AC moved from C Wing to G Wing on 15 March and shared a cell. He missed a
number of appointments with the GP and the Substance Misuse Team.

On 29 April AC assaulted another prisoner, sufficiently seriously for the matter to be
referred to an Independent Adjudicator who sentenced him to 21 additional days in
prison.

During the hearing, AC explained that he needed olanzapine but this

information was not passed to the health services within the prison.

Following the assault, AC was moved from G Wing to A Wing where his mental
health deteriorated. He was involved in a further assault on 22 May and was moved
again, this time from A Wing to B Wing. AC’s sister, LC, expressed to prison staff
8

her serious concerns about his worsening mental health and wrote a letter to the
health care department stressing AC’s need for olanzapine. AC’s community-based
GP spoke to his prison counterpart and the firm of solicitors acting for AC wrote to
the Governor about AC’s medication being stopped. Some of the prison staff were
also increasingly concerned about AC’s behaviour and condition; the Substance
Misuse Team were concerned about his bizarre behaviour and sporadic compliance
with methadone.

On 24 May, AC was assessed again by a mental health nurse from Outreach and
this time his case was discussed rapidly with a psychiatrist and in the team meeting.
An appointment was fixed for a psychiatric assessment on 2 June. In the meantime
AC’s behaviour continued to give cause for concern. He attempted to assault a
prisoner on 27 May and was punished with loss of association, canteen (the ability to
buy items) and television. He smashed up his cell on 1 June. AC did not attend the
appointment with the psychiatrist on 2 June, very probably because staff were
reluctant to unlock him because of the risk of violence that he was seen to pose.

On 4 June AC asked to move wings yet again but was initially refused. When he
was brought his lunch at about 12.25, the officer noticed that he had made a noose
out of a bed sheet and had barricaded his cell by moving a locker between the bed
and the door. Other staff were summoned and tried to negotiate with AC. He was
informed that he could move to another wing. Others attempted to remove the heel
plate which enables the cell door to be opened outwards. One of the screws had
been tampered with; a hard substance had been placed around it. After a period of
placing the noose on and off his head while standing on the pipes at the back of the
cell, AC started to hang – whether deliberately or accidentally it is not known. A
locksmith from the works department (Carillion) was asked to attend and when he
arrived he was able to remove the substance with a screwdriver and hammer and
release the screw. Once the door was opened at 12.52, staff charged in, cut the
noose, removed it and laid AC on the bed where cardiopulmonary resuscitation
(CPR) was applied. Health care staff arrived shortly afterwards and took over. An
ambulance was called and paramedics arrived at 13.09. AC was taken to King’s
College Hospital. He was granted bail on 10 June 2010.
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AC is currently at the Royal Neurological Hospital in Putney. He is in a permanent
vegetative state and is unlikely to improve.

Prior to this Article 2 Investigation, four investigations were carried out into the
circumstances leading up to the incident of life-threatening self-harm, namely by:


HMP Brixton



Lambeth Primary Care Trust (Lambeth PCT) which commissioned health care
in the prison at the time



Care UK which was (and is) responsible for the provision of health care



The South London and Maudsley NHS Foundation Trust (SLaM) which was
subcontracted by Care UK to provide secondary mental health and substance
misuse services.

There are a number of key issues identified by the reports of these investigations
which are also considered in this Article 2 Independent Investigation. Among the
most significant are:

i)

the quality of health care received by AC in HMP Brixton and in particular
the failure by the doctors he saw to prescribe the anti-psychotic drug
olanzapine;

ii)

the lack of effective communication

a) between the medical staff from Primary Care, Substance Misuse and
Mental Health Outreach about AC’s health care needs

b) between the medical staff and the uniformed prison staff who had day
to day responsibility for AC.
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iii)

the management of the incident of life-threatening self-harm by AC on 4
June 2010.

This

Independent

Article

2

Investigation

makes

21

findings

and

16

recommendations. Seven of the recommendations (A - G) are for the health care
services in HMP Brixton; six (H - M) are both for health care services and HM Prison
Service; and four (N - Q) are directed at the Prison Service.
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Summary of Findings
Finding One:

The seven-week delay between AC’s assessment by
the Mental Health Outreach nurse on 8 March 2010
and the case discussion by the Mental Health
Outreach Team on 29 April 2010 was unacceptably
long.

Finding Two:

The delay between the Mental Health Outreach
meeting on 29 April and its entry in the Medical
Record on 10 May was too long.

Finding Three:

It is important that decisions to discharge patients
from the Mental Health Outreach Team are not taken
by a nurse alone. When such a decision is taken it
should be recorded immediately and communicated
to the person who referred the case, in this instance
the GP.

Finding Four:

While AC’s notes arrived reasonably quickly from the
community GP practice, it is not clear the extent to
which they were used to inform his assessment and
diagnosis.

Finding Five:

Although there were mechanisms in place for joint
discussions about cases such as AC, coordination
and communication between the Substance Misuse
Team and the Mental Health Outreach Team could
have been stronger in respect of AC’s assessment,
treatment and care.
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Finding Six:

AC’s prescription for olanzapine should not have
been stopped in the middle of March.

The Mental

Health Outreach Team should have made it clear to
the GP who referred AC that their decision not to
accept him on the caseload meant that he would not
be prescribed any medication by them; and the GP
should have asked the Mental Health Outreach Team
to review AC’s medication.

Finding Seven:

When AC was discharged from Mental Health
Outreach in March or when this was ratified on 29
April, a referral should have been made to the
Primary Care Mental Health Team so that AC could
have been supported by them.

The PCMH Team

should in appropriate cases offer to support to
patients with substance misuse comorbidity.

Finding Eight:

After the first ten days, the tripartite health care
system in place failed to provide AC with the
prescribed
catastrophic

medication
lack

of

that
clarity

he

needed.

about

A

respective

responsibilities led to a very poor level of medical
care. This was compounded by poor communication
between the various medical personnel who had
contact with AC.

Finding Nine:

AC’s failure to attend his GP appointments should
have been much more vigorously followed up by the
Primary Care Team.

Finding Ten:

AC should have been escorted by prison staff to his
appointment with the psychiatrist on 2 June.
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Finding Eleven:

More effort could have been made by prison staff to
identify what lay behind AC’s unusual behaviour on
the wing, including the nature and extent of his
debts.

Finding Twelve:

Prison staff made appropriate referrals to mental
health in the second half of May but did not
communicate to health care staff the problems AC
was causing on the wing.

Finding Thirteen:

The

Independent

Adjudicator

who

heard

the

disciplinary case against AC on 14 May should have
alerted prison and health care staff to AC’s selfreported distress.

Finding Fourteen:

It is not absolutely clear whether AC was subject to a
Perpetrator Plan and, if he was, what this entailed.

Finding Fifteen:

There is an important discrepancy between what was
told by Nurse C to the Care UK investigation and to
us about whether he thought AC was subject to an
ACCT when he saw him on 24 May.

Finding Sixteen:

HMP Brixton failed to acknowledge the key role of
AC’s sister in his care or to engage constructively
with her during his period in custody.

Finding Seventeen:

It is not clear why the decision to move AC to G Wing
seems to have been reversed during the morning of 4
June.

Finding Eighteen:

Staff reacted well to the incident although it is not
clear whether contingency plans for barricades were
followed to the letter.
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Finding Nineteen:

On 4 June, the call to the locksmith should have been
clearer about the level of urgency of the situation he
was being asked to respond to.

Finding Twenty:

After AC had made the noose and barricade, a Code 1
medical emergency call should have been made over
the radio at an earlier stage. The ambulance should
have been called at the same time as the Code 1.

Finding Twenty-One:

Lambeth Primary Care Trust, Care UK and the South
London and Maudsley NHS Foundation Trust (SLaM)
should have commissioned a single investigation
into the care of AC in HMP Brixton.
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List of Recommendations
Recommendation A:

The Mental Health Outreach Team should review any
assessment undertaken by a team member within a
maximum period of one week.

Recommendation B:

The Medical Record should be properly updated
within 24 hours of any action taken or decisions
made.

Recommendation C:

In the period between an assessment by the Mental
Health Outreach Team and a decision about whether
to accept a prisoner on to the caseload, a pending
case should be subject to a provisional zoning
priority.

A system of monitoring and auditing

compliance with the zoning protocol should be in
place.

Recommendation D:

Every effort should be made to gain access to a
prisoner’s medical records from his GP or local
hospital within 24 hours of reception into prison.

Recommendation E:

In a case where a prisoner has both substance
misuse and mental health problems – so-called dual
diagnosis – a joint assessment by a mental health
and a substance misuse specialist should be carried
out.

Recommendation F:

Drug Dependence Reviews of dual diagnosis patients
should consider the range of medication prescribed
to a patient.
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Recommendation G:

The partners involved in providing health care to
prisoners with mental health problems must be
absolutely clear about which service or services have
responsibility

for

prescribing

anti-psychotic

medication and develop systems to ensure it is
prescribed in a timely fashion.

Recommendation H:

A much more robust system should be in place to
account for missed medical appointments.

This

system should explore reasons for non-attendance,
emerging patterns of non-attendance and identify
vulnerable

prisoners.

As

happened

with

the

Substance Misuse Team, two consecutive failures to
attend GP appointments should trigger a visit to the
patient in their cell.

Recommendation J:

When

a

prisoner

is

identified

as

requiring

assessment by a psychiatrist, he should be escorted
to that appointment where necessary.

If, for

whatever reason, such an appointment is missed,
medical staff should ascertain the reasons for the
missed appointment on the same day.

Recommendation K:

A multi-disciplinary system for managing Complex
Cases should be in place to deal with prisoners such
as AC who suffer from a combination of health and
behavioural problems.

Recommendation L:

When

prisoners

raise

medical

issues

in

adjudications, the information should be passed on
to the appropriate health care services.
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Recommendation M:

Possible adverse consequences on a prisoner’s
mental health should be taken into account in
imposing

punishments

and

forfeitures

at

adjudications.

Recommendation N:

We endorse the recommendation made by the
Brixton internal investigation that, in the event of an
incident of barricade or potential suicidal behaviour,
contingency

plans

are

managed

by

the

Duty

Governor. We would, however, add the proviso that
this should not delay a response in an emergency.

Recommendation O:

HMP Brixton should review the availability of a
locksmith in the evenings and at weekends.

Recommendation P:

Consideration should be given to placing ‘Impact
Screwdrivers’ into each wing office to facilitate the
removal of seized and damaged bolts on antibarricade lock plates.

Recommendation Q:

The daily cell fabric check should include the
inspection of the securing bolts on the anti-barricade
lock plates.
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Part One. The Investigation
Chapter One

How we conducted the Investigation

The Investigation was carried out by Rob Allen, former Director of the International
Centre for Prison Studies, assisted by Andy Barber, a retired Governor from the
Prison Service. A Clinical Review was conducted by Professor Jonathan Warren
and is annexed to this report.1

The Investigation was commissioned on 18 December 2012. The terms of reference
were:

•

to examine the management of AC by HMP Brixton from the date of reception
on 6 March 2010 until the date of his life-threatening self-harm on 4 June
2010 and in light of the policies and procedures applicable to AC at the
relevant time;

•

to examine relevant health issues during the period spent in custody from
6March 2010 until 4 June 2010, including mental health assessments and
AC’s clinical care up to the point of his life-threatening self-harm on 4 June
2010; and

•

to consider, within the operational context of the Prison Service, what lessons
in respect of current policies and procedures can usefully be learned and to
make recommendations as to how such policies and procedures might be
improved.

1

At Annex A
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In the initial stages of the investigation, Andy Barber and I visited HMP Brixton to
meet with the liaison officer on 18 January 2013 and met with AC’s relatives at the
hospital where AC is being cared for on 7 February 2013.

We analysed an initial set of documents which was disclosed to us. This included:


the Brixton internal investigation report into the circumstances of the self-harm
of AC prepared by Ms BB, the then Head of Psychology who was also Head
of Safer Custody at HMP Brixton; commissioned on 4 June 2010 and
completed on 30 July 20102



a report prepared by the South London and Maudsley NHS Foundation Trust
(SLaM) into the care and treatment of AC; commissioned on 22 June 2010
and completed on 23 September 20103



a variety of other Prison Service records and other documents relating to AC’s
time at Brixton.

We obtained copies of two further reports that had been prepared about the case,
namely:


a Clinical Review undertaken on behalf of Lambeth Primary Care Trust (PCT)
of the care received by AC; the report is undated.4



a Root Cause Analysis Investigative Report prepared by Care UK, completed
in January 20115

(We refer to the four reports as, respectively, the Brixton internal investigation report,
the SlaM report, the Lambeth PCT report and the Care UK report.)

2

At Annex D
Ibid
4
Ibid
5
Ibid
3
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We drew up a short paper setting out the sequence of events and the issues which
we wished to explore in the investigation. We shared this with AC’s sister, LC, with
whom we met on 21 May 2013. LC agreed with our proposed approach, adding
three specific additional questions. The first was about whether prison and medical
staff failed to respond to AC’s symptoms because they thought that he was feigning
them in order to secure a ‘medical hold’ – that is a decision to remain in Brixton
Prison after conviction on grounds of health care. The second issue relates to the
urgency of the prison’s response to the deterioration in AC’s mental health after 22
May 2010. Finally, LC was concerned at an apparent delay in calling an ambulance.
These matters are explored fully in Part Three of our report alongside the other
issues which we identified.

We undertook a total of 13 face-to-face interviews with present and former members
of staff at Brixton between June and September 2013. In addition, we undertook two
telephone interviews and met with LC on 2 November 2013.

During the investigation we identified a number of additional documents and records
from the prison that we thought might assist us. While we successfully obtained a
number of these, there were some records that we were unable to see.

For

example, we were told that the records of telephone calls made by AC had not been
kept, nor the list of people whom he was permitted to call. A list of documents we
reviewed but have not annexed is at Annex O and a list of documents we requested
but did not obtain is at Annex P.

The Clinical Review of health care, undertaken by Professor Warren as part of this
investigation, is contained at Annex A. At appropriate points within this report we
refer to Professor Warren’s specific findings and recommendations.

A timeline

setting out the main events during AC’s period in Brixton in 2010 is at Annex B.
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Chapter Two

HMP Brixton

Brixton’s original buildings date from the 19th century when it was designated as the
trial and remand prison for the whole of the London area. In 2010 the Category B
prison for adult males served a number of courts in south London and housed a
mixture of remand and sentenced prisoners.

In the summer of 2012 it was re-

designated as a Category C/D resettlement prison. Its present function is therefore
very different from that which it was carrying out during the period covered by this
investigation.

According to a report by HM Chief Inspector of Prisons (HMCIP) on an inspection of
HMP

Brixton

conducted

in

December

2010,

Brixton’s

Certified

Normal

Accommodation was 503, its Operational Capacity was 798 and the usual number of
prisoners during the year was between 725 and 775.

The prison comprises four main residential units, plus a Health Care Centre. At the
time of the inspection A Wing housed 264 prisoners in 143 cells (mostly doubled,
one for disabled), B Wing housed prisoners in 86 cells, some of which were doubled.
C Wing housed prisoners in 69 cells (all doubled, one for disabled) and operated
primarily as a first night centre and Vulnerable Prisoner Unit.

G Wing housed

prisoners in 151 cells (61 doubled, one for disabled) and looked after prisoners with
substance misuse issues, operating as part of the national Integrated Drug
Treatment Scheme (IDTS). D Wing had a 26 bed in-patient facility concentrating on
acute mental health care.

The prison dealt with about 90 new receptions each week. Half of the prisoners it
held were unsentenced and most had been in the prison for less than three months.
Two out of five of the prisoners surveyed by HM Chief Inspector of Prisons in 2010
said they had a drug problem when they came into the prison – many more than in
comparable prisons and more than when previously inspected in 2008.
22

At the time of the period under review, health care was commissioned by Lambeth
Primary Care Trust, a body that ceased to exist in 2013. The Trust contracted with
Care UK to provide the health services in the prison.

Care UK subcontracted

substance misuse services, in-patients and secondary mental health services to the
South London and Maudsley NHS Foundation Trust (SLaM), and pharmacy services
to Lambeth Community Care Trust. Care UK itself provided primary care (which
included a primary care mental health team).

According to the HM Chief Inspector of Prisons’ Report on its unannounced full
follow-up inspection of HMP Brixton in December 2010, “The service ran as a
consortium and from a prisoner’s perspective there was little distinction between the
service providers, which was to be commended.”6

6

Report on an unannounced full follow-up inspection of HMP Brixton 1 – 10 December 2010 by
HM Chief Inspector of Prisons, page 55. At Annex M
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Part Two. Background and Events
Chapter Three

Background

AC was born on 1 January 1974 and led a troubled life. His first conviction was at
the age of 17 and he had several spells in prison. He experienced a range of drug
misuse problems and also suffered from mental health problems. AC had difficulty
keeping stable accommodation and finding regular employment. He received a good
deal of care and support from LC, one of his two sisters.

AC did not have a formal diagnosis of schizophrenia or psychosis although there is a
reference in the medical records to admission to psychiatric hospital for assessment;
however, it is not clear when this was undertaken. An OASys7 offender assessment
carried out in February 2007 to inform a Pre-Sentence Report for the court noted that
AC “previously demonstrated psychotic behaviour whilst in custody”8 and that he
was placed in the health care wing due to mental health problems.

AC’s mental health gave the OASys assessor cause for concern, speculating that his
behaviour could deteriorate. The assessor formed “the impression of a man who is
more comfortable within prison than without.”9

A psychiatric assessment carried out in the community in June 2007 refers to a
suggestion of “hearing a voice mumbling inside his head”10. The assessment thanks
AC’s GP for continuing to prescribe olanzapine and citalopram and notes that there
was a period when AC stopped taking the olanzapine in prison and felt noticeably

7

OASys: Offender Assessment System
OASys, 19 February 2007, Section 10. Annex E
9
OASys, 19 February 2007, Section 11. Annex E
10
Letter to Dr E, a community-based GP, from Consultant Psychiatrist in the community Assessment
and Treatment Team, 26 June 2007. Annex F
8
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different. “He felt more tense and with a great feeling of pressure and described
seeing little figures which he thought were ‘driving me crazy’”.11

Prior to his arrest on burglary charges on March 2010, AC had previously been in
prison on a number of occasions, most recently at Brixton in August 2009.
According to the SLaM report, AC had a total of 29 convictions.12 He had been
categorised as a Prolific and other Priority Offender (PPO), requiring specific
measures of support and supervision and a named supervising officer within prison
and in the community.

A risk assessment prepared by the police when AC was arrested on 4 March records
AC as having mental health problems and taking “psychotic drugs for mental health
issues”.13 AC was seen three times by a doctor while in the police station and
prescribed 15mg of the anti-psychotic drug olanzapine on 5 March.

11

Ibid
SLaM report, page 10. Annex D
13
Police Risk Assessment. Annex E
12
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Chapter Four

Arrival at Brixton, 6 to 15 March

AC was received into Brixton Prison on Saturday 6 March 2010.

He had been

remanded into custody following charges of burglary.

AC’s mental health problems were identified at an early stage.

On a disability

questionnaire completed on 6 March, AC is recorded as having a disability and, in
this regard, the box entitled ‘mental health difficulties’ is ticked.14

He was seen by Dr B, a prison-based GP who examined him as a new arrival. Dr B
noted as a problem “Schizophrenia?”15

He referred AC to the Mental Health

Outreach Team asking them to “assess and review as uncertainty remains re this
patient’s diagnosis”16. Dr B also noted that AC was “threatening self-harm to secure
benzodiazepines”.17

The Medical Record also records that AC was referred to the Substance Misuse and
Blood borne Virus Teams. AC was prescribed olanzapine for seven days by Dr B.18

The Brixton internal investigation notes that a Cell Sharing Risk Assessment was
undertaken and that AC was classed as high. AC was placed in C Wing in a single
cell, 02-6.

On his second day in Brixton, 7 March, AC was assessed for drug use. Not only was
his use of heroin and crack cocaine noted but also a history of self-harm, albeit at the
age of 17. AC reportedly “Claimed to suffer depression but [was] unable to confirm

14

Disability Questionnaire. Annex E
Medical Record Printout, 6 March 2010, entry by Dr B. Annex F
16
Referral Form to the Mental Health Outreach Team, 6 March 2010. Annex F
17
Ibid
18
Prescription and Administration Record Charts, within Not in Possession Prescriptions sheet, entry
on 6 March 2010. Annex F
15
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his mental health diagnosis.”19 AC started on methadone, a substitute for heroin
which is administered orally.

On his third day in prison, 8 March, AC was assessed by a member of the Mental
Health Outreach Team, Nurse C, in his cell. Nurse C noted that this was a reassessment – he had seen AC during a previous period in Brixton in 2009. It is not
clear whether the nurse realised that AC had been released and readmitted to
prison. The Medical Record notes AC’s longstanding drug misuse which was seen
to lie behind his mental health problems. AC reportedly denied any intentions to
harm himself but mentioned “mild auditory hallucination; male and female voice
outside his head which tends to make him aggressive”.20

The assessment proposed that AC be looked after by the GP and the Substance
Misuse Team as his symptoms seemed “mild and not severe”.

AC refused

counselling and did not see the need for the Mental Health Outreach Team to
contact his family. The case would be discussed at a meeting of the Outreach
Team.

On 8 March, it was also noted that a request be made for AC’s medical notes to be
obtained from the GP surgery where he was registered at home.

Two days later on 10 March, AC was seen at the Blood borne Virus Clinic. AC
deemed himself at high risk because of sharing drug equipment; blood tests were
undertaken and advice was given about using drugs in prison. AC denied using any
drugs on top of the methadone.

Following these assessments, AC continued to have contact with the health care
services, to obtain methadone and treatment for a skin rash. On 12 March AC
missed a GP appointment, the first of very many that he missed during his time in
Brixton. On 13 March, he was prescribed olanzapine for a further three days by a
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Medical Record Printout, 7 March 2010. Annex F
Medical Record Printout, 8 March 2010. Annex F
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GP, Dr G. The box entitled ‘Review Date’ on the ‘Not In Possession Prescriptions’
sheet was left blank.21

A week after AC’s arrival at Brixton, a further Cell Sharing Risk Assessment review
was undertaken which found his risk to be low.22 On 15 March AC was relocated
from C Wing to G Wing. He was placed initially in Cell 4-44 and from 17 March in
Cell 2-25.

21

Prescription and Administration Record Chart, on the Not In Possession Prescriptions sheet, entry
signed on 13 March 2010. Annex F
22
Dated 13 March and 15 March 2010. Annex E
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Chapter Five

15 March to 30 April

During this period AC shared a cell. He missed a health care appointment on 16
March. Following a telephone call with the community GP practice, the practice
faxed AC’s medical notes to the prison on 18 March, although the community GP
practice said that they had already faxed the notes [on a previous date]. On 19
March Dr B, the prison-based GP, issued a prescription for the anti-depressant
citalopram for 28 days, but none for the anti-psychotic medication olanzapine.

On 22 March AC was seen by Nurse D from the Mental Health Outreach Team at his
own request. AC was concerned that an upcoming court appearance might lead to a
placement away from London, which would result in a loss of contact with his family
and a deterioration in mental health. He asked to see a psychiatrist and it was
planned to discuss AC’s case with the team.

On 26 March AC told the GP that he had used heroin twice the previous week and
his methadone dose was increased. AC missed a series of appointments with the
GP (31 March), Blood borne Virus Clinic (24 and 31 March) and Substance Misuse
on 1 April when he was due to be reviewed. On 4 April, AC was seen in his cell by a
nurse and a member of the Substance Misuse Team, having failed to take his
medication and methadone, although there appears to have been some confusion
about the latter. AC said he did not need medication.

On 7 April AC attended court, refusing to take his methadone before he went but
taking it when he returned. On 12 April he again did not attend an appointment to
review his drug use and two days later he missed his third appointment with the
Blood borne Virus Clinic. He did not keep GP appointments on 15 and 16 April.
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On 16 April AC did speak with an Assistant Psychologist, Ms BD, who was his PPO
Supervisor23. She emailed the Mental Health Outreach Team and the Primary Care
Mental Health Team on 19 March to inform them that AC had asked her if he could
be referred to mental health services because he told her he had been diagnosed
with schizophrenia and was suffering from depression.24 The Primary Care Mental
Health team responded to Ms BD by saying that they had not had a referral following
the appointment with the Outreach Team in March. They added that considering
that he [AC] is on methadone maintenance treatment, “we would normally expect
Substance Misuse Dual Diagnosis worker to support him”.25 The Team Leader of
the Mental Health Outreach Team replied separately to Ms BD’s 19 March email. In
his reply he mentioned the assessment that had taken place on 8 March and said
that the story of his [AC’s] diagnosis cannot be validated as there was no record of
him ever being admitted into any mental health unit. However, in his email the Team
Leader continued, “I cannot rule out the possibility of him eliciting some psychotic
symptoms which are likely to be induced by his drug usage.” He said that AC would
be discussed “once again” in the “next referral meeting, where decision would be
made regarding the appropriate services and support he would require whilst he is in
custody.”26

AC‘s drug dependence review was finally carried out on 19 April when Dr BC, a
Consultant Psychiatrist in the Substance Misuse Team, noted “nil suicidal. Mood ok”
and increased his dose of methadone.27

On 23 April, AC’s community-based GP, Dr E, sent a letter “To Whom it May
Concern” at the prison, at AC’s request, supporting AC’s contention that transfer to a
prison away from London would reduce family support and adversely affect his
mental health.28 The letter summarises AC’s long history of mental anxiety disorders
and drug dependency, describing him as “a very vulnerable individual” and asks for a
23

PPO: Prolific and other Priority Offender
Email from Ms BD, PPO Supervisor/Assistant Psychologist to the Primary Care
Mental Health Team, 19 April 2010. Annex F
25
Email from Primary Mental Health Care Team to Ms BD, PPO Supervisor/Assistant Psychologist,
20 April 2010. Annex F
26
Email from Team Leader, Mental Health Outreach Team, to Ms BD, PPO Supervisor/Assistant
Psychologist, 20 April 2010. Annex F
27
Medical Record Printout, 19 April 2010. Annex F
28
Letter from Dr E “To Whom it May Concern”, 23 April 2010. Annex J
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“medical hold” so that he could remain in Brixton to serve any prison sentence. The
letter refers to the assessment made in 2007 which found “some suggestion of
psychotic illness but formal diagnosis wasn’t made.” It continues, “It was advised to
continue him on Olanzapine 50mgs pm which he takes. In the past he has also
been on antidepressants, Citalopram, but he has not had a prescription recently”.
The “50mg” is almost certainly a typographical error as the usual dose taken by AC
was 15mg. It is not clear who at the prison read this letter from AC’s communitybased GP when it arrived in April, nor what action, if any, was taken. A month later,
the letter was one of three documents faxed by Dr E to the prison-based GP, Dr G,
on 20 May 2010 following a telephone conversation between the two doctors on that
day.

On 26 April, two Red Entries – warnings for poor behaviour – were noted on the
prison’s newly-functioning electronic record system, P-NOMIS29, because AC “does
not follow clear instruction”.30 The P-NOMIS system went live on 26 April and it is
possible that the warnings may actually have been given prior to that date.

On 29 April AC was involved in a fight with another prisoner. The Medical Record
notes that AC was assaulted, with no apparent injury sustained but it seems that AC
was in fact the assailant. An adjudication hearing took place the following day at
which AC admitted assaulting another prisoner in a cell, resulting in injuries to his
face and head. The assault was considered sufficiently serious by the Governor
hearing the case to refer the matter to the Independent Adjudicator, a District Judge
who is able to impose additional days of imprisonment as a penalty. The initial
Governor’s hearing on 30 April received a conduct report which noted that AC “has
generally conformed to the regime and kept himself to himself. Never been a major
problem for wing staff”.31
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P-NOMIS is the Prison-National Offender Management Information System
P-NOMIS. Annex G
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F256 Record of Adjudication Hearing. Charge number 270492. Annex H
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After the incident AC was placed in the Care and Separation Unit (CSU) for one
night until the initial adjudication by the prison Governor was held on 30 April. An
Initial Segregation Safety Screen was completed which did not find any health care
reasons against holding AC in segregation.32

The independent adjudication took place a fortnight later on 14 May. By this time,
AC had been moved from G Wing to A Wing where he was described in a conduct
report as behaving well and complying with the wing regime, raising no cause for
concern.33 The Independent Adjudicator’s record of the hearing noted that staff on
the wing reported AC to be quiet, keeping himself to himself. The record also noted
by way of mitigation that AC said, “It’s about abuse and threats. Verbally threatened
for months.

Afraid.

…….People calling me a grass, knowing my address, my

sister’s address. I’m an emotional wreck: I’m being broken. Can’t get my proper
medication. Shd be olanzapine. Blurred vision now. Fuzzy hearing. I’ve now been
moved : on A Wing now. But it’s worse.”34

The Independent Adjudicator imposed a sentence of 21 additional days
imprisonment.

On 29 April, the day that AC was involved in the assault, the Mental Health Outreach
Team was considering his case – some seven weeks after he had been assessed by
Nurse C on 8 March and more than four weeks after he had asked to see a
psychiatrist on 22 March. The Medical Record notes AC’s “past history of self harm
in context of his personality difficulties“ and that Nurse C “had discharged him within
week of assessment as” AC “does not suffer from enduring mental illness”. The
record then also notes that AC “was also assessed in the past and was deemed
inappropriate for outreach input”.35
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Chapter Six

30 April to 24 May

After the initial disciplinary hearing on 30 April following the 29 April assault, AC was
moved from the Care and Separation Unit to A Wing. A Cell Sharing Risk Review
raised his rating from medium to high.36 Initially, he was in Cell 1-032 but moved cell
after a court appearance on 7 May. From 7 to 10 May he was located in C Wing,
returning to Cell 2-045 on A Wing from 10 May until 24 May.

AC missed a further appointment with the GP on 14 May.

On 18 May, AC’s sister, LC, wrote a handwritten letter to Nurse N who worked in
Health care, expressing great concern about her brother.37 In her letter LC explained
that AC had been taking olanzapine for the last five years, that this was stopped
several weeks before and that AC “is now very close to a mental and psychotic
breakdown, whereby he hears voices and has hallucinated. And he will become a
DANGER TO OTHERS AROUND HIM and himself”.

LC’s letter described how,

when AC’s olanzapine was stopped during a previous period in prison, he had been
admitted to hospital before being put back on the anti-psychotic drug. LC asked that
AC be assessed, put back on the medication and supervised taking it. “I visit [AC]
several times every week and can see the signs that he has become seriously
mentally ill, I’ve been his carer for 5 years throughout his mental illness and am
aware of the signs of his deterioration”. The P-NOMIS electronic record shows that
LC visited AC on 6, 12, 14, 18 and 21 May.38

AC’s sister, LC, also mentioned that she had spoken to a prison officer who had
arranged for AC to see a doctor on 17 May but that he had spent only two minutes
with AC in his cell, deciding that he was assessing the wrong prisoner. In her letter
LC said that there were two prisoners with the same surname on A Wing. The
electronic record system NOMIS has been interrogated by the National Offender
36

Cell Sharing Risk Review 30 April 2010. Annex C
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38
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Management Service (NOMS) and there does not appear to be a record of a
prisoner with the same surname on A Wing on 17 May 2010.

There is no reference to this appointment in the Medical Record although there is a
missed appointment recorded for 18 May. On the following day, 19 May, AC was
seen first by Nurse F from Substance Misuse and later by a doctor from that team.
The Medical Record notes in capital letters, “NEEDS OLANZAPINE 15MG ON -SAYS HE HAS BEEN ON THIS FOR LAST 3 YEARS. NEEDS TO BE CONFIRMED
WITH GP BY HEALTHCARE.”
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This may suggest that the letter from AC’s sister,

LC, had been received and prompted a more active approach. The next day, 20
May, another GP at the prison, Dr G, spoke on the phone to AC’s community-based
GP, Dr E, who described AC’s history, “not diagnosed with psychosis although was
prescribed with olanzapine which he took on and off and appeared to have a calming
effect. Was on citalopram at one stage”.40 Dr G asked Dr E to write to support AC’s
request to serve his sentence in Brixton. The Medical Record notes in capital letters,
“NO CONTRAINDICATIONS FOR TRANSFER HERE EXPRESSED” Dr E was to
fax “a written account of the details expressed in the above encounter”, although
AC’s Medical Record had already been faxed to the prison from the GP surgery on
18 March and the community-based GP, Dr E, had sent a letter with the details “To
Whom it May Concern” a month earlier on 23 April.41

After the telephone

conversation on 20 May, Dr E faxed to Dr G this letter along with two others: one
dated 26 June 2007 from a Consultant Psychiatrist to Dr E

42

and the second a letter

dated 30 January 2009 from Dr E to the North Lambeth Assessment and Treatment
Team asking them to see AC as soon as possible “in view of his obvious ongoing
psychotic features”.43
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AC’s behaviour on the wing was starting to cause concern. The Observation Book
noted that on the evening of 20 May, AC had become abusive when told to unlock
his cell flap, saying he would knock out staff and demanding to go to the Care and
Separation Unit.44

On receiving the faxed material the next day, 21 May, Dr G noted on the Medical
Record, “To ask psychiatrists to assess re the use of olanzapine dosage and
frequency”.45 On the same day, 21 May a nurse recorded AC’s bizarre behaviour
when he came for his methadone, discarding most of it in a bin and saying he has
schizophrenia. A plan was recorded to refer to the Mental Health Outreach Team for
comprehensive mental health assessment, review in clinic and discuss concern with
the GP over the weekend.

A letter, dated 20 May 2010, also arrived from AC’s solicitors, who had been
informed by AC’s sister, LC, of her serious concerns about AC’s mental health, the
lack of olanzapine and the need to supervise him taking it.46 The contents of AC’s
solicitors’ letter mirrored those in the letter from AC’s sister. Dr J, a Consultant in
Forensic Psychiatry, replied to the solicitors on 24 May, saying that a “psychiatric
review will be arranged as soon as possible”.47

In the meantime AC’s deterioration continued.

On Saturday 22 May, another

prisoner alleged that AC had assaulted him for no reason. AC was put behind his
door and refused his lunch. Although the other prisoner had swelling around his eye,
no disciplinary action was taken. Other prisoners on the landing made verbal threats
to AC. Several broken broom handles were also found in AC’s cell.48

On the same day, 22 May, concerns were raised with Nurse K from the Primary Care
Mental Health Team by SO L. Nurse K spoke to AC at the cell door, recording that
“he was not very cooperative”. She noted, “Did not maintain eye contact and kept
44

A Wing Observation Book. Annex G
Medical Record Printout, 21 May 2010. Annex F
46
Letter from AC’s solicitors to the Governor, HMP Brixton, 20 May 2010. Annex J
47
Letter from Dr J to AC’s solicitors, 24 May 2010. Annex J
48
A Wing Observation Book. Annex G
45

35

muttering things under his breath.

Appeared to be staring at the wall and did

comment that he saw things that were not there and described seeing his dead
English mother. He also kept asking to go to the block”.49 Nurse K reported that
AC’s cell was in “an abysmal state” and that he had said he was on olanzapine.
Nurse K noted that she would discuss with Mental Health Outreach the following
Monday. AC was recorded as denying any thoughts of suicide or self-harm but was
“currently at risk of harm to others” and was “escorted by officers at all time due to
his risk factors”.50

An entry in the P-NOMIS electronic record system described AC’s behaviour as “up
and down at the moment from hour to hour he can be very aggressive and rude and
then act as if everything is fine. this evening he has put on his bell stating prisoners
and staff have broke into his sister house when questioned on his comments stated
‘you lot just watch I know your all in on it’ 10 minutes later put on his bell asking
kindly for a pen and help with canteen sheet

behaviour and mood swings very

unpredictable’51 The A Wing Observation Book notes that AC “needs urgent referral
due to mood swings and change of behaviour”.52

On the same day, AC refused his methadone and then asked for a reduction. His
dose was reduced pending a review. AC refused again on the 23 May, signing a
treatment refusal form.53
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Chapter Seven

24 May to June 4

On Monday 24 May AC was moved to B Wing and placed in Cell B3-016. Nurse C
from the Mental Health Outreach Team saw AC once again. He noted “for the
record” that AC “was assessed twice in the past” and that, following discussion in the
Outreach meeting, he “was judged inappropriate for outreach caseload as he could
be managed by the G.P/primary care” as had been the case in the community.54

Nurse C assessed AC as tired, with a good insight into his mental health needs and
without any bizarre speech. AC said that he had been prescribed olanzapine in the
community by his GP; that his auditory hallucinations are “same level”; that he is
happy to take medication and that he continues with substance misuse [presumably
meaning with the Substance Misuse Team]. Nurse C concluded that AC “doesn’t
appear to suffer from enduring mental health symptoms” and denies any ideas,
thoughts or plans about deliberate self-harm or suicide, noting that AC was in a
single cell “as [he] had physical outbursts with other prisoners on the other wing”.
Nurse C did say he will liaise with doctors for prescription of the olanzapine. He
recorded that he spoke with the prison-based GP, Dr G, who felt that the prescription
needs to be undertaken by the psychiatrist as the community GP was not concrete
about the diagnosis of schizophrenia/psychosis.55

Nurse C also spoke to Dr J, the Consultant in Forensic Psychiatry, who said the case
should be discussed at the team meeting in three days’ time, on Thursday 27 May,
as there was no concrete evidence of his diagnosis. Dr J said he would reply to the
solicitors’ letter and AC was placed on “pending cases caseload”56 with a plan to
arrange an appointment with another psychiatrist, Dr M. Dr J informed us that Nurse
C’s discussion with him took place “in the corridor” and that he, Dr J, advised that the
GP should prescribe medication because they had seen the patient and had a duty
54
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of care towards him.57 Nurse C also recorded that he tried to contact AC’s sister,
LC.

Following discussion at the Mental Health Outreach meeting on Thursday 27 May,
an appointment was booked for AC to see Dr M on the following Wednesday, 2
June, with AC remaining on “pending cases” until then.58 Dr J informed us that “the
pending caseload was one in which individuals were offered care coordination
pending case formulation and diagnostic clarity, often used in cases where there was
some diagnostic uncertainty.”59

On the afternoon of 27 May, the day of the Outreach meeting, AC was involved in an
attempted assault of another prisoner who came to his cell door. The two prisoners
were separated by officers. An entry in the B Wing Observation Book by Officer W
notes that “I believe [AC] has mental health issues, he refuses to interact with
anybody and is always angry and agitated. I overheard a few prisoners saying that
he should be relocated to another wing as he has upset many other prisoners.”60 A
further entry on 27 May, by another officer, notes that AC “has accrued debts on
other wings (which is why he is on B Wing). He is probably using us to separate
him.”61

AC was charged with a disciplinary offence and two days later, on 29 May, having
been found fit for adjudication he was sentenced to loss of association, the removal
of his television and forfeiture of his facility to use cash to make purchases, all for 14
days.62
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On 1 June, AC was moved to a different cell, B 2-032. In the evening, AC “started
banging on his door and then smashed his television for no apparent reason.” He
was shouting, ”Fucking racist British pig”.63 He was made to clean the glass out of
his cell and stated he was “stressed”.64

Two days later, 3 June, he was sentenced to a further 14 days loss of privileges for
using threatening, abusive or insulting words or behaviour.65

AC pleaded guilty

although he is recorded as saying at the hearing that the abusive words were
shouted out of the window rather than at an officer.66

No conduct report was

compiled for the adjudication hearing. A segregation safety screen was prepared,
presumably for the period he was held there waiting for the adjudication. This did
not identify any mental health problems and he was assessed as fit for adjudication
and segregation.67

In the two days between the assault on 1 June and the adjudication on 3 June, AC
had received a Red Entry on the P-NOMIS recording system for being rude and
abusive to another prisoner and not returning to his own landing.68 He was given an
Incentives and Earned Privileges (IEP) warning for this on 2 June. IEP is the system
for granting privileges to prisoners, subject to their behaviour.

On 2 June AC had failed to attend his appointment with Dr M, a psychiatrist in the
Mental Health Outreach Team. It seems to be the case that AC was subject to
controlled unlock following the incidents of violence and abuse. Staff did not unlock
his cell to allow him to attend the appointment. Following his failure to attend, Dr M
noted that Outreach nurses were to monitor AC “as per his zoning” and let Dr M
know of any concerns.69
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On 3 June AC made a large number calls on his cell bell (on ten occasions between
12.12 and 18.54 hours).

On 3 June, AC was also involved in another unprovoked attack on a prisoner. A
Security Intelligence Report (SIR) was submitted and the Wing Observation Book
notes that “Perp Plan updated” – a reference to a Perpetrator Plan which was a
system for managing violent behaviour by prisoners.

A further entry in the B Wing Observation Book notes that AC “cannot go to A or G
Wing, attempts to move him to C Wing are a slow process. Spoke with Governor AA
who is looking into an SIR from previous week involving a similar incident.
answer as yet (16.40).”70
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B Wing Observation Book, 3 June 2010, 16.40. Annex G
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Chapter Eight

4 June, the Day of the Incident of life-threatening Self-Harm

The Duty Governor Handover Checklist on the morning of Friday 4 June includes an
entry at 7.55 a.m. that AC is “to go to G Wing.71
AC pressed his cell bell at 08.07, 11.45, 12.16 and 12.29.72

Officer O took AC his lunch in his cell at about 12.25. AC told him that he wanted to
talk to the SO about getting off the wing. Officer O talked to SO P who was busy
with arrangements for Muslim prayers and said she would go and see AC
afterwards. When Officer O returned to the cell, AC said “I’m gonna do something
stupid” and was holding sheets.73 Officer O rushed back to SO P and told her that
AC had made a noose. They went straight back to the cell but could not open the
door because AC had made a barricade by placing his cabinet between the bed and
the cell door.

A noose had been tied around the window but AC was initially standing by the door
or lying on the bed. After this point the precise order of events is not absolutely clear
from the evidence.

At about 12.40 SO P called for assistance; she says she did so over the radio but
there is no record of a radio call at this stage. Officer O and Senior Officer P told the
internal investigation that a call was made. Senior Officer P told us that she made a
call for staff assistance. Officer O told us that a call was made for Oscar 1 to get
there although in his statement made on the day Officer W said he was told to get
Oscar by SO P.
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Other staff arrived rapidly on the scene. These included Officers R, S, T, U and W
and Governor V. Senior Officer Q was on the scene and the Governing Governor Z
was also present.

SO P told AC he would not be able to move from the wing. At this point AC appears
to have moved to the back of the cell tied the noose around his neck while standing
on the pipes at the back of the cell or the frame of the bed.

It was decided immediately to try to enter the cell. Efforts were made to kick the
door in order to break the cabinet but this did not work. Officer W fetched the toolkit
from the wing office which could be used to remove the screws from the heel plate
on the cell door so that it could be opened outwards.

In the meantime staff were talking to AC through the flap on the cell door. Officer T
recalls that AC kept saying, “I told them I have to get out of the cell”.74 AC said that
he had told an officer earlier that he had to get out but that this had been refused.
SO P told us that Governor V then talked to him and told him that he could move.

It is not clear exactly at what point AC started hanging. The internal investigation
received evidence that he placed the noose around his neck and stood and then
jumped off the pipe. Officer O told us “I don’t think … In my opinion, I don’t think he
was actually meaning to do it. I think he was just trying to get a point across. But, I
don’t know why or how he was … I think his feet must have just slipped. But that’s
my personal opinion.”75

The staff working to remove the heel plate found that one of the screws was
jammed. It was impossible to apply the tool to the screw. Several staff tried and it
was decided to call a locksmith from the works department who would have a wider
range of tools. SO BA said in her witness statement made on the day that she called
Carillion [the works department].76
74
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Mr X was having lunch when his boss told him to go to B Wing to deal with a
barricade incident. He told us that as he was walking over he was told to hurry up as
it was a Code 1 – he had not realised the gravity of the situation.

When he arrived at AC’s cell, he found that the screw was blocked with toothpaste or
paper but was rock hard. He used a pick, a screwdriver and a hammer to clean out
the area before removing the screw. He estimates the time from receiving the call to
opening the door was between six and eight minutes.

Once the door was opened, at 12.52 staff rushed in. Officer T, who had been trying
to talk to AC, and Officer R supported AC’s body while Officers O and S cut the
noose and removed it over AC’s head. According to Officer R, “they had a bit of
trouble cutting it. And I can remember ‘cause I think it was Mr O was on one of his
side and it might … I don’t know if it had cut right into him and that, but they had to
jig about with it to get it off. And so I had to prop him up a bit longer than what I
thought I had to”.77

AC was laid on the bed. He was not breathing.

It is not clear if there were medical staff present when the door was opened. SO BA
said in the statement she made on the day that she had called for Hotel 6 [the
emergency response nurse] to attend and that when Hotel 6 arrived she [SO BA]
also called for a Code 1 and asked the Control Room for an ambulance. The Code 1
was noted at 12.55.

Governor Z said Hotel 6 was already in attendance when the door was opened and
Officer W told us that “Obviously, for precaution, someone must have called the
nurse as well. So there was the nurse on stand-by.”

78

This was probably Hotel 6.

He was probably the only medical staff member on the scene until after the door was
opened.
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Another nurse, Nurse BE, made a statement that she received a phone call from
Hotel 6 around 12.55 to request the Code 1 bag as a prisoner had barricaded his
cell, “just in case”.79 Nurse BE said that around one minute later Code 1 came over
the radio. By the time she arrived with the equipment, the cell door was already
opened and staff were working on AC. Officer S told us it was “minutes – a matter of
minutes.”

“ ‘Cause they had to go and get the Ambu bag or whatever to do

resusc…” 80

In the meantime Officer T applied cardiopulmonary resuscitation (CPR) for several
minutes, with the assistance of Hotel 6. At 12.59 AC started breathing and at this
point health care staff took over. Officer T told us that one of the oxygen tanks was
faulty and that the face mask which was initially applied was not the correct size.
Officer S also said that “they put one of those bubble bag things which – one of
them, when they squeezed it, popped, so they had to get another one, to try and get
some oxygen into him.”81

At 12.59 Dr G, a prison-based GP, arrived on the scene. At 13.02 the ambulance
arrived at the prison, with paramedics at the cell by 13.09. They called for an air
ambulance which arrived at 13.22. The paramedics from the air ambulance had
arrived at the cell by 13.30. AC was moved from his cell ten minutes later and, after
a period of preparation, was taken to the ambulance at 14.02. AC was taken to
King’s College Hospital.

An ACCT was opened and an alert to that effect was entered onto the Contact Logs
section of the P-NOMIS electronic record system at 15.15.82 AC’s sister, LC, has
questioned whether the ACCT might in fact have been opened earlier in the day.
She raised this question because the way the summary contact log is presented
gives the time of this alert as 00.00, i.e. midnight, and therefore lists it earlier than an
entry on the log (for negative behaviour by AC) which is timed at 11.05. It has
however been explained by NOMS that all alerts on P-NOMIS are timed at 00.00,
79
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irrespective of the time at which they are actually put on the system.

This is

confusing, but the detailed record in the Case Notes section of the relevant log
makes it clear that the ACCT was made active at 15.15 by SO Q.
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Part Three. Issues Examined in the Investigation
Chapter Nine

Assessment and Diagnosis of AC’s Health Problems

The Prison Service has a standard “to provide prisoners with access to the same
range and quality of services as the general public receives from the National Health
Service (NHS).”83

The overarching questions which we have considered are

whether AC received the medical care which he would have received in the
community, and whether the care was of a good enough standard. We consider
these questions in relation to when AC was first received into Brixton Prison,
throughout his three-month stay in the prison and in particular when his mental
health deteriorated markedly during the middle of May 2010.

Prison Service establishments are required to provide services for the observation,
assessment, treatment and care of prisoners with mental health care needs.
Prisoners should be treated by a multi-disciplinary team in line with the good practice
laid out in the Code of Practice on the operation of the Mental Health Act and
standards set out in the National Service Framework (NSF) for Mental Health. The
NSF was replaced in 2009 by the document New Horizons – A Shared Vision for
Mental Health, published by HM Government.84

It is convenient to consider the questions relating to the care received by AC, first in
relation to assessment and diagnosis, and second in relation to treatment.
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Assessment and Diagnosis

When AC was received into Brixton in March 2010, the initial assessments were
timely. He was seen by a GP on the day of his reception and referred appropriately
to the Substance Misuse Team, Blood borne Virus team and the Mental Health
Outreach Team for specific further assessments.

The specialist teams responded quickly to the referrals, seeing AC over the next four
days. The Lambeth PCT report found that AC received a thorough reception and
secondary health screen when he initially arrived at Brixton.

The Mental Health Outreach Team assessment on 8 March is fully recorded and
identifies AC’s history and contact with services in the community. Nurse C, who
undertook this assessment, had previously seen AC seven months earlier when a
subsequent discussion at the Outreach team meeting had identified AC’s primary
problem as substance misuse and Nurse C had been tasked with liaison with the
Substance Misuse Team to ensure follow-up.

The SLaM report found that AC received a good mental state examination on 8
March.

The Care UK report found, however, that the nurse conducting the

assessment “may have been persuaded in their judgement by their assessment and
recommendations regarding the same patient when previously serving time in the
HMP establishment”.85 It also found that “the response to the GP referrer was not
complete or timely86, not answering the GP’s question with regard to prescriptions
and treatment.

On 8 March 2010, Nurse C noted a plan for the case “To be discussed in outreach
meeting.”

87

The case was not however discussed until 29 April, and the outcome

not recorded until 10 May.
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It is not clear why there was such a long delay. Dr J, the Consultant Psychiatrist,
told us that “The delay in the Mental Health Outreach team discussing the case
between the 8th March assessment and the 29th April was not in accordance with
policy. The case should have been discussed at a weekly meeting.”88 Dr J further
informed us that “Outreach team meetings happened weekly and were attended by
medical staff. It was standard team procedure for all new cases to be discussed at
the next available team meeting and CPNs held responsibility for ensuring that this
took place”.89

Nurse C suggested that perhaps doctors were not available and

therefore meetings were cancelled. Nurse D said that “the only reason probably it
wasn’t discussed sooner because he might have been seen as a low risk”.90 Dr J
told us that “all cases were discussed at the next meeting, regardless of the level of
assessed risk. Meetings were cancelled very infrequently – if the Consultant was not
present (e.g. annual or study leave) a junior doctor was generally present to lead the
meeting”.91

The Clinical Review recommends that the Mental Health Outreach team should have
minimum timescales between assessment and review. We agree.

Finding One:

The seven week delay between AC’s assessment
by the Mental Health Outreach nurse on 8 March
2010 and the case discussion by the Team on 29
April 2010 was unacceptably long.

Recommendation A:

The Mental Health Outreach Team should review
any assessment undertaken by a team member
within a maximum period of one week.
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The meeting was eventually held on 29 April, but the note of the meeting was not
entered onto the Medical Record until 10 May. Given the importance of the Medical
Record as a tool for communication between the various medical staff involved in the
care of AC, this delay is unacceptable. When the note was entered, it did not, as the
Care UK report found, “include any advice relating to the GP’s questions on the
referral form”.92

Finding Two:

The delay between the Mental Health Outreach
meeting on 29 April and its entry on 10 May was
too long and the note did not address the issues
raised in the referral.

Recommendation B:

The Medical Record should be properly updated
within 24 hours of any action taken or decisions
made.

The Medical Record notes that Nurse C had discharged AC within a week of
assessment as “AC does not suffer from severe enduring mental illness”93. There is
no earlier record of AC having been discharged. Indeed, it is not exactly clear what
discharge means in this context since AC had not been taken on to the caseload of
the Mental Health Outreach Team.

Nurse C told us that “We would not have

discharged anyone unless that meeting has happened. So, I think there is a problem
whether they had no admin maybe at the time to actually do the documentation, or
the doctor did not have time, so I basically put a note on the system to that effect.” 94
There is no other evidence of any involvement by a doctor in the decision to
discharge AC. Moreover, there is no “note on the system” – only a report some two
months after the initial assessment that AC had been discharged. There is a section
on the form completed by Dr B referring AC to the Mental Health Outreach Team
which is headed ‘Action plan by outreach team’. This section has been left blank.95
There are a number of possible explanations for what happened. In respect of the
92
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“note on the system”, it is possible that Nurse C was thinking about a previous
occasion in 2009 when, following a meeting of the Mental Health Outreach Team, a
letter was sent to Primary Care explaining that AC was not being taken onto the
caseload.96 According to Dr J, “it is possible that the team meeting did take place” at
which the decision to discharge was made on this occasion “but that the outcome
was not recorded if there was nobody to take minutes of the meeting”.97 There is no
doubt that such a meeting should have been held and its decisions properly
recorded and communicated to those that needed to know.

According to Dr J,

“Nurses alone are not able to discharge patients from the caseload. It was team
procedure for any discharge decisions to be made following multi-disciplinary
discussion and fully recorded at the team meeting”.98

Finding Three:

It is important that decisions to discharge patients
from the Mental Health Outreach Team are not
taken by a nurse alone. When such a decision is
taken it should be recorded immediately and
communicated to the person who referred the
case, in this instance the GP.

A question also arises about the status which AC had in respect of the Mental Health
Outreach Team during the period between the assessment and a decision about
whether to accept him onto the caseload. It is not clear what status AC had in the
week between the assessment on 8 March and his reported discharge from the
caseload a week later, nor between the assessment made by Nurse D on 22 March
and the discussion by the team on 29 April.

As far as the first of these periods is concerned, Nurse C described a pending status.
“It’s on pending, so that means he has to be managed by the relevant team, i.e. in
that case would be the Substance Misuse and the GP as well. Because everybody
is under the GP care in prison.” 99
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The term “pending” appears to have two different meanings, however. After Nurse C
assessed AC on 24 May, he noted that AC was placed on pending cases caseload
until the case was discussed at the Mental Health Outreach meeting later in the
week; and at that meeting it is noted on 28 May that AC remains on pending cases
until his appointment with the psychiatrist, Dr M, booked for 2 June. When AC did
not attend the appointment, Dr M noted “Outreach CPN [Community Psychiatric
Nurse] to monitor him as per his zoning and let me know if any concern”.100

This is the first reference in the Medical Record to “zoning”, which we were told is a
prioritisation system for allocating the resources of the Mental Health Outreach Team
based on risk. Patients in the red zone are seen every day, in the amber zone every
week and in the green zone every two weeks. Nurse C told us that only cases on
the caseload are prioritised in this way. The implication is that after 24 May AC‘s
status as a pending case meant that he was proactively monitored as per the zoning
arrangement, whereas after 8 March he was a pending case but not subject to a
zoning prioritisation. Dr J informed us that “all patients on the pending caseload
were managed as if they had been accepted onto the caseload” and that “all cases
were subject to zoning.”101 At the least, it seems that the policy on when a case
should be subject to zoning was not clear.

In AC’s case, the zoning may not have amounted to much. Nurse C told us that after
24 May AC would have been on an amber priority but was not in fact seen in the ten
days until his appointment with Dr M – an appointment that he did not attend. The
Clinical Review for this investigation finds that amber zoning “should have triggered
at least weekly contact from the outreach team.” … “this would have allowed for a
further review to have taken place prior to his appointment with the psychiatrist. This
did not happen”.102

100

Medical Record Printout, 2 June 2010, entry by Dr M. Annex F
Email from Dr J to Rob Allen, 17 February 2015. Annex Q
102
Clinical Review by Professor Jonathan Warren, para 4.6. Annex A
101

51

Dr J told us that “Zoning should be immediate and then ratified by the meeting”

103

and that it was regularly reviewed by the team leader and clinical lead as part of a
compliance process.104

But the system for dealing with pending cases was not

sufficiently clear in practice and not fully applied in AC’s case. The Clinical Review
recommends that SLaM has a system of monitoring and auditing compliance with
the zoning protocol. We agree.

Recommendation C:

In the period between an assessment by the
Mental Health Outreach Team and a decision
about whether to accept a prisoner on to the
caseload, a pending case should be subject to a
provisional

zoning

priority.

A

system

of

monitoring and auditing compliance with the
zoning protocol should be in place.

A further weakness in the process was that the assessments undertaken on AC
while he was in Brixton do not appear to have taken account of the full range of
information available about him.

The medical records from the Community GP

practice were requested in a timely fashion on 8 March and appear to have been
faxed over but then misplaced. Mr H told us that “It was not routine to request GP
records or notes for every single prisoner that came through the door.”105 But for
prisoners with drug addiction problems they were always requested. The notes were
requested again on 18 March. This suggests that the decision to discharge AC from
the Mental Health Outreach Team’s pending caseload may have been taken without
seeing the notes. The Lambeth PCT report found that there was “no evidence to
support who the notes were given to when they arrived or if anyone read them”106
The SLaM report found that “Primary Care (Care UK) and Substance Misuse (SLaM)
do not read all the medical notes as a matter of routine.”107 Moreover, there was a
separate record-keeping system in operation called ePJS, the Electronic Patient
103
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Journey System. The SlaM report found that the only staff who had access to ePJS
were the Mental Health Outreach Team and recommended that consideration be
given to improving access to ePJS for the whole prison.

It is not clear that AC’s medical records had been consulted in the two and a half
months since his arrival at Brixton. Dr J’s response to the letter from AC’s solicitors
on 24 May asks the solicitors if they “could forward over any background information
regarding your client’s history of mental health problems and ask his sister to liaise
directly with the mental health outreach team”.108 While this may be a standard kind
of request made in such letters, it could also suggest that background information
had not hitherto been considered. AC’s sister, LC, takes this view.
Policy on mental health is based on the principle of thorough assessment.109 It is
questionable in AC’s case whether the assessment was sufficiently thorough.

Finding Four:

While AC’s notes arrived reasonably quickly from
the community GP practice, it is not clear the
extent to which they were used to inform his
assessment and diagnosis.

Recommendation D:

Every effort should be made to gain access to a
prisoner’s medical records from his GP or local
hospital within 24 hours of reception into prison.

The question of assessment was complicated in AC’s case by the fact that he
suffered from both addiction and mental health problems.

Such dual diagnosis

cases are not uncommon in a prison setting or in the community. The Substance
Misuse Team developed a reasonable care plan for AC. However, there was limited
communication with Mental Health Outreach until mid-May. During March and April,
AC reportedly used heroin and failed to take his methadone on several occasions.
Yet there was no input from the Substance Misuse Team into the Mental Health
Outreach Meeting on 29 April. When AC’s mental health deteriorated during May,
108
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on 21st of that month he was referred for a comprehensive mental health
assessment after showing bizarre behaviour when he came to collect his
methadone. We were told by Nurse F that the substance misuse worker who made
the referral had some responsibility for dual diagnosis cases110. Neither this worker,
nor anyone from the Substance Misuse Team, took part in the meeting to discuss
AC three days later.

Finding Five:

Although there were mechanisms in place for joint
discussions

about

cases

such

as

AC,

coordination and communication between the
Substance Misuse Team and the Mental Health
Outreach Team could have been stronger in
respect of AC’s assessment, treatment and care.

Recommendation E:

In a case where a prisoner has both substance
misuse and mental health problems – so-called
dual diagnosis – a joint assessment by a mental
health and a substance misuse specialist should
be carried out.

Non-medical information seems to have played a very limited part in assessments of
AC. An OASys assessment had been carried out in 2007. This included a reference
to how AC had previously demonstrated psychotic behaviour whilst in custody.
There is no reference to this being consulted at all in 2010. Nor was information
about AC’s behaviour during his current period in prison fully considered in the
assessments. There is one reference in his Medical Record to AC being seen in the
Care and Separation Unit (CSU), as follows: “was assaulted on assessment no
apparent injury sustained”.111 In fact, the entry is misleading. AC had committed a
serious assault which led to a sentence of 21 additional days. The report of the
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adjudication hearing notes that on 14 May AC claimed in mitigation, “I’m an
emotional wreck: I’m being broken. Can’t get my proper medication.”112 AC was
involved in further assaults on 22 and 27 May and on 1 June. He was moved to a
different wing on three occasions, on 15 March, 30 April and 24 May.

Wing

Observation Books include a reference to AC threatening to knock out staff and
demanding to go to the Care and Separation Unit.113 Yet none of these items of
information were pieced together as a part of an overall assessment of AC’s health
and wellbeing while in prison.

The documentation and our interviews make it clear that AC was not properly
diagnosed at any point while in Brixton. He was accepted onto the caseload of the
Mental Health Outreach Team as a pending case only after his mental health had
deteriorated markedly in the middle of May. He was never seen by a psychiatrist
from that team (although he was seen by a psychiatrist from the Substance Misuse
Team).

The Head of Health Care, Mr H, told us that he would have expected AC to have
been taken onto the caseload after the first assessment in March.

Given the

medication that AC was taking, the decision to refer back to the GP was “the wrong
thing to do”.114 The question of responsibility for AC’s health care, and in particular
for decisions about prescribing, is discussed in the following chapter.
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Chapter Ten

Treatment and care

As described in Chapter Two, the organisation of health care in Brixton in 2010 was
fragmented; a tripartite system existed in which Care UK had overall responsibility
for health care and provided primary care, and in which SLaM provided secondary
mental health and substance misuse services through two separate teams. The
SLaM report found it to be “a highly complex system of healthcare provision which
contributes to the communication problems”.

The demands placed upon the system were heavy at Brixton in 2010. Dr J told us
that during 2010 Brixton was full of morbidity, a difficult place where the Health Care
Centre – for the most serious cases that required in-patient treatment – was almost
always full.115

AC’s experience of treatment and care by the health care services raises three main,
inter-related issues, as detailed below.

i.

The first issue relates to the questions of:

(a) who within the prison health care setting should have been responsible
for prescribing anti-psychotic medication;
and
(b) how the three branches of health care communicated about this.

ii. The second issue relates to the very large number of occasions on which AC
did not attend health care appointments.
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iii. A further, third, issue relates to communication between health care staff and
other staff at Brixton who had day-to-day contact with AC. This is discussed
in Chapter Eleven.

i) Responsibility for Prescribing

A prison-based GP, Dr B, initially prescribed the anti-psychotic olanzapine
and the anti-depressant citalopram for seven days when AC arrived in Brixton
on 6 March. Within the Prescription and Administration Record Chart for AC,
the Not in Possession Prescriptions sheet, which lists medication which is
given out to a prisoner, notes with regard to these two entries, “PENDING
CONFIRMATION from GP/SMT”, presumably a reference to the communitybased GP and the Substance Misuse Team.116 The olanzapine prescription
was continued by a prison GP, Dr G, on 13 March for three days with the Not
in Possession Prescriptions sheet noting “PENDING CONFIRMATION BY
PSYCHIATRY”.117 No review date is entered on the sheet in relation to that
entry. After this prescription for olanzapine expired, AC did not receive any
further olanzapine although there were further prescriptions for citalopram.

The decision not to continue the prescription of olanzapine was not taken as
part of a plan of treatment for AC. The Clinical Review for this investigation
rightly notes that AC told numerous doctors and nurses that he required
olanzapine.118 AC’s sister, LC, and his solicitors let the prison know that he
required it and the medical records showed that he had been prescribed it in
the community. These factors do not in themselves mean that AC should
have been prescribed the drug. It is possible that a doctor at Brixton could
have taken a positive decision on clinical grounds that the medication was no
longer required, for example on the grounds that his concordance with the
drug (the extent to which he actually took the prescription) had been erratic in
the past. This is not, however, what happened in AC’s case. The decision
116
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not to prescribe happened by default because practitioners within the health
care system did not agree who should take responsibility for deciding to
prescribe the medication and indeed to coordinate the overall care of AC.

The note of the assessment made by Nurse C from the Mental Health
Outreach Team on 8 March records AC “Currently taking px [prescribed]
meds from prison G.P: olanzapine 15 mg (nocte) [at night] and citalopram 10
mg” and the plan states “is happy to continue medication which he is
concordant while in prison”.119 The plan continues, “He would be better look
after by primary care/G.P and substance misuse as his symptoms seems mild
and not severe”.120

The ratification of this decision on 29 April made no

reference to medication, possibly because the Mental Health Outreach Team
thought that his medication had been continued by the GP.

Dr J, the

Consultant Psychiatrist in the Mental Health Outreach Team, informed us that
as no psychiatrist from that team had seen AC, they would not have been
able to prescribe for him.

In his view, “the decision made by a GP to

discontinue his medication had serious consequences.

Had a direct

communication been made to psychiatrists (email, phone call or visit), it would
have been possible to arrange to review his medication”.121

In fact, AC did not attend a GP clinic between 13 March and 21 May. On 21
May, by which time AC’s mental health was seriously deteriorating, Dr G, a
prison-based GP who had received a fax dated 20 May from Dr E, the
community-based GP, commented, “To ask psychiatrists to assess re the use
of olanzapine dosage and frequency.”122

Dr G told the investigation

undertaken for Lambeth PCT that “patients on olanzapine. Especially on such
a potentially high dose, would need to be seen by the psychiatrist for the
assessment and prescription”.123 The 20 May fax that Dr G had received from
Dr E had contained copies of letters, including a letter from Dr E, a
community-based GP, dated 23 April, in which he had mentioned an
119

Medical Record Printout, 8 March 2010, entry by Nurse C. Annex F
Ibid
121
Email from Dr J to Rob Allen, 17 February 2015. Annex Q
122
Medical Record Printout, 21 May 2010, entry by Dr G
123
The Lambeth PCT report, page 19, paragraph 4. Annex D
120

58

olanzapine dosage of “50mgs prn [to take as and when required]”

124

; “50mgs

prn” is almost certainly a typographical error since the true dose he had been
taking was 15 mgs.

There was an earlier opportunity for a prison-based GP to make a request for
the psychiatrists to review AC’s need for medication. On 26 March Dr B, a
prison-based GP who had seen AC on 6th March on his reception into the
prison and prescribed the olanzapine, saw AC again, although not in a GP
clinic.

The problem is noted to be drug dependence and AC’s dose of

methadone was reviewed and raised. Other medication is not mentioned,
despite the doctor knowing that AC was a dual diagnosis patient.

Despite numerous missed appointments, AC did see a psychiatrist in
Substance Misuse on 19 April. While the psychiatrist noted that AC was not
suicidal, and was waiting for hepatitis results, nothing is mentioned about antipsychotic medication.

As for the likely consequences of AC stopping taking anti-psychotic
medication, his medical notes include a letter to his community-based GP
from a community-based Consultant Psychiatrist following an assessment in
June 2007.125 This letter states that AC “had a period when he stopped the
Olanzapine in prison and felt noticeably different. He felt more tense and with
a great feeling of pressure and described seeing little figures which he thought
were ‘driving me crazy’”.126
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Finding Six:

AC’s prescription for olanzapine should not have
been stopped in the middle of March. The Mental
Health Outreach Team should have made it clear
to the GP that referred AC that their decision not
to accept him on the caseload meant that he
would not be prescribed any medication by them;
and the GP should have asked the Mental Health
Outreach Team to review AC’s medication.

Recommendation F: Drug Dependence Reviews of Dual Diagnosis
Patients should consider the range of medication
prescribed to a patient.

Having been discharged from the Mental Health Outreach Team shortly after
his arrival at Brixton in early March, the Primary Care Mental Health Team
might have provided some support to AC. They did not, however, receive a
referral until 21 and 22 May when on two separate occasions they were asked
to see him by concerned discipline staff. Before that they had not received a
referral. According to Dr J, the Primary Mental Health Care Team would not
accept a referral in this case, because of AC’s substance misuse. “It is likely
that no referral was made because the CPN knew from experience that the
answer would be no. This was a serious service gap.”127

Finding Seven:

When AC was discharged from Mental Health
Outreach in March or when this was ratified on 29
April, a referral should have been made to the
Primary Care Mental Health Team so that AC could
have been supported by them.

The PCMH Team

should in appropriate cases offer to support to
patients with substance misuse comorbidity.
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The Primary Care Mental Health Team were contacted on 19 April by an
Assistant Psychologist, Ms BD, who was AC’s PPO Supervisor128, after AC
asked if he could be referred to mental health services whilst in custody. A
member of the team replied that “considering that he is on a methadone
maintenance we would normally expect Substance Misuse Dual Diagnosis
worker to support him”.129 It is not clear whether Ms BD, the PPO Supervisor,
contacted the Substance Misuse Team to establish whether they were in fact
supporting him. In the view of Dr J, the Consultant Psychiatrist in the Mental
Health Outreach Team, the Primary Care Mental Health Team should have
assessed AC at this point. He told us that “primary care services had largely
taken responsibility for his [AC’s] management in the community, with
intermittent support from specialist mental health services, so it is difficult to
know why the PCMHT declined to assess him”.130 In his view, “its lack of
engagement in this case compounded service difficulties.”131

It is the case that the Substance Misuse Team had more contact with AC than
any other of the medical teams. The SLaM report found that AC received
“good substance misuse treatment according to national guidelines”.

The

Lambeth PCT report found that “there is no evidence to support that AC’s
mental health issues were being addressed by the substance misuse team”.
They did not see the prescription of anti-psychotic medication as their
responsibility. One of the doctors in the Substance Misuse Team, noted in
the Medical Record in capital letters on 19 May “NEEDS OLANZAPINE.” …
“NEEDS TO BE CONFIRMED WITH GP BY HEALTHCARE”.132 However,
this doctor did not for whatever reason prescribe the medication himself. Dr J,
from the Mental Health Outreach Team, told us that the Substance Misuse
Team “would have been able to prescribe olanzapine if it was required”133.
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Two days later a member of the Substance Misuse Team, who we were told
was a dual diagnosis worker, became concerned about AC’s bizarre
behaviour and referred AC to Mental Health Outreach for a comprehensive
mental health assessment.134

The Care UK report found that “at the time of the incident there was a lack of
clarity regarding who should prescribe anti-psychotic medication. The GP’s
thought that these prescriptions should be made either by or under the
supervision of the Psychiatrists.”135 The SLaM report found that there was “no
agreed understanding between CARE UK GP’s Substance Misuse and
Outreach Mental Health as to who should prescribe the medication
olanzapine, which had been prescribed by AC’s GP in the community”.136

Who should have been responsible for prescribing olanzapine?

The Head of Health Care, Mr H, told us that there was in fact a protocol in
place and that olanzapine should have been prescribed by a psychiatrist in
the Mental Health Outreach Team. He was critical of the SLaM investigation
report which found that “There was no real understanding between Care UK
and SLaM, as to who should prescribe olanzapine. That’s wrong.”137 Nurse
K, who worked as a Primary Care Mental Health Nurse, also thought that “if it
is an anti-psychotic medication, it should be the psychs”.138 Although GPs
would prescribe it on the first night as happened in AC’s case, “Outreach
should have made sure that they were like sort of taking on that responsibility
for him”.139 Nurse D, who worked in different parts of the health care system
and who saw AC on 22 March, told us that “Normally, the antipsychotics are
prescribed by the psychiatrist.”140 The problem in AC’s case was that he
never saw a psychiatrist in the mental health team while in Brixton.
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The Mental Health Outreach Team took a different view of responsibilities.
Regarding the protocol described by Mr H, Dr J, a Consultant in Forensic
Psychiatry in the Mental Health Outreach Team, told us on behalf of the
healthcare providers at Brixton, “We do not accept that there is any such
agreed protocol”.141 He told us that “AC had not seen a psychiatrist therefore
the GP needs to be responsible for continued prescribing.”142 He continued,
“GP’s send everyone with olanzapine to mental health. There is resistance by
GP’s to continued prescribing. The mental health team could not prescribe
without having seen AC”.143 Dr J told us that the principle of equivalence
applies, in that prisoners should receive the same range and quality of
services as they would were they in the community. He told us that GPs in
the community often prescribe anti-psychotic medication (as indeed they had
in AC’s case) and in many cases, including prison cases, these prescriptions
have also been initiated by GPs. ”There were prisoners at HMP Brixton on
antipsychotic medication who were not known to psychiatrists, and being
managed by the GPs”.144

During our investigation we interviewed SO Y, an experienced health
practitioner who was among those who assisted at the incident of AC’s lifethreatening self-harm on 4 June. Although SO Y was not involved in AC’s
care prior to the incident, we took the opportunity to ask him where
responsibility lay for prescribing anti-psychotic medication. He replied, “There
were issues around that, that we had problems with the psychiatrist would be
normally unwilling to write a prescription for any antipsychotic or other similar
medications if he hadn’t seen the person. Which we could understand to
some degree. But the GP was also saying, ‘Well, I’m not trained specifically
in psychiatric medication, so I shouldn’t be.’ And there was that issue that I
think they tried to resolve by saying, ‘The GP should give the minimum that
they can for one week’. And then they would have to have an appointment
with a psychiatrist within that week, and he would then agree to take over the
care. But, again, with the Outreach, trying to get them sometimes to see the
141
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patient and … We did have … It’s, yeah, it’s true to say that we did have
problems getting antipsychotic medication because both had arguments: the
GP saying, ’Well, I’m really not versed in doses of this or anything’, and the
psychiatrist saying, ‘I’ve never seen the man and you’re asking me to write a
prescription for him?’ Both were protecting theirselves understandably, but, to
some degree, I guess at the cost of the patient and the system really, that we
were getting people who were quite unwell.”145

Nurse F put it more concisely when she told us that “I think everyone who was
involved maybe thought it’s someone else’s responsibility.”146

Dr J, the Consultant Psychiatrist in the Mental Health Outreach Team, told us
that in fact GPs are trained in prescribing psychiatric medication. He referred
to guidance from the General Medical Council that doctors should not
prescribe for patients they had not seen and, while the specific guidance
“Good Practice in Prescribing and Managing Medicines and Devices” dates
from 2013, he is of the view that at the time in question, namely early March
to early June 2010, “psychiatrists were aware that they should not prescribe
for patients they had not clinically reviewed, per guidance”147 It is, in his view,
“the responsibility of the doctor seeing the patient to prescribe for them. They
have a duty of care to the patient in front of them”.148

Dr J told us that “The tripartite system worked well on the whole but GP’s
never came to weekly meetings despite an open invitation.”149

While

attendance at such meetings might have solved the problems of cases such
as AC’s falling through the cracks between services, proper adherence to a
clear protocol combined with frequent communication between practitioners
involved in a case on a day to day basis would seem to be needed as well.
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The Clinical Review for this investigation states that “in preparing the
chronology it is difficult to understand how and why not one of the prescribers
who saw AC felt able to continue this prescription, despite the fact that his
community GP record which clearly stated that he had this drug in the
community was available from the 18th March.” 150

The SLaM and Care UK reports recommended clarification of roles and
responsibilities between professionals in different teams and who is
responsible for prescribing for any prisoner who has previously been
prescribed medication in the community.

This Article 2 Investigation has

found that, as far as the prescribing of anti-psychotic medication is concerned,
there is still confusion and lack of clarity. The Clinical review recommends
that that the partners are clear about which service or services have
responsibility for prescribing anti-psychotic medication and the systems to
ensure it is prescribed in a timely fashion.

Finding Eight:

After the first ten days, the tripartite health care
system in place failed to provide AC with the
prescribed

medication

that

he

needed.

A

catastrophic lack of clarity about respective
responsibilities led to a very poor level of medical
care.

This

was

compounded

by

poor

communication between the various medical
personnel who had contact with AC.

Recommendation G: The partners involved in providing health care to
prisoners with mental health problems must be
absolutely clear about which service or services
have responsibility for prescribing anti-psychotic
medication and develop systems to ensure it is
prescribed in a timely fashion.
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ii) Missed Appointments

Failure to attend medical appointments was a serious problem at Brixton
during the period under review. HM Chief Inspector of Prisons (HMCIP) found
in 2008 that around a quarter of dental and GP appointments were not kept
and recommended work be undertaken to discover why.151 In its follow-up
inspection carried out in December 2010, HMCIP found that there had been
some efforts to collect data about prisoners who did not attend appointments.
The number remained high and staff concentrated on chasing up prisoners at
the time to ascertain reasons for non-attendance. They recommended further
analysis of the ‘did not attend’ rates to focus appropriate action on improving
attendance at relevant clinics.152

The system of obtaining and attending appointments appears to have been
that a slip was given to a prisoner the evening before the appointment and
then they would be expected to make their own way if they were on freeflow.
Officer W told us that landing officers had some responsibility. He described
two scenarios.

The first is where all prisoners are being unlocked for

association. In that case, “So we’re just unlocking them, they’re going for their
appointments – they know. Sometimes we need to chase them because they
didn’t come down and left the wing. But everyone is out and everywhere.
Usually it’s the desk officer chasing the landing officer, ‘Can you get so-andso because he’s got a medical appointment but he probably doesn’t
know?’“153

Officer W described another scenario as follows, ”when we are locked up for
that morning or that particular afternoon: we are unlocking and they do walk
out. But we also have situations when you’re by yourself on a landing, you’re
unlocking lots of prisoners, they’re going out – and they tend to wander off
151
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and disappear for a while, and then they come back after half an hour, an
hour.

You think he’s been to his visits, and probably he didn’t – he go

somewhere else.”154

Mr H, the Head of Health Care, told us that a system for penalising failure to
attend was considered. Appointments missed for no good reason could be
taken into account as a part of the Incentives and Earned Privileges (IEP)
Scheme155, but this does not seem to have been pursued.

AC failed to attend a total of 14 health care appointments. On one of these
occasions he was at court, on another he was in Visits.

Four of the

appointments that he did not attend were GP appointments, although it is not
clear whether they had been made by AC or by the GPs as part of the followup planned to meet his mental health care needs.

Four of the missed

appointments were with the Blood borne Virus clinic and four with Substance
Misuse. One appears to have been with a nurse (16 March) and the other
was the appointment with the psychiatrist on 2 June.

The responses to AC’s failure to attend appointments varied. The Substance
Misuse Team followed up two missed appointments by visiting AC in his cell
on 4 April. The GPs did not follow up in this way. Had AC been seen by a
GP between 13 March and 21 May, the problem over the prescribing of
olanzapine might have come to the fore sooner.

The missed appointment with the psychiatrist on 2 June was noted with a
comment that the “Outreach CPN to monitor him as per his zoning and let me
know if any concern.”156 There is no reference to a further appointment being
made.
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The Care UK report found a lack of apparent compliance with the “DNA
protocol” – that is the procedure for responding to missed appointments. The
report finds that “follow up of DNAs is crucial to identify patients who are in
danger of slipping through the net”.157

Specific failings were found in relation to the protocol’s requirements, firstly to
ensure that the appointment is clearly communicated to the patient, and
secondly, in the event of a failure to attend, that best efforts must be made to
engage with the prisoner to discuss why they did not attend that appointment
and to establish if it is suitable to rebook an appointment (with a written entry
made on the Medical Record).

There is no evidence in the records that any of the appointments was clearly
communicated to the patient. Out of 14 reports of appointments where the
prisoner failed to attend, there are six episodes of reported follow-up on the
electronic record and one episode where follow-up by another team member
was intended.

Where follow-up took place it was most often in the case of the Blood borne
Virus clinic and the Substance Misuse Team. The latter visited AC in his cell
on 4 April after he missed two appointments. The missed GP appointments
were followed up on only one occasion, namely on 18 April when it is
recorded that [AC] “didn’t think he needs to attend for repeat meds”158 but
nothing further is noted.

Finding Nine:

AC’s failure to attend his GP appointments should
have been much more vigorously followed up by
the Primary Care Team.
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Recommendation H: A much more robust system should be in place to
account for missed medical appointments. This
system

should

explore

reasons

for

non-

attendance, emerging patterns of non-attendance
and identify vulnerable prisoners. As happened
with the Substance Misuse Team, two consecutive
failures to attend GP appointments should trigger
a visit to the patient in their cell.

As for the missed appointment with Dr M from the Mental Health Outreach
Team on 2 June, it appears that AC may have been unable to attend because
he was not permitted to leave his cell. AC had been sentenced to 14 days
loss of association at an adjudication hearing on 29 May. On 1 June AC
smashed the TV in his cell and on 2 June he was given a Red Entry at 12.12
pm after he had become rude and abusive towards another prisoner and
refused to return to his own landing. His failure to attend the appointment was
noted at 15.33. The SlaM report notes that Dr M, with whom AC had the
appointment, told the investigation that AC “was on controlled unlock due to a
fighting incident and therefore could not be let out of his cell for the
appointment”.159

Finding Ten:

AC should have been escorted by prison staff to
his appointment with the psychiatrist on 2 June.

It is difficult to ascertain what, if any, follow-up was planned for AC’s
appointment with Dr M on 2 June. The appointment had been made following
a referral made by a member of the Substance Misuse Team on 21 May and
Dr M refers to it as a review. In fact, the referral was for a comprehensive
mental health assessment and the consultation would have been AC’s first
with a psychiatrist from the Mental Health Outreach Team.

Given the

widespread concern that had been expressed about AC’s deteriorating mental
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health, from within the prison and by AC’s sister LC, his solicitors and his
community-based GP, a more urgent follow-up was needed.

Recommendation J: When

a

prisoner

is

identified

as

requiring

assessment by a psychiatrist, he should be
escorted to that appointment where necessary. If,
for whatever reason, such an appointment is
missed,

medical

staff

should

ascertain

the

reasons for the missed appointment on the same
day.
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Chapter Eleven

The Care of AC by Prison Staff

i) Wing Moves

AC spent his relatively short period in Brixton in four different wings. He spent
the first week on C Wing where most prisoners spent their first few days,
before moving to G Wing which housed prisoners such as AC with substance
misuse problems. He stayed on G Wing for six weeks, being moved to A
Wing after seriously assaulting another prisoner. He remained on A Wing for
just over three weeks when his mental health deteriorated. After an assault
on 22 May and the discovery of broom handles in his cell, AC was moved
again, on 24 May, to B Wing. He spent the following 11 days on B Wing,
where his behaviour became even more problematic. On 4 June, the day of
the incident of life-threatening self-harm, AC was trying to get a further move
off B Wing.

As far as the movement between the wings is concerned, Ms BB, the then
Head of Safer Custody and Head of Psychology, who undertook the Brixton
internal investigation into the case told us that there was nothing particularly
of concern about the moves.160 AC requested some of the moves, in part it
was thought because he had run up debts with other prisoners. On 21 May
he is recorded as having alluded to drug debts “but says he has not been
threatened.”161 On 27 May, the B Wing Observation Book notes that AC has
“acrewed [accrued] debts on other wings (which is why he is on B Wing). He
is probably using us to separate him”162
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AC told a Substance Misuse doctor in mid-April that he was smoking heroin
“about once a week”.163 This would no doubt have incurred costs. On 29
May he was also sentenced to 14 days loss of canteen which may have
forced him to obtain tobacco from elsewhere.

Officer O explained how

prisoners can build up a debt; “can’t pay the debt back so he needs to get off
the wing. ‘Cause a lot of them will build up debt, and they’ll jump from wing to
wing, till they’ve got nowhere else to go – because of debt build-up.”164
Officer O confirmed that if a prisoner had loss of canteen, for example
following an adjudication, they would have to buy tobacco from someone. “Or
borrow it. And then if you borrow a quarter, you give ‘em a half back when
you get your canteen back. But then that’s if you’ve got sufficient funds to be
able to borrow that. ‘Cause if you can only afford a half then, you’ve gotta
give them that half back, but then you gotta borrow a quarter again, then you
gotta give ‘em another half. So it’s just … it escalates. And some of them –
actually, it just gets out of control. They could borrow off two or three different
people. Even a pack of Rizlas – borrow a pack of Rizlas, pay two back.”165
“And the punishment for not paying a debt is getting a slap – or worse.”166

Officer O agreed that some of AC’s behaviour might have been designed to
get him off the wing or even get into the CSU. While on A Wing on 20 May
AC is noted as becoming “abusive” and saying “he would knock out staff and
demanding to go to the CSU”.167

Officer W thought that AC was in debt to other prisoners, although SO P did
not agree. She described an unusual situation in which AC tried to give away
a lot of tobacco and chocolate to other prisoners; staff had to intervene.

There were limited efforts made to get to the bottom of the debt issue. As
Officer O said, “we’ve got management plans and support plans, but it’s gotta
happen in front of us. If it’s happening in the cell, you got – I think on B Wing
163
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you got 44 cells on a landing. And you got people in and out of cells all the
time during Association. It can happen as quick as anything in a cell. And
that … I think at that time we didn’t have the cameras installed either, so ... I
mean we’d no CCTV to see if he was in and out of cells or see if he’s hit
someone or someone’s tried to corner him or persuade him to come in a cell
for a chat. ‘Cause it makes it … If we know that there’s two or three people
gone into a cell, and someone that … You get two people that you know
regularly wouldn’t talk to each other, and then all of a sudden they’re best
mates and he’s trying to get him into a cell for a chat, you know something’s
going to happen.”168

Trying to establish whether AC was in debt would not have been easy. It is
clear from the notes and interviews with staff that AC was not a
communicative prisoner. Officer W said that AC “was not a person that would
talk with staff.

He would not interact very easily”.169

SO P told us “you

couldn’t really stand in front of him and kind of have a normal conversation
‘cause he was very you know, fidgety, and he moved around quite a bit”.170
Ms BB, the then Head of Safer Custody and Head of Psychology, who wrote
the Brixton internal investigation report, told us that “the staff were adamant
that they had asked him a number of times about this being an issue and
about giving them some information about who to, where, you know, what
was the circumstances – those sort of things, so they could act on it, and he
would not do so.”171 Despite this, greater efforts could have been made to get
to the root of AC’s difficulties rather than simply shunt him from wing to wing.

Finding Eleven:

More effort could have been made by prison staff
toidentify what lay behind AC’s unusual behaviour
on the wing, including the nature and extent of his
debts.
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ii) Links with Health Care

The uniformed staff were aware that AC had problems. SO P said “something
wasn’t totally right. And we all knew.”172 Officer W told us that “he was a
quite angry person. He was always angry.”173 When AC’s mental health
started to deteriorate in mid-May, the uniformed staff did make efforts to
obtain a mental health care assessment and treatment. Staff in the Visits hall
were concerned about him and it is recorded on 21 May that an officer asked
the Primary Care Mental Health team to see AC – which they did.174 This
referral is referenced in a letter which AC’s sister, LC, sent to the prison
outlining her concerns about her brother’s declining mental health.175 The
next day, 22 May, a wing Senior Officer, SO L, referred AC to the same
team.176 In each case AC was seen promptly, and in the case of the second
meeting a discussion with Mental Health Outreach was planned.177 Officer T
also told us that he alerted management and healthcare about AC because
he thought AC should be assessed and even placed in the health care unit.

Officers on B Wing after 24 May were also concerned. Officer W, who worked
on B Wing, told us that “we had a bit of a concern; we discussed it in morning
briefing one morning, about his mental health situation”.178 Officer W “put an
application form for someone from the Outreach to come and see him and
interview him, because we had a little bit of concerns about his behaviour.”179
He did not know if they did anything to follow up. There is no reference to this
in the Medical Record.
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The health care staff who dealt with AC were not, however, fully aware of the
problems he was causing on the wings. The SLaM investigation team formed
the opinion that “communication is poor between prison staff and health care
services, for example health care services were unaware of AC’ fighting
incidents and his mood/behaviour changes as noted in the prison’s
observation book.”180

We have not found any evidence that staff ignored or played down AC’s
symptoms because they thought he was feigning them in order to obtain a
medical hold. It is the case that AC, his solicitors and his sister, LC, raised
the question of AC remaining at Brixton in the event of conviction. A worker at
Lambeth End2End Case Management also noted in an email on 2 June to
AC’s PPO Supervisor, Ms BD, that AC was “trying to get himself on medical
hold on mental health grounds”.181

Mr H, the Head of Health Care, told us that such medical holds were rarely
granted for mental health issues and when they were, it was for patients in the
Health Care Centre awaiting transfer to a specific local hospital or for a period
of assessment in D Wing.182 Officer T told us that he thought AC might have
been appropriately accommodated in the Health Care Centre183. This was not
the view of the Mental Health Outreach Team which did not consider that AC
suffered enduring mental health symptoms.184 Following a conversation with
AC’s community-based GP on 20 May, Dr G found “no contraindications for
transfer here expressed”.185

Although it can be argued that the health care response to AC underestimated
the severity of his symptoms, these were in any event likely to have been
some distance from the threshold for a transfer to a hospital in the community.
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We were told that there was a system in place for managing so-called
complex cases such as AC. But AC does not seem to have been included in
it. The then Head of Psychology who was also Head of Safer Custody, Ms
BB, told us that “the idea was that we would have about ten to twelve cases
on the books who would involve close monitoring by the managers of the
different departments”.186

Nurse K said that “we used to take them as

complex cases to the Complex Case Meeting, where the whole prison would
be involved. And then again, it would be sort of like confidential issues and
things like that.”187

Ms BB said that “Because the system hadn’t caught [AC], and we were aware
that he was a case that should have been caught by that process, that we
revised how we identified these cases and rewrote the terms of reference for
the Complex Cases”.188 The Head of Health Care, Mr H, told us that complex
case meetings were introduced after the AC case, in part as a result of it.189

Whether or not the Complex Cases system was in place at the time, AC did
not benefit from the approach which would have pooled information about his
attitudes, behaviour and health care problems and enabled a coordinated
approach to his management. Such an approach is essential for people, who,
as Nurse K put it, “will bounce around the different services”.190

Finding Twelve:

Prison staff made appropriate referrals to mental
health in the second half of May but did not
communicate to health care staff the problems AC
was causing on the wing.
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Recommendation K: A

multi-disciplinary

system

for

managing

Complex Cases should be in place to deal with
prisoners

such

as

AC

who

suffer

from

combination of health and behavioural problems.
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a

Chapter Twelve

Were the unprovoked assaults carried out by AC properly investigated and
appropriately dealt with?

AC was subject to adjudications following three incidents. On 14 May he was given
a punishment of 21 additional days of imprisonment. Since AC was on remand
awaiting trial, these days would have been added to any prison sentence imposed in
the event of his conviction. On 29 May, AC was punished by a loss of privileges for
14 days. He forfeited association (leaving his cell to mix with other prisoners during
recreation periods), canteen (the ability to purchase items) and the use of the
television in his cell. On 3 June, the same loss of privileges was imposed for a
further 14 day period. In addition, on 4 June AC was moved from the Standard
regime to the Basic regime in the IEP Scheme.

The most serious of these incidents was an assault that took place on 29 April and
which was dealt with by an Independent Adjudicator on 14 May. The Independent
Adjudicator noted that AC said by way of mitigation, “It’s about abuse and threats.
Verbally threatened for months. Afraid.” … ”People calling me a grass, knowing my
address, my sister’s address. I’m an emotional wreck: I’m being broken. Can’t get
my proper medication. Shd be olanzapine. Blurred vision now. Fuzzy hearing. I’ve
now been moved : on A Wing now. But it’s worse.”191

There is no record of whether the Independent Adjudicator passed this information
on to the wing or health care staff. This was a missed opportunity to address AC’s
lack of olanzapine.

Finding Thirteen:

The Independent Adjudicator should have alerted
prison and health care staff to AC’s self-reported
distress.

191

F256 Record of Adjudication Hearing, Charge number 270492. Page 3, section 14. Annex H

78

Recommendation L:

When

prisoners

raise

medical

issues

in

adjudications, the information should be passed
on to the appropriate health care services.

There were further missed opportunities to address AC’s broader mental health and
wellbeing at the two subsequent adjudications. Both took place after AC’s mental
health had deteriorated. On 27 May AC was involved in an attempted assault of
another prisoner who came to his cell door. An entry in the Wing Observation Book
notes that “I believe [that [AC] has mental health issues, he refuses to interact with
anybody and is always angry and agitated. I overheard a few prisoners saying that
he should be relocated to another wing as he has upset many other prisoners.”192
He had a further outburst on 1 June, receiving a Red Entry on the P-NOMIS
recording system for being rude and abusive to another prisoner and not returning to
his own landing. He was given an IEP warning for this on 2 June. AC assaulted
another prisoner on 3 June and was moved from the Standard to the Basic Regime.
This would have made no difference to AC because of the privileges he had forfeited
on 29 May.

There was no substantive input into the adjudications from a health care perspective.
From a disciplinary point of view, the sanctions imposed were not in themselves
unduly harsh; however, the impact of loss of canteen, association and television on a
prisoner with mental health problems is likely to be very much greater than on a
prisoner without such problems. Loss of association results in more isolation from
other people and fewer opportunities for communication, while a loss of television
deprives a person of a means of diversion and relaxation. It is possible that AC
smashed his TV on 1 June in frustration at it being switched off following the
adjudication three days earlier on 29 May.

Paradoxically, had AC served his

punishment awards in the Care and Separation Unit (CSU), the likelihood is that his
deteriorating mental health would have been noticed and appropriate action taken.
CSU staff are generally more experienced in dealing with prisoners who are isolated
from the main groups.
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Recommendation M:

Possible adverse consequences on a prisoner’s
mental health should be taken into account in
imposing

punishments

and

forfeitures

at

adjudications.

The prison discipline system can only provide a partial solution to the problem of a
prisoner committing a series of unprovoked assaults.

Brixton had developed a

system of dealing with bullying and violence by opening up a Perpetrator Plan. This
is a tool for recording and managing the behaviour of persistently difficult prisoners,
particularly those involved in bullying.

The Independent Monitoring Board (IMB) Annual Report for 2010 reported that in
2010 “the use of perpetrator management and victim support plans is minimal and
the standards of completion vary. The SCG (Safer Custody Group) has done some
work this year to raise the profile of these documents (by printing them on blue
paper) but their use is still very low.193

Monthly Minutes of the Safer Custody

Meetings held at Brixton show that in March 2010 18 Perpetrator Plans were opened
and 16 closed194, in April eight were opened and seven closed195, in May ten were
opened and five closed196 and in June thirteen were opened and ten closed.197

Officer W described the Perpetrator Plan as “a daily observation, a daily entry, where
we note – a small note, a couple of lines – just to create a picture of what they’re
doing during the day, in the morning and in the afternoons. Is he going always in the
same cell? Is he always arguing with the same people? Just the general behaviour
about him.”198

The Wing Observation Book notes that on 3 June “Perp Plan

updated”.199 Other than this entry, we have been unable to locate any documentary
evidence that AC was in fact subject to such a plan.

The Brixton internal

investigation was also unable to locate any such evidence.
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AC certainly should have been managed in this way given the series of unprovoked
assaults which he committed. Officer O told us that “he could have been bullying
people for tobacco. If he’s gone round certain people and they’ve heard that he’s a
borrower but he won’t pay back, save them giving him a slap, they won’t lend it to
him. So he’ll go round picking on the weaker people, and he’ll steal their tobacco.”200
Whether this is the case could have been established by placing AC on the plan.

Finding Fourteen:

It is not absolutely clear whether AC was subject to
a Perpetrator Plan and, if he was, what this entailed.

A final issue about AC’s care is whether at any point during his stay at Brixton, he
should have been made subject to suicide and self-harm monitoring (an ACCT
Plan)201.

The incident of self-harm on 4 June came as a surprise to almost all of the staff
whom we interviewed. Indeed, some questioned whether AC actually intended to
harm himself, suggesting he might have slipped off the pipe at the back of the cell on
which he was standing. The surprise is consistent with the fact that at no time during
the period under review was AC made subject to an ACCT, other than after the
incident of life-threatening self-harm on 4 June. The Medical Record shows that
during a previous period in Brixton in 2007, AC had been subject to an ACCT.202

The Medical Record shows that AC denied thoughts of suicide in consultations on
four occasions: 8 March, 19 April, 22 May and 24 May. Wing staff did not consider
him to be at risk. Officer W told us, “No, he never self-harmed himself, he never
gave any signs, he never said any[thing] … to any member of staff that he felt
suicidal.“203
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Ms BB, the then Head of Safer Custody and Head of Psychology, who wrote the
Brixton internal investigation report, told us that “We had 65 ACCTs open when I left
Brixton in 2011, which is something like nine per cent or eight per cent of the
population. So they are very aware that if they thought there was a risk, I think they
would have opened one.” 204

Nurse C told us that he had “opened a lot of ACCTs in the past, in Brixton Prison, but
at the time – last time I’ve seen AC face to face, I didn’t get the impression, or him
pointing out, there was any specific thought, plan or intent of harming himself. So,
there was no suggestion that an ACCT would have been needed at the time.”205
Indeed, the entry made by Nurse C on the Medical Record on 24 May states that AC
“Currently denies any DSH [deliberate self-harm]/suicide ideations, plans or
thoughts”.206

However, Nurse C told the Care UK investigation that after he saw AC on 24 May
the patient was “appropriately managed on ACCT on the wing as a precaution for
individual who appeared at risk”.207

The Care UK report notes that “this is not

factually true”.

We have been unable to obtain the copies made of the statements made to the Care
UK investigators and we are therefore unable to explore this discrepancy.

It is

possible that Nurse C was under the mistaken impression that AC was on an ACCT
Plan.

Finding Fifteen:

There is an important discrepancy between what
was told by Nurse C to the Care UK investigation
and to us about whether he thought AC was
subject to an ACCT.

204

Interview with Ms BB, page 68. Annex C
Interview with Nurse C, page 41. Annex C
206
Medical Record Printout, 24 May 2010, entry by Nurse C. Annex F
207
Care UK report, Appendix 1, page 31/42. Annex D
205

82

Chapter Thirteen

Was appropriate contact kept between the prison and AC’s relatives?

LC, one of AC’s two sisters, was to all intents and purposes his carer in the period
prior to his imprisonment. AC had lived with her for a while before living in a squat
and then, during 2009, obtaining his own flat. LC told us that AC had been taking
olanzapine for about five years, at a dosage of between 10 and 20 mg. LC had often
collected the olanzapine from the pharmacy and made sure her brother took it. In
fact, the records suggest that AC took olanzapine sporadically outside prison.208

When AC was in Brixton, LC visited him regularly and kept in telephone contact. AC
wrote a number of letters to her.

LC became concerned about her brother’s deteriorating mental health. During visits
he appeared distant, paced up and down and was not always making sense. On
four or five occasions AC did not turn up for visits and had to be collected, which was
something LC considered to be another sign of his worsening mental health.

LC told us that she approached prison officers in Visits and told them that her brother
was not taking his pills. One of these officers asked her if he was storing the pills
and said that if he was not taking the medication, there was nothing they could do
about it. Another officer, who had previously worked in health care, phoned through
and arranged for AC to be seen by someone from health care. This is recorded in
the Medical Record on 21 May.209

LC wrote a letter to the prison dated 18 May outlining her concerns about her
brother’s condition and his need not only to be prescribed olanzapine but to be
supervised in taking it. There is no reference in the Medical Record to the letter
being received, although Mr H, Head of Health Care, remembers the letter. There is
also no record of a response.
208
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LC also asked AC’s solicitors to write a letter to the Governor. The solicitors’ letter,
dated 20 May, did elicit a response and appears to have galvanised the prison into
action. LC was concerned that the letter of reply from Dr J, Consultant in Forensic
Psychiatry in the Mental Health Outreach Team, asked for AC’s medical records
which the prison had in fact received more than two months before.

At this stage, the prison began to recognise the key role which LC played in her
brother’s care. It is noted that Nurse C tried to call LC on her mobile phone, but he
told us that he could not get through.

LC told us that there was no voicemail

message left. No further effort was made to contact her.

It is the case that on the P-NOMIS electronic prison recording system, AC’s next of
kin is recorded not as LC but as his other sister, DC. On the Personal Summary
Sheet which forms part of AC’s Core Record, no next of kin is recorded.210 LC feels
that the prison failed to act on the information that she tried to provide and that it
made inadequate efforts to engage with her. We agree.

Finding Sixteen:

HMP Brixton failed to acknowledge the key role of
AC’s sister in his care or to engage constructively
with her during his period in custody.
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Chapter Fourteen

How well did staff respond to the incident on 4 June 2010?
What is the likeliest explanation for the inability to remove the plate on the cell
door in the normal way?

A number of issues arise in relation to the handling of the incident on 4 June.

i) Dealing with AC’s request to move

The first relates to the handling of AC’s request to move off B Wing on 4 June.
On the day before, 3 June, a B Wing Observation Book entry notes that AC
“cannot go to A or G Wing. Attempts to move him to C Wing are a slow
process”. Spoke with Governor AA who is looking into a SIR from previous
week involving a similar incident. No answer as yet”.211 By the next morning,
Friday 4 June, the Duty Governor Handover Checklist includes an entry at
7.55 a.m. that AC to go to G Wing.212

However, SO P, who was the Senior Officer on B Wing on Friday 4 June, told
us that on that morning she said to, “I think Governor AB that he wants to go
back to G Wing and she told me he can’t go back.”213 SO P also told the
Brixton internal investigation that Governor AB said AC was not to move and
should be managed on the current wing. Brixton’s internal investigation report
considers that “this would appear to have been a likely and appropriate
management plan as AC had been located on all of the 3 main residential
wings in previous weeks and the movement had not impacted on his violent
behaviour”.214
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Finding Seventeen:

It is not clear why the decision to move AC to G
Wing seems to have been reversed during the
morning of 4 June.

Once AC had barricaded himself into his cell and made a noose, he
demanded to be moved. SO P told him that he could not. Officer T who was
negotiating with AC told us that AC “kept saying ‘I told them I have to get out
of the cell’. AC said that he had told an officer earlier that he had to get out
but that this had been refused.”215 Officer T thought that AC “may have been
fearful for his safety inside his cell or hearing voices and that this should have
been considered by the wing staff.”216

SO P told us that during the incident of life-threatening self-harm the decision
about moving AC was again changed. Governor V said to her that there was
after all a cell for him on G Wing. It is not clear whether this offer of a move
was made after AC had put the noose around his neck.

ii) Notifying staff about the incident and the staff’s response

The second issue concerns the way in which staff were notified about the
incident as it unfolded and asked to assist. It is unclear whether a radio call
was made immediately or whether staff were shouted for or telephoned.
There seems no doubt that sufficient uniformed staff arrived on the scene
quickly. They responded rapidly to the unfolding incident and, for the most
part, acted effectively.

The documents and interviews available to this

investigation do not allow us to identify who was in charge or whether
particular procedures in a contingency plan were being followed. But, in a
fast-moving emergency, staff reacted well. The incident was particularly
distressing for those staff who had to observe AC hanging while unable to
assist him.
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We note that the Brixton internal investigation recommended that, in the event
of an incident of barricade or potential suicidal behaviour, contingency plans
are managed by the Duty Governor.217 We concur, with the proviso that this
should not delay a response in an emergency.

Finding Eighteen:

Staff reacted well to the incident, although it is not
clear whether contingency plans for barricades
were followed to the letter.

Recommendation N: We endorse the recommendation made by the
Brixton internal investigation that, in the event of
an incident of barricade or potential suicidal
behaviour, contingency plans are managed by the
Duty Governor.

We would, however, add the

proviso that this should not delay a response in
an emergency.

Once it became clear that the heel plate could not be removed, a locksmith
was notified. The locksmith. Mr X, told us that he was having lunch when he
was told to attend B Wing as someone had barricaded themselves in their
cell.218 He was not told that the incident was a Code 1 or medical emergency.
In his interview with us Mr X said that, while making his way over, he was
asked to hurry up as it was a Code 1 or medical emergency. He had thought
it was simply a barricade.

Finding Nineteen:

On 4 June, the call to the locksmith should have
been clearer about the level of urgency of the
situation he was being asked to respond to.
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It also emerged during our interview with Mr X that a locksmith is not readily
available at all times at the prison.

In the evenings and at weekends, a

locksmith could be called to attend but there would be a delay as they would
not be on site at these times.

Recommendation O: HMP Brixton should review the availability of a
locksmith in the evenings and at weekends.

As for the response by health care staff, it seems that while Hotel 6 (the
emergency response nurse) was at the cell when the door was opened, other
nurses arrived shortly afterwards with resuscitation equipment. This delay
might have been avoided if a Code 1 medical emergency call had been made
sooner. It was clear from the outset that a noose had been made and, while
staff may have hoped that the incident could have been concluded without
harm, it would have been better if more health staff, with resuscitation
equipment, were already on the scene when the door was opened. The entry
on the P-NOMIS record states that “a Code 1 was called before we were in
the cell so that medical staff were on the scene.219 The log taken by Officer W
has the staff entering the cell at 12.52 while the Communications Log notes
the Code 1 at 12.55.

The Care UK report finds a number of ways in which the response failed to
comply with the Medical Emergency Code Protocol although, in itself, this did
not affect the outcome for the prisoner.
ambulance being called.

The Code 1 should trigger an

The Communications Log shows a three-minute

delay between the Code 1 at 12.55 and the ambulance being called at
12.58.220

Finding Twenty:

A Code 1 should have been called over the radio
at an earlier stage. The ambulance should have
been called at the same time as the Code 1.
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iii) Opening the door

Clearly, the cell door would have been opened much more quickly had the
third screw in the heel plate not been jammed. It is not clear what material
was blocking access to the screw; toothpaste, glue, paper, paint, and melted
plastic cutlery have all been suggested. Whatever the material was, it was
rock-hard and could not be removed with the equipment that the wing staff
had at their disposal.

The Independent Monitoring Board (IMB) Annual Report for 2010 mentions
the incident of life-threatening self-harm involving AC, describing a delay in
reaching him “because he had jammed the lock on his cell door221. There is,
however, no evidence that AC had himself placed the material in the lock. He
had been on B Wing a short time and much of that time he had been locked in
his cell. He is unlikely to have been responsible. Equally, it seems unlikely
that anyone else would have deliberately targeted his cell.

At the time of the incident, the screws on the heel plates of cells were
checked as part of a six-monthly maintenance operation. AC’s cell had been
checked in January 2010.

Following the incident, all of the cells were

checked and a small number of other blockages were found and cleared.
Thereafter, the heel plates were checked weekly, although the frequency
reduced after Brixton changed from being a Category B prison to a Category
C. Officer S told us that “any inundating points are checked on a regular
basis. The paint is a different colour now.”222 This refers to the fact that the
heel plate is now painted a bright yellow to show that it should not be
repainted over during any further wing decorating.
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Additional tools have been placed on the wings. Mr X, the locksmith, told us,
“I think now. I know they’ve got an hammer, they’ve got an Allen key, and
they’ve got the thing what you get the … dig out the stuff they put tissue paper
on. Every wing’s got one”.223 Mr X added “I’d like to see that, if possible, that
the officers should get like a … one of the little electric drills to use to get
them, the bolts, out, because I reckon to use them Allen keys takes too
long”.224

Recommendation P: Consideration should be given to placing ‘Impact
Screwdrivers’ into each wing office to facilitate the
removal of seized and damaged bolts on antibarricade lock plates.

Recommendation Q: The daily cell fabric check should include the
inspection of the securing bolts on the antibarricade lock plates.
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Part Four. Observations about Investigation procedure
Chapter Fifteen: Earlier Investigations into the case

Four reports had been prepared about the case of AC, prior to this Article 2
Investigation. The Brixton internal investigation was commissioned on 4 June 2010
and completed on 30 July 2010. The South London and Maudsley NHS Foundation
(SLaM) report was commissioned on 22 June 2010 and completed on 23 September
2010. The Care UK report was completed in January 2011. The Lambeth Primary
Care Trust report is undated.

The four earlier investigations had varying terms of reference and methods of work.
The findings and recommendations made by them have been mentioned at
appropriate points in this Article 2 Investigation report.

For the most part, the

findings and recommendations made by this report are consistent with those already
made by the earlier investigations, although there are some exceptions.

The

exceptions have been considered in previous chapters.

This Article 2 Investigation considers it important to make the following two
observations, however.

First, the multiplicity of investigations undertaken into this case reflects the
fragmentation of responsibilities within the prison. The Brixton internal investigation
did not have access to the medical records “due to medical in confidence issues”.225
The Care UK and SLaM reports were limited to health care interventions.

The

objectives of the Lambeth PCT review were slightly broader in seeking to establish
the circumstances and events surrounding AC, including the health care provided by
the Prison Service and relevant outside factors.
recommendations relate to health care.
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But all of Lambeth PCT’s

While it is positive that each of the key agencies involved in commissioning and
providing care for AC were interested in establishing what, if anything, went wrong
and to learn lessons, it might have been more effective for Lambeth PCT, Care UK
and SLaM to have commissioned a single, comprehensive investigation so that
agreed findings and recommendations could have been made and a joint
implementation plan put in place.

Finding Twenty-One:

Lambeth Primary Care Trust, Care UK and the
South London and Maudsley NHS Foundation
Trust (SLaM) should have commissioned a single
investigation into the care of AC in Brixton.

Second, it is not clear what the status are held by the recommendations that have
been made, whether or not they have all been accepted by the relevant parties and
whether those that have been accepted have been implemented.

It has been

beyond the scope of this investigation to consider the question in detail. We are,
however, concerned that perhaps the most central of the recommendations, namely
Recommendation G, about the need for clarity in respect of responsibility for
prescribing anti-psychotic medication, does not appear to have been resolved three
years on.
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Chapter Sixteen

The Appropriate Level of Public Scrutiny

The commission to conduct an Article 2 Investigation requires the independent
investigator to provide a view as to what would be an appropriate element of public
scrutiny given the circumstances of the case. Public scrutiny forms an important
aspect of the investigative obligation under Article 2 of the European Convention on
Human Rights. Accordingly, I have considered carefully whether the publication of
the final version of this report will be sufficient to satisfy the requirement for public
scrutiny or whether some further stage in the investigation is needed, such as a
public hearing. I have reached the view that a further stage may be required. The
main reason for forming this view relates to one of the key findings from the
investigation. This is Finding Eight:

After the first ten days, the tripartite health care system in place failed to
provide AC with the prescribed medication that he needed.

A

catastrophic lack of clarity about respective responsibilities led to a
very poor level of medical care.

This was compounded by poor

communication between the various medical personnel who had
contact with AC.

The finding relates to one of the most significant issues that emerged from the
investigation, namely that there was a fundamental disagreement between the three
parts of the health care service within HMP Brixton about who should be responsible
for prescribing anti-psychotic medication in a case such as AC.

Was prescribing anti-psychotic medication a responsibility for the prison-based
General Practitioner? In this regard, the Consultant Psychiatrist from the Mental
Health Outreach Team told us that in the community the GP would prescribe it.
Indeed, that had happened in the community in AC’s case. Or was prescribing it the
responsibility of the Mental Health Outreach Team, as we were told by the Head of
Health Care at Brixton was the policy in place at the time? Or was it a matter for the
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Substance Misuse Team which had regular contact with AC and other dual diagnosis
cases and which included psychiatrists among its staff?

During the investigation it became clear to us that not only did a disagreement exist
in 2010 with disastrous consequences for AC, but that such a disagreement still
exists at the time of finalising this report. This appears to be a potentially serious
problem which may threaten the wellbeing and even the safety of prisoners at HMP
Brixton. It was recommended in the report of the investigation carried out by Care
UK in 2010 that “roles and responsibilities between professionals in different teams
must be clarified and documented”226.

Key recommendation number one in the

report of an investigation by SLaM in 2011 was “to clarify who is responsible for
prescribing medication for any prisoner who has previously been prescribed
medication in the community”.

This Article 2 Investigation has found that these

recommendations have not been taken on board. A public hearing would be able to
establish why a systemic failing uncovered soon after the incident of life-threatening
self-harm has not been put right.

There is a further question that also requires further scrutiny. This relates to Finding
Fifteen:

There is a potentially important discrepancy between what was told by
Nurse C to the Care UK investigation and to us about whether he
thought AC was subject to an ACCT when he saw him on 24 May.

The issue here is that Nurse C, from the Mental Health Outreach Team, told us that
he did not consider AC to be at risk of self-harm and suicide when he saw him on 24
May 2010, eleven days before the incident of life-threatening self-harm. Indeed, the
record of the assessment notes that AC “currently denies any DSH [deliberate selfharm]/suicide ideations”.227 It appears, however, from the investigation into the case
carried out by Care UK that the nurse told them that the patient was “appropriately
managed on ACCT on wing as a precaution for individual who appeared at risk”.
ACCT (Assessment, Care in Custody and Teamwork) is a care-planning system for
226
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prisoners considered to be at risk of self-harm or suicide. Despite assiduous efforts,
we have not been able to obtain the statement of the nurse’s interview with the Care
UK investigation so it is not clear to us exactly what he said.

What is clear is that AC was not in fact subject to an ACCT. But the independent
Article 2 Investigation is puzzled as to why the nurse told the Care UK investigation
that AC was subject to an ACCT when he was not. If the nurse held the view at the
time he was assessing AC on 24 May 2010 that AC was subject to a monitoring and
care-planning system on the wing, this might have affected the urgency that he
attached to the plans for addressing AC’s mental health care needs. Alternatively,
the nurse may have known on 24 May 2010 that AC was not subject to ACCT but
may have made a mistake when giving evidence to the Care UK investigation. A
public hearing might establish which of these two scenarios is most likely.

In the light of these two findings and the questions which they raise, I consider that a
greater level of public scrutiny is required than that provided by the publication of this
report alone.
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