Action Plan in response to the PPO Report into the death of

Mr Michael Antoneli on 15/02/2021 at HMP Long Lartin
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The Head of Healthcare should
formally review the findings of
the clinical reviewer and share
the learning with all healthcare
staff, to ensure that the correct
procedures are followed in
medical emergencies. The
review should include:

e reminding healthcare staff of
the purpose and importance of
medical emergency codes; and

e providing training to ensure
compliance with National
Institute for Health and Care
Excellence (NICE) guidelines on
administering oxygen during
COPD exacerbation.

accepted

Accepted

In accordance with PSI 03/2013 Medical Emergency
Response Codes the Heads of Healthcare will work in
conjunction with Prison staff to ensure the appropriate use of
codes in an emergency. A training session has recently been
provided by Healthcare to support this PSI. November 2021.
Regular reminders about Medical codes are shared across
the site. Healthcare staff are regularly briefed on the
importance of Medical Emergency Codes. The ‘calling’ of
codes is generally done by HMPPS staff when finding a
Patient in need or urgent response.

All Nurses and Healthcare assistants complete annual
Immediate Life Support training. Additionally, clinical
updates and information are shared with the team via face to
face sessions or virtually (used in COVID outbreaks). NICE
guidelines on administering oxygen during COPD
exacerbation was shared with the team after receiving the
Clinical Reviewer’s feedback, by the Clinical Lead and ANP.

Organisation

Head of
Healthcare
Practice Plus
Group

November 2021
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The Governor and Head of
Healthcare should ensure that:

¢ healthcare staff accurately
reflect the current health and
mobility of a prisoner when they
complete an escort risk
assessment; and

e prison managers regularly
review the level of restraints
used on prisoners in hospital.

Accepted

At HMP Long Lartin escort risk assessments are routinely
completed by Band 4 Supervising Officers in the Intelligence
Unit. This is a small group of 6 staff who have a good
working knowledge of the risk assessment process as they
each complete escort documentation on a regular daily basis.
They also provide 24 hour cover to the establishment in
respect of emergency escort preparation, working nights
every 6 weeks.

It is the case that risk assessments and PER documentation
have, on occasion and particularly when the escort is
dispatched as an emergency, not been put before our health
provider prior to the escort leaving the establishment.

It has been strongly reiterated to each of the 6 staff
responsible for this work that, no matter what the
circumstances, these elements of the risk assessment and
PER forms must be considered. Whilst these staff have
demonstrated that they have a very good understanding of
the Graham Judgement and its implications for escorts in this
circumstance, it is clear there have been occasions where
level of mobility, seriousness of illness and decency for the
individual have been superseded by ‘usual’ security and
escape risk concerns.

These 6 B4 Supervising Officers and all members of the SMT
will be briefed to strongly reiterate the need for these
considerations to be made on each assessment, whether an
emergency or not but particularly where mobility and frailty
due to serious illness are a factor.

Head of Safety
& Equalities,
Safety Team.

Head of
Security, Band 4
Intel SO’s.

Head of
Healthcare,
Nursing staff
completing all
PER’s and RA’s

October 2021




Additionally we have met with our Head and Deputy Head of
Health to discuss this element of escort preparation work.
They have expressed their frustrations that, on occasion,
their staff have not been given the opportunity to contribute to
escort documentation and give an opinion on reduced
mobility, access for medical personnel and general decency
for the person. We have reiterated the need for health staff
to complete this work prior to the dispatch of any escort and
in particular for health staff to voice any concerns to
Governors signing off on escort risk assessments and
therefore level of restraint, at the time. We have asked that
health staff are asked to ensure any concerns they have
regarding the medical condition of the prisoner and the level
of restraint are directed to the member of SMT signing off
escort documentation before departure.

Current bedwatch risk assessments / documentation packs
do contain a daily check regarding the need for continuing
use of restraints, considering decency for the individual, the
needs of medical professionals, the level of mobility, etc.

A notice to staff was published in October 2021 to remind
staff of the need to monitor this when supervising a bedwatch
and ensure a current and accurate assessment of the
physical condition of the prisoner to enable a daily review in
our Security Dept and timely review of level of restraints as
required.

3 The Governor should ensure, in
line with Prison Rule 22, that the
next of kin of seriously ill
prisoners are informed as soon

Accepted

Contingency plan no 5 (Death, Suicide or Serious Injury) has

been reviewed and updated to ensure that Next of Kin (NOK)
is contacted at the earliest opportunity through Duty Governor
actions.

Head of
Operations

June 2021
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as possible after they are
admitted to hospital.

Actions also include allocation of Family Liaison Officer to
contact the prisoners NOK.

Control Room incident logs have also been reviewed and
amended, which now records the following standard
procedures when an incident log is started:

¢ Inthe event of serious illness or death of a prisoner,
NOK is to be Informed;

e Name of prisoner:

o Category: (Cat A, H/R Cat A, E List. D/G to advise
prior to contact);

e Relationship;

e Name;

e Address;

e Contact; and

e Time of contact.

Control Room staff have been briefed and guidance available
within the Control Room and Command Suite Contingency
plans.




