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The Prisons and Probation Ombudsman aims to make a significant contribution to safer,
fairer custody and community supervision. One of the most important ways in which we
work towards that aim is by carrying out independent investigations into deaths, due to any
cause, of prisoners, young people in detention, residents of approved premises and
detainees in immigration centres.

My office carries out investigations to understand what happened and identify how the
organisations whose actions we oversee can improve their work in the future.

Mr Neil Bott was found hanged in his cell at HMP Stoke Heath on 20 December 2021. He
was 54 years old. | offer my condolences to his family and friends.

Staff monitored Mr Bott using suicide and self-harm prevention procedures (known as
ACCT) between 8 September and 1 October 2021 and there were concerns about the
ACCT management. However, | acknowledge that it was another 11 weeks until Mr Bott
took his own life, and | am satisfied that there was no indication that his risk of suicide had
increased in that time.

Mr Bott was found hanged during the morning roll check at around 7.00am. He was
almost certainly dead when the previous check at 5.45am was carried out. | am
concerned that the night patrol officer did not see that Mr Bott was hanging. While it would
have made no difference to the outcome for Mr Bott as he was already dead, it is
important that checks are carried out properly so that prisoners requiring medical attention
are identified at the earliest opportunity.

This version of my report, published on my website, has been amended to remove the
names of staff and prisoners involved in my investigation.

Kimberley Bingham
Acting Prisons and Probation Ombudsman September 2022



Contents

SumMmMary ......cceeeveeevneeennn.
The Investigation Process
Background Information...
Key Events...........ccceeeeeee.

FIndings ......ccoovvvvviiienn.



Summary

Events

1.

In January 2020, Mr Neil Bott was sentenced to two years and eight months in
prison for arson. He spent almost a year at HMP Stoke Heath before he was
released on licence on 21 January 2021. Four days later, he was recalled and
taken to HMP Hewell.

In July, Mr Bott started to refuse vital medication because he was unhappy that he
did not have it in possession. (This meant that he was not able to keep and
administer it himself.)

On 25 August, Mr Bott was told he was being moved to Stoke Heath. He was
unhappy with the decision and briefly jumped onto the security netting in protest.
However, he later agreed to transfer and was moved that day. When he arrived, he
said that he had issues with the healthcare at Stoke Heath and would refuse all
treatment, including medication, and food and water. Later, he told a nurse that he
would continue to refuse medication and food until he was transferred to another
prison.

On 8 September, a nurse started ACCT procedures because Mr Bott continued to
refuse critical medications and his food and fluid intake was minimal. He told staff
he would rather die than stay at Stoke Heath. Staff stopped ACCT procedures on 1
October.

At around 7.00am on 20 December, during a routine roll check, an officer found Mr
Bott hanging from the bars of his window. The officer radioed a medical emergency
code. Staff attended and control room staff called for an ambulance at 7.07am.
Staff did not try to resuscitate Mr Bott as it was clear he was dead. A prison GP
confirmed Mr Bott’s death at 7.17am.

Findings

6.

We identified some deficiencies in the ACCT management. The support actions
were inadequate and healthcare staff did not attend every case review.

The clinical reviewer found Mr Bott received a good standard of care, but she
identified some concerns.

Healthcare staff at Hewell did not ensure continuity of care for Mr Bott as they failed
to do a clinical handover to Stoke Heath. They should have told healthcare staff at
Stoke Heath that Mr Bott had been refusing his medication. They also failed to put
this information on the Person Escort Record that accompanied Mr Bott when he
was transferred to Stoke Heath.

When Mr Bott arrived at Stoke Heath, he told staff that he was refusing his
medication, food and water in protest about his transfer and difficulties with
healthcare. The reception nurse did not follow the food refusal policy or assess Mr
Bott’s mental capacity. Formal food and fluid monitoring was not requested until 11
days later, yet we found no evidence that formal monitoring was put in place.
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10.  When Mr Bott was found shortly before 7.00am, he had rigor mortis (stiffening of
the body that occurs around two to six hours after death). This would indicate that
Mr Bott was dead when the night patrol officer did a roll check at around 5.45am.
CCTV footage shows the check was brief and we are concerned that the night
patrol officer failed to notice that Mr Bott was hanging. The prison has taken action
to remind staff that they must carry out roll checks properly.

11. We are concerned that there was a seven-minute delay in calling an ambulance. It
made no difference to the outcome for Mr Bott as he was dead when found, but it is
important that an ambulance is called immediately when a medical emergency code
is called. The prison has since reminded staff and a recent audit showed that
ambulances had been called within a minute of the medical emergency code being
called.

Recommendations

o The Governor and Head of Healthcare should ensure that staff manage prisoners at
risk of suicide and self-harm in line with national guidelines and in particular, staff
should:

e ensure case reviews are multidisciplinary, with healthcare staff in attendance
where appropriate; and

e set support actions that are specific, meaningful, and tailored to the individual to
reduce their risk.

o The Head of Healthcare at Hewell should ensure that relevant medical issues, such
as non-compliance with critical medication, is recorded on the Person Escort
Record and if appropriate, the prisoner’s issues are discussed with the receiving
prison.

o The Head of Healthcare should ensure that healthcare staff:
o are familiar with the food refusal policy;
« refer any prisoner refusing food or drink for a mental capacity assessment and

to the prison GP; and
« notify relevant staff to ensure monitoring is appropriately recorded.
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The Investigation Process

12.

13.

14.

15.

16.

17.

The investigator issued notices to staff and prisoners at HMP Stoke Heath informing
them of the investigation and asking anyone with relevant information to contact
her. No one responded.

The investigator obtained copies of relevant extracts from Mr Bott’s prison and
medical records.

NHS England commissioned a clinical reviewer to review Mr Bott’s clinical care at
the prison. The investigator and clinical reviewer jointly interviewed the healthcare
managers at Stoke Heath and Hewell. The investigator also interviewed eight staff
at Stoke Heath and a prison manager at Hewell.

We informed HM Coroner for Shropshire, Telford and Wrekin of the investigation.
The Coroner provided us with the post-mortem report. We have sent the Coroner a
copy of this report.

The PPO family liaison officer did not contact Mr Bott’s family as they had made it
clear to the prison that they did not want to be involved in the investigation.

The prison received a copy of the report. They did not identify any factual
inaccuracies. We have responded to their feedback and amended our report to
reflect the new wording of the ACCT documentation.

Prisons and Probation Ombudsman
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Background Information

HMP/YOI Stoke Heath

18. HMP/YOI Stoke Heath is a medium secure prison in Shropshire that holds up to
782 adults and young adult men on eight residential wings. Healthcare is provided
by Shropshire Community Health NHS Trust. Forward Trust provides services and
support for prisoners with substance misuse issues.

HM Inspectorate of Prisons

19. The most recent full inspection of HMP/YOI Stoke Heath was in November 2018.
Inspectors were concerned there had been a sharp increase in self-harm.
Fortnightly complex case meetings and monthly strategic meetings were found to
be not effective or attended consistently. Attendance at monthly strategic meetings
was also inconsistent, and the meeting offered little analysis to understand the
causes of self-harm at Stoke Heath.

20.  The prison had implemented an action plan that included Prisons and Probation
Ombudsman (PPO) recommendations but had not implemented actions in
response to repeated recommendations on calling an ambulance immediately in
response to emergency codes.

21. Inspectors found that due to some complex commissioning arrangements, health
services were not fully integrated. A single GP directly managed medical care,
including for some patients with complex physical, mental, and drug-related
problems that commonly involved pain management. Care for these patients was
not always effectively coordinated with other health providers, which resulted in
some clinical decisions taken in isolation. Although treatment for those with
complex problems was appropriate, the absence of an effective pain management
protocol and collective shared care arrangements had led to patient frustration. In
HMIP’s survey, only 21% of prisoners said the quality of GP support was good
against the comparator of 47%.

Independent Monitoring Board

22.  Each prison has an Independent Monitoring Board (IMB) of unpaid volunteers from
the local community who help to ensure that prisoners are treated fairly and
decently. In its latest annual report for the year to 30 April 2021, the IMB found the
prison was safe and prisoners were treated fairly and humanely, despite the
severely restricted regime due to COVID-19.

23. The IMB noted that healthcare services were well-led and responsive to prisoners’
needs. Those identified as at risk of suicide or self-harm were managed proactively
and key work provision was targeted at those prisoners in priority groups.
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Previous deaths at HMP/YOI Stoke Heath

24.  Mr Bott was the fourth prisoner to die at Stoke Heath since December 2019. The
three previous deaths were from natural causes. There are no similarities with this
death.

Assessment, Care in Custody and Teamwork

25.  ACCT is the Prison Service care-planning system used to support prisoners at risk
of suicide or self-harm. The purpose of ACCT is to try to determine the level of risk,
how to reduce the risk and how best to monitor and support the prisoner. Guidance
on ACCT procedures is set out in Prison Service Instruction (PSI) 64/2011,
Management of prisoners at risk of harm to self, to others and from others (Safer
Custody).

26.  After an initial assessment of the prisoner’s main concerns, levels of supervision
and interactions are set according to the perceived risk of harm. Checks should be
irregular to prevent the prisoner anticipating when they will occur. There should be
regular, multidisciplinary review meetings involving the prisoner. As part of the
process, support actions (a plan of care, support and intervention) are put in place.
The ACCT plan should not be closed until all the support actions have been
completed.
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Key Events

27. In January 2020, Mr Neil Bott was sentenced to two years and eight months
imprisonment for arson with intent to endanger life. He spent almost a year at HMP
Stoke Heath before being released on licence on 21 January 2021. On 25 January,
Mr Bott was recalled to prison for breaching his licence conditions and taken to
HMP Hewell.

28.  Mr Bott had Type 2 diabetes and Addison’s disease (also known as primary adrenal
insufficiency or hypoadrenalism - a rare disorder of the adrenal glands which affects
the immune system).

HMP Hewell

29. On 22 March, the Parole Board told Mr Bott that they had decided he was not yet
suitable for re-release. Mr Bott appealed the decision. (He was subsequently
granted an oral hearing with the Parole Board, set for 13 August.)

30.  Over the next few months, an officer saw Mr Bott regularly for key work sessions.
Mr Bott worked as a mentor for the Shannon Trust (a charitable organisation that
assists prisoners with reading). He received praise from staff as he helped other
prisoners with their English and helped them to make applications on the wing.

31. There are entries in Mr Bott’s medical records in July that say he had been refusing
vital, life-saving medication as he was unhappy that he did not have his medication
in possession. However, he had been collecting his pain relief, tramadol (a highly
tradeable prescription drug).

32.  On 2 August, Mr Bott cancelled his oral hearing and told his offender manager that
he did not want to be released to an Approved Premises. (AP, formerly known as
probation or bail hostels and which mostly accommodate offenders released from
prison on licence). Mr Bott said he wanted to transfer to either HMP Oakwood or
HMP Featherstone as he was unhappy with his medical treatment. However,
neither prison would accept him as he was assessed as posing a high risk to share
a cell due to his offence.

33.  On 10 August, a prison GP reduced Mr Bott’s tramadol prescription. The next day,
Mr Bott told a nurse that he remained unhappy that he was not allowed to have this
medication in his possession and queried why it had been reduced as he was in
pain and that there had been no communication about the decision. Later, the GP
sent Mr Bott a letter to explain the decision.

34. On 18 August, a prison GP made an entry in Mr Bott’s medical record that he had
submitted a letter saying that the tramadol reduction had left him in severe pain,
and he wanted it reinstated. The GP noted Mr Bott was due for transfer and his
medication would remain as prescribed.

35.  On 25 August, Mr Bott was told he was being transferred to HMP Stoke Heath. Mr
Bott was unhappy with this decision. He briefly jumped onto the security netting.
While being escorted to the segregation unit, he told staff that he would transfer so
he was taken to reception instead. Mr Bott was moved to Stoke Heath that day.
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HMP Stoke Heath

36.

37.

38.

39.

40.

41.

42.

Mr Bott arrived with a Person Escort Record (PER - a document that accompanies
all prisoners when they move between police stations, courts and prisons which
sets out the risks they pose). A nurse from Hewell had noted on the PER that Mr
Bott had diabetes, depression, and epilepsy, but there was no mention of the
medications he was prescribed or that he had been refusing vital medication for
several weeks.

During his initial health screen, Mr Bott told a nurse that he would refuse all
healthcare treatment, including medication. He refused to have any physical
observations and said that he would refuse food and water. She recorded that she
tried multiple times to try and convince Mr Bott to take his medication and explained
the impact on his physical health of not doing so, but he continued to decline. Mr
Bott said that he had multiple issues with the healthcare at Stoke Heath and did not
want any further appointments.

Mr Bott said he had been prescribed an antidepressant (mirtazapine) for anxiety
and depression but that he had not taken it for around a month. Mr Bott told a
nurse that he had had suicidal thoughts for years but would not act on them. Mr
Bott said he felt hopeless as he did not want to be at Stoke Heath and wanted to be
transferred. He declined to be referred to the mental health team.

On 28 August, because he continued to refuse his medication (except tramadol), a
nurse referred Mr Bott to the mental health team for assessment.

On 5 September, a nurse completed a mental health assessment. He noted that Mr
Bott was still refusing life-saving medications but had the capacity to make this
decision. He recorded that Mr Bott said he would continue refusing medication and
food until he was transferred to another prison. He referred Mr Bott for discussion
at a multidisciplinary team meeting (MDT). He also asked a wing officer to check if
Mr Bott was collecting his meals and to consider starting suicide and self-harm
procedures (known as ACCT) if his refusal to eat and drink continued. There is an
entry on the wing daily handover sheet to alert staff that Mr Bott was not eating in
protest about his move to Stoke Heath and that he should be monitored over the
next 72 hours.

On 8 September, a nurse who knew Mr Bott from his previous time at Stoke Heath,
recorded that he refused his medications, and she requested a professionals’
meeting with prison and healthcare staff, which was held later that day. She noted
that Mr Bott continued to refuse physical observations but agreed to having his skin
capillary refill checked, which showed that he was not dehydrated. (She saw empty
drink cans in his cell). She started ACCT procedures after Mr Bott said that he
would rather die than stay at Stoke Heath. The next day, Mr Bott attended an
ACCT review and agreed to restart some of his medications and start increasing his
food and fluid intake. The nurse created clinical care plans for food and medication
refusal.

Over the next month, Mr Bott was seen and reviewed regularly and was supported
by the ACCT process. A safer prescribing meeting, a prison GP, a nurse and a
prison psychiatrist, considered the complexities of Mr Bott’s physical and mental
health. Mr Bott had regular mental capacity checks, blood tests and healthcare
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43.

44.

45.

46.

47.

staff continued to encourage him to take his medications. Mr Bott refused to see a
prison GP because of the difficulties he experienced when he was previously at
Stoke Heath (a disagreement about medications). Mr Bott maintained he wanted to
be transferred and would continue not to comply with his medication but was told
that he would not be assessed as medically fit to transfer until he complied.

On 1 October, a Senior Officer (SO) chaired an ACCT review, attended by a mental
health nurse and Mr Bott. They decided that the ACCT could be closed. Mr Bott
was collecting his medication, was eating, and had secured a place in education.
The ACCT post closure review was held on 8 October and no further issues were
identified.

There are no further entries on Mr Bott’s prison record until 20 November, when he
had a key work session. Mr Bott told an officer that he had no major issues, kept
himself busy, but should not have been sent to Stoke Heath as he had issues with
healthcare and the doctor. Mr Bott asked about a transfer, but the officer said he
did not have any information.

On 6 December, an officer met Mr Bott for a key work session. Mr Bott told him that
he did not get on with the doctor and wanted to be transferred. The Head of Safety
said she wanted Mr Bott to have a period of stability taking his medications before
he would be considered for transfer.

On 13 December, a worker from education made an entry in Mr Bott’s prison
record. She noted his recent positive behaviour and support of a local community
group, that he had achieved an award for mentoring, and was undertaking a
learning support qualification. This was the last entry in Mr Bott’s prison record
before he died.

CCTV footage shows that on 19 December at 4.35pm, Mr Bott collected his meal
and returned to his cell which was locked around three minutes later. The roll
check was then completed.

20 December

48.

49.

50.

CCTV footage shows that an Operational Support Grade (OSG) completed a roll
check before the end of his night shift. He arrived at Mr Bott’s cell, carrying a torch,
just before 5.45am. He opened the observation panel and briefly looked into the
cell, before moving on to the next.

An officer started the early morning roll check shortly after she started her duty.
CCTV shows that she arrived at Mr Bott’s cell at 6.58am. She opened the cell door
observation panel, and discovered Mr Bott hanging by a bed sheet attached to the
window. She radioed a medical emergency code blue (used when a prisoner is
unconscious or has breathing difficulties). Another officer who was already on the
wing, went to Mr Bott’s cell immediately.

CCTYV footage shows that both officers entered Mr Bott’s cell just before 7.00am.
One officer used an anti-ligature knife to cut the ligature and lowered Mr Bott to the
floor. They did not start cardiopulmonary resuscitation (CPR) as it was clear that Mr
Bott was dead: he was cold and rigor mortis (stiffening of the body that occurs
around two to six hours after death) was present. The prison control room called for
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an emergency ambulance at 7.07am. A prison GP responded to the emergency
and, at 7.17am, he declared that Mr Bott had died. Ambulance paramedics
attended and noted there were clear signs that Mr Bott had been dead for some
time.

Contact with Mr Bott’s family

51.

Stoke Heath appointed a prison manager as the family liaison officer and the Head
of Safety as her deputy. Mr Bott never provided any contact details for his next of
kin. The police and Coroner’s officer assisted Stoke Heath with tracing his family.
They did not want to be involved with his funeral. In line with Prison Service
instructions, the prison paid the costs of Mr Bott’s funeral, which was held on 17
January 2022.

Support for prisoners and staff

52.

53.

After Mr Bott’s death, the Deputy Governor debriefed all staff involved in the
emergency response to ensure they had the opportunity to discuss any issues
arising, and to offer support. The staff support team and the TRiM manager
(trauma risk management) also contacted prison staff.

The prison posted notices informing other prisoners of Mr Bott's death and offering
support. Staff reviewed all prisoners assessed as being at risk of suicide or self-
harm in case they had been adversely affected by Mr Bott’s death and a memorial
service was held in the chapel.

Post-mortem report

54.

The post-mortem report concludes that Mr Bott's death was due to hanging.

Prisons and Probation Ombudsman
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Findings

55.  Prison Service Instruction (PSI) 64/2011, Management of prisoners at risk of harm
to self, to others and from others (Safer Custody), sets out the procedures (known
as ACCT) that staff must follow when they identify that a prisoner is at risk of
suicide and self-harm. It says that ACCT case reviews should be multidisciplinary
where possible, that a care plan should be completed at the first review, and that it
must reflect the prisoner’s needs, level of risk and the triggers of their distress.
Care plan actions must be tailored to meet the individual needs of the prisoner, be
aimed at reducing the prisoner’s risk to themselves and be time-bound.

56.  Staff monitored Mr Bott using ACCT procedures between 8 September and 1
October 2021. Although during this time, Mr Bott started taking some medications
and agreed to increase his food and fluid intake, we identified several issues with
the ACCT management. We consider that the ACCT support actions were
inadequate in terms of addressing Mr Bott’s risk. There were only two actions
recorded: on 8 September, for Mr Bott to submit a transfer request and on 1
October, the day the ACCT was closed, for him to speak to education about a
course. There is nothing recorded on the support actions about Mr Bott’s
compliance with medication, his food and fluid intake, his ongoing contact with the
mental health team or his refusal to see the prison GP. No one from healthcare or
the mental health team attended the review on 20 September.

57.  We acknowledge that it was nearly three months after the ACCT was closed when
Mr Bott died and there were no obvious signs that his risk of suicide had increased
in the time before his death. However, we have identified learning to improve the
ACCT process and we make the following recommendation:

The Governor and Head of Healthcare should ensure that staff manage
prisoners at risk of suicide and self-harm in line with national guidelines and
in particular, staff should:

e ensure case reviews are multidisciplinary, with healthcare staff in
attendance where appropriate; and

e set support actions that are specific, meaningful, and tailored to the
individual to reduce their risk.

Clinical care

58.  The clinical reviewer concluded that the health care Mr Bott received was of a good
standard. However, she identified some issues of concern.

Handover from Hewell to Stoke Heath

59.  Prison Service Order (PSO 3050) — Continuity of Healthcare, states that to ensure
continuity of care, effective communication with colleagues is essential and that
patients with more complex health care needs may require more detailed planning
such as communicating directly with the receiving health care team in advance of
transfer.
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60. On 10 August, the clinical lead noted in Mr Bott’s medical record that when his hold
for transfer was removed, the receiving establishment should be made aware that
he needed to be re-referred for a scan.

61. No one from Hewell contacted Stoke Heath’s healthcare department to alert them to
Mr Bott’'s medical issues. The PER completed by a nurse did not mention that he
had been refusing vital, life-saving medications or that he needed to be referred for
a scan. We find this concerning.

62. The Head of Healthcare accepted that the lack of information on the PER form was
an oversight and while it would not be practical to contact every receiving prison
about non-compliance with medication, contact might have been pertinent in Mr
Bott’s case, given the clinical lead’s entry and the importance of his medication. We
make the following recommendation:

The Head of Healthcare at Hewell should ensure that relevant medical issues,
such as non-compliance with critical medication, is recorded on the Person
Escort Record and if appropriate, the prisoner’s issues are discussed with the
receiving prison.

Food refusal

63.  Mr Bott was refusing food and water from 25 August. Guidance from the
Department of Health says that a thorough assessment of a person’s mental
capacity and nutritional status should be undertaken immediately and there should
be regular reassessments of the person’s physical and mental state. Healthcare
staff should have assessed Mr Bott as soon as they were made aware of his refusal
to eat and drink. The reception nurse did not follow the food refusal policy, did not
inform prison staff, the prison GP or the nurse in charge, and did not record a
capacity assessment.

64.  Prison staff were first alerted of the need to monitor Mr Bott’s food and fluid intake
on 5 September, 11 days after he arrived. Although it is recorded on the daily
briefing sheet, there was no evidence provided of who monitored Mr Bott or when
he started to eat or drink. (He refused to have any physical observations, other
than a skin capillary test.) There is evidence recorded in the ACCT document
during case reviews that Mr Bott was eating, but also that he said he was only able
to eat small amounts as it made him feel unwell. It is of note that when a nurse
became involved in Mr Bott’s care, there was a significant improvement in how his
risk was managed. The nurse devised an appropriate care plan and
communication between prison and healthcare staff improved significantly.

65. The Head of Safety said that in response to the issues identified, she had
introduced a new process that any food refusal logs completed would be kept in the
ACCT document but if closed before the 72 hours, they would be kept in the safer
custody office. We recognise that there has been a change in process to record
food refusal monitoring, but we make the following recommendation:

The Head of Healthcare should ensure that healthcare staff:

e are familiar with the food refusal policy;
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e refer any prisoner refusing food or drink for a mental capacity
assessment and to the prison GP; and
¢ notify relevant staff to ensure monitoring is appropriately recorded.

Emergency response

Early morning roll check

66.  Mr Bott had rigor mortis when he was discovered hanged at around 7.00am. As
rigor mortis does not set in until at least two hours after death, Mr Bott was almost
certainly dead when the OSG carried out his roll check at 5.45am. He did not
notice that Mr Bott was hanging. He said that he had already completed around 90
checks, but said that if he had seen something untoward, he would have
responded. CCTV footage shows that his check was very brief, and we are
concerned that it was not carried out properly. He said he was disappointed that he
had not discovered Mr Bott sooner, which had affected him significantly. He has
since resigned from the Prison Service.

67. Stoke Heath have introduced a safeguarding log for each wing, which reminds staff
that when completing the roll check, night patrol staff should satisfy themselves that
breathing, or movement is noted and includes routine and regular checks by
operational managers that it is being done correctly. Given the changes already
made to ensure roll checks are properly carried out, we make no recommendation.

Delay requesting an ambulance

68. PSI 03/2013, Medical Emergency Response Codes, sets out the actions staff
should take in a medical emergency. It says that if a medical emergency code is
radioed, an ambulance must be called immediately.

69. An officer called a code blue when she discovered Mr Bott at 6.58am, but control
room staff did not call an ambulance until 7.07am. While it made no difference to
the outcome for Mr Bott, as he was dead when found, it is important that there are
no delays in calling an ambulance in a medical emergency.

On 7 January 2022, the Governor issued a Notice to Staff 004/2022 on the use of
code words/response, reiterating that there is a mandatory requirement to
telephone immediately for an ambulance if a code blue is called. In addition, new
posters have been put up in the communications room and next to telephones as a
reminder for staff. The officer in the communications room on the morning that Mr
Bott was discovered also received individual guidance. A CM from the safer
custody team confirmed that he had conducted an audit of incidents since Mr Bott’s
death, and an ambulance was called in every instance within a minute of when a
medical emergency was radioed. Given the actions taken by Stoke Heath, we do
not make a recommendation.
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