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JURY’S NARRATIVE VERDICT:
The Jury concluded that Mohammed killed himself whilst the balance of his mind was disturbed on 21 August 2005.  He was on remand in Her Majesty’s Prison, Leeds and was located in the Segregation Unit in cell S1-25 at the time of his death.

The Jury have listened to the evidence presented in this Inquest and have reached the following conclusions.

On several occasions healthcare and prison staff were involved with Mohammed and failed to open an Assessment Care in Custody & Teamwork document, commonly known as an ACCT, after evidence would suggest an ACCT be opened, lacerations on Mohammed’s wrist, strange behaviour and lack of communication.  With reference to Prison Service Order 2700 “an act of ‘self harm’ is any act where a prisoner deliberately harms themselves…” see clause 3.1.1 and “An act of ‘self harm’ should always be taken seriously…” see clause 3.1.2.  It was felt by the Jury that these omissions were in contrast to the guidelines set out in PSO2700.  The Jury also felt that failure to open an ACCT could have influenced the circumstances surrounding Mohammed’s death.

Multi-disciplinary decision making was undertaken by healthcare and prison staff in attendance of Mohammed on the morning of the 18 August 2005 but due to a lack of communication between Mohammed, prison staff and healthcare staff there was a failure to open an ACCT.  Appropriate documentation was also not completed to log this event, i.e. entries in his Inmate Medical Record and prisoner history file, therefore this information was not available for other staff when needed.  Indeed this event was only recorded in the B Wing observation log where the entry read “hostile in presentation, verbalising hatred towards uniform staff.  Feels volatile and unable to control himself at times.  Not wanting a cell mate as it increases his stress levels.  Please be aware of potential for violence and impulsiveness.”  The Jury felt this could have had a direct influence when prison officers were involved with Mohammed on the evening of the 18 August 2005 where Mohammed displayed aggressive behaviour which was out of character with the behaviour he had previously shown during his time spent in prison.

Mohammed was relocated to the Segregation Unit on the evening of the 18 August 2005.  The Segregation staff were unaware of the previous event that occurred on the morning of the 18 August 2005 regarding the concerns for his mental wellbeing.  There seemed to be no clear procedure for the hand-over of information resulting in future decisions being taken without the availability of relevant details.  Liaison between the Duty Governor and healthcare staff was imperfect regarding the decision to house Mohammed in the Segregation special cell, failing to take into account current circumstances, previous medical or prisoner history.  A full medical assessment was not undertaken and the reasons given for this are unacceptable and therefore his current mental wellbeing and potential physical injuries were not established.  Mohammed’s non communication was felt to be unhelpful in the assessment of his suitability for segregation.

The Jury felt the physical process and procedures for relocation to the Segregation special cell using Control & Restraint techniques were followed correctly.

When located in the special cell the provision of drinking water was overlooked and this was felt to be intolerable although it was also noted by the Jury that Mohammed’s failure to communicate and request water contributed to this oversight.

PSO1600 defines the circumstances for continued use of special accommodation and states the prisoner should be regularly monitored so that such use is discontinued immediately it is no longer necessary.  The Jury felt this process was not implemented regularly by prison staff and governors with omissions of reviews resulting in Mohammed spending longer in special accommodation than was necessary.  It was also felt that the provision of non qualified prison staff (Operational Support Grades) overnight as the sole individuals on the Segregation Unit was inappropriate offering no opportunity to review Mohammed and move him if this was felt to be suitable; it was also evident some prison staff assumed he would remain in the special cell overnight regardless of any change in his situation and this was unacceptable.

During his time in the special cell Mohammed was subject to observations every 15 minutes which is outlined in PSO1600 clause 4.12.5.  The Jury felt that the prison staff, including Operational Support Grades, had not received the appropriate training regarding the recording of these observations and the time they occurred.  Incidents were not necessarily logged in the appropriate documentation and there seemed inconsistency regarding the use of these documents.  Due to these inconsistencies Mohammed’s activities, i.e. drinking/washing from the toilet, excessive praying, restlessness, throughout the time he spent in special accommodation were not highlighted and escalated in the appropriate manner or to the appropriate authority.

On the 19 August 2005 Mohammed was visited at 09:24 by the Doctor, there were however inconsistencies with the timing of this.  The Jury felt this review was insufficient and inadequate in order to ensure Mohammed should remain in the special cell.  It felt the lack of communication between the Segregation prison staff and the Doctor and failure to use the inmate medical history hampered the decision making process.  It was also felt that the lack of training for the Doctor regarding Prison Service Orders was an influencing factor in this process.

The Governors gave a consistent view of their interpretation of Prison Service Orders and their expectation of the standard of service to be provided but there was a culture of complacency in the way this service was implemented.  Tolerances of inadequate practises and the inability to identify and provide appropriate training and support to the staff contributed to the systemic failure.  This was evidenced by inconsistent completion of paperwork, failure to communicate clearly their expectations and lack of procedures to regularly monitor the level of service provided by the prison and healthcare staff.

Mohammed was relocated from the special accommodation just before 14:00 on the 19 August 2005 into cell S1-25 on the Segregation Unit.  The cells in the Segregation Unit only accommodate one inmate per cell yet they had bunk beds in them.  The Jury felt there was a failure to undertake a thorough risk assessment and as such this was something that should have been identified as a potential risk.  The beds should have been single therefore reducing the potential risk of self harm.

The Jury heard evidence that changes have been implemented in the Segregation Unit at Her Majesty's Prison, Leeds.  These include but are not limited to, the provision of drinking water in special accommodation, the removal of bunk beds, floor signs identifying which direction is East, aesthetic decorations creating a calmer environment and a mobile library.  The Jury welcomed these changes that have been implemented in the Segregation Unit and feel they are a positive improvement.
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